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Il.—OLD SOLUTIONS OF CONTINUITY.* 


A.—ON SOLUTIONS OF CONTINUITY WHICH DO 


NOT 


SUPPURATE. 


I—OF UNNATURAL JOINTS. 


Hizpanvus, Fasr., Observationes Chirurgice, cent. iii. obs. 91. 
Satzmann, De articulationibus analogis, que ossium fracturis superveniunt. Ar- 


gent., 1718. 


A Mecxern, Jos, Observat. Med.-Chir., cap. ]xxi. 
Wuire, Cuas., Cases in Surgery. London, 1770. 
Scumucxer, Jon. Lras., Vermischte Chirurgische Schriften. 3 vols. 8vo. Berlin, 


1785-97. 


Larocue, Dissertation sur la nonréunion de quelques Fractures, et en particulier 
de celle du Bras, et sur un Moyen nouveau de guérir les fausses articulations qui 


en résultent. Paris, an xu. 


Puysicr, P. S., in New York Medical Repository, vol. i. p. 122. 1804. 8vo. 
Roux, De Ja Resection ou Retranchment des parties d’Os Malades. Paris, 1812. 
Warprop, in Medico-Chirurg. Trans., vol. v. p. 358. 


Boyer, above cited, vol. iil. p. 86. 


Lancenseck, Von der Bildung widernattirlicher Gelenke nach Knochenbriichen ; 
in his neuer Bibliothek fiir die Chirurgie und Ophthalmologie, vol. i. p. 81. 

Oppenneim, Ueber die Belfandlung der falschen Gelenke; in Rust’s Magazin, 
vol. xxvii. p. 203, has collected all the hitherto known cases of treatment of false 


joints. 


Bucuanan, Tuomas, An Essay on.a new mode of Treatment for Diseased Joints, 


and the Non-Union of fracture. 


London, 1828. 8vo. 


Amussury, Josrpx, Practical Remarks on the Nature and Treatment of Fractures, 


&c. London, 1831. 8vo. 2 vols. 


Sreric, De Pseudarthrosi de fractura proficiscente. 


Regiomont, 1838. 


Oppenueim, Ueber die Behandlungs weisen der Pseudarthrosen und eine neue 
Heilmethode derselben; in Hamb. Zeitschrift fiir die gesammte Medicin, vol. v. 


pt. 1. 


Bropis, Sir Bens., Clinical Observations on Ununited Fractures; in London 


Medical Gazette, vol. xiv. p. 676. 


1833-34. 


Reisseisen, De articulationibus analogis, que fracturis ossium superveniunt. 


_ [* Although, as translator of this work, I 
am of necessity compelled to follow the 
course which the Author has thought right to 
pursue, yet I cannot avoid stating, in refer- 
ence to this division of his Book, that it ap- 
pears to me improperly named and mis- 
placed, and far from well arranged and 
composed in itself. ‘Old Solutions of Con- 
tinuity, consisting of those which do not and 
those which do suppurate.” Among the 
former are included enduring solution of 
parts which have originated in injury, as 
unnatural joints and torn perinewm, with 
original imperfect (or as it is the fashion to 
say, abnormal) formation of parts, as hare- 
lip and cleft palate, between which there is’ 


Vou, u—2 


neither analogy nor connexion. The latter 
comprehend ulcers of various kinds, which 
are as various in their times of appearance, 
from the period at which the action causing 
them has been set up—and fistulas, which 
have really (of the three) the only pretension 
(slight indeed as it is) to be called old solu- 
tions of continuity, as they really are none 
other than a chronic condition of abscess; 
that is, an abscess which the constitution 
has not had sufficient power to fill up and 
obliterate with new parts, although it is 
capable of sustaining with less or more ef. 
fect upon itself, the suppurative disposition 
already established.—y, ¥. s.] 


14 CAUSES OF UNNATURAL JOINTS. 


[Harrsnorne, On Pseudarthrosis, in American Journal of Med. Sci- 
ences, vol. 1. N.S. 

Norris, On Non-Union after Fractures, in American Journal of 
Med. Sciences, vol. 8. N. 8. Jan. 1842.—c. w. n.] 


712. When the two ends of a broken bone, not united by firm car- 
tilage, are covered with cartilage, or the soft parts have got between 
them, an unnatural joint (Articulatio preternaturalis, Pseudarthrosis, 
Lat. Widernatiirliches Gelenk, Germ. Fausse Articulation, Fr). is pro- 
duced. The broken ends in this case are movable, but the natural 
motions of the joint are greatly interfered with, or entirely prevented. 

[On the subject of unnatural or false joints Joan Honrer (a) observes :—‘* Some- 
times simple fractures will not unite at all. This is a worse consequence than any 
of the foregoing, there being no soft union even, or if there ever was, that being 
absorbed. Here the surrounding parts thicken and form a kind of capsular ligament, 
and the extremities of the bone rub against each other at each motion of the Jimb, 
by which stimulus the broken parts are absorbed, and the extremities become 
smooth, and in time are covered with something similar to cartilage, and at length 
the cavity between them becomes filled with a fluid very much resembling synovia.”’ 
(p. 504.)] 

713. The cause of such unnatural joint may be bad setting of the 
fracture, improper apparatus, too frequent movements of the limb (1), 
general disease, and advanced age (par. 579)(2). A firm union of the 
broken ends may also be prevented by particular circumstances under 
which the bone may be absorbed, and the fractured ends connected 
only by cartilage. The formation of an unnatural joint depends espe- 
cially on impeded ossification, on excessive absorption, and the con- 
dition of such joint ordinarily presents no actual resemblance to the 
construction of a natural joint. Frequently, however, the ends of the 
bone are rounded and enveloped in a thick fibro-ligamentous capsule 
attached to the ends of the bone, above and below, and its internal 
surface lined with a smooth membrane, resembling the synovial, and, 
like it, capable of secretion (Bropie, Grsson, Amessury) (3). The 
period at which firm union takes place in fractures is indeed very dif- 
ferent (par. 578). An unnatural joint may, however, be considered as 
formed, if more than six months have elapsed after the fracture, and the 
ends of the fracture he still movable. Unnatural joints have been 
noticed in almost every bone, but they are most frequent in the upper 
arm. 


[(1) Amesgury says :—“ By far the most frequent cause of non-union that I have 
noticed is want of rest in consequence of the inadequacy of the plans of treatment 
which have been employed. I consider this to have been the primary cause in 
almost all the cases I have examined.” (p. 716). 

(2) I do not think advanced age can justly be considered as the cause of want of. 
union or imperfect union, at least as regards the shaft of bones. In almost every 
ununited or imperfectly united fracture I have seen, the patient has scarcely, if 
ever, exceeded the middle age, but has generally been younger. 

(3) Among the causes of want of union, AstLey Cooper believes that it “is 
sometimes the result of continuing cold applications for too long a period to the part, 
thus checking that degree of inflammatory action which is absolutely necessary to 
bring about a restoration of the parts.”? (p. 679). 

Pregnancy has been held to be a cause of want of union, but AmesBurY says he 
has “*seen about ninety cases of non-union, but has. not met with more than two 
which happened during the process of gestation. He is therefore disposed to attri- 


(a) Lectures on Surgery, Patmer’s Edition, vol. i, 
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bute non-union, in persons so circumstanced, more to thé inadequacy of the usual 
modes of treatment than to the peculiar disturbance of the system which is observed 
in pregnancy.” (p. 714). : 

Sometimes after fracture the union of the broken bone is entirely prevented by 
one end being dragged from the other by muscular effort; such occasionally hap- 
pens when the spoke-bone being broken just above the insertion of the m. pronator 
quadratus, its lower end is drawn in by that muscle. Sometimes a portion of neigh- 
bouring muscle slips between the fractured ends, and getting free, prevents union. 
At other times, in a comminuted fracture, a fragment dies and as effectually opposes 
union as a bullet, piece of cloth, or any other extraneous body is occasionally known 
to do; and this may happen either in simple or compound fracture. A very good 
example of an ununited simple fracture from this cause occurred within the last 
twelvemonth to my colleague Macxmurpo, and was discovered at the operation 
performed for sawing off the ununited ends. The fracture was of the upper arm, 
had happened ten months previously, and been kept in splints six weeks, after 
which it seemed to have united, but in a few days’ time was again broken, whilst 
the woman followed her usual occupation. The splints were reapplied, but without 
benefit, and afterwards two setons, at some interval of time apart, were passed by 
the side of the ununited bone, but not between its ends, and worm for some time, 
but no union resulted. It was then determined to cut down and saw off the ends of 
the fracture, and when the incision was made for this purpose, the upper end of the 
bone was found covered with cartilage, and the lower surrounded with a sort of 
capsule, containing several loose pieces of bone. ‘These were removed and the ends 
of the fracture sawn off; suppuration continued for some time, and she left the house 
at the end of two months, the wound not having scarred, and no fixing of the frac- 
ture having occurred. Some time after ah abscess formed nearer the elbow, and 
several small pieces of bone have voided by it, and continue so todo. At present, 
eight months after the operation, there is not any union.—4. Fr. s.] 


714. According to the variety of the cause of unnatural joints, the 
mode of treatment must vary, to prevent their occurrence. If, how- 
ever, they already be formed, their cure is only possible by the broken 
ends, which are covered with cartilage, being put in the condition of a 
recent division, that is, by producing in them a suitable degree of in- 
flammation, which is sought to be effected by rubbing the fractured 
ends against each other, by an apparatus of pressure, by the application 
of caustic, by sawing off the ends, and by the introduction of a seton. 

(Joun Hunrer proposes a different method from either of these. He says :— 
‘¢In this case it is necessary to lay open the new cavity and irritate the ends of the 
bones, and then, by keeping them in position, bony union will often take place. It 
has been recommended to saw off the ends of the bones; but all that seems neces- 
sary is, to irritate them sufficiently to excite a, fresh inflammation.” (p. 505). He 
does not, however, mention any examples in which either of these modes of practice 
was successful. ] 

715. Rubbing the fractured ends together (Ezasperatio, Lat. Reibung 
der Bruchflachen gegen einander, Germ; Frottement des extrémités 
@une fracture, Fr.,) and subsequently fixing them with a suitable ap- 
paratus, can only be advantageous during the establishment of the un- 
natural joint, because afterwards it can seldom produce a sufficient 
degree of inflammation (1). With the same object it has also been 
attempted to fix the broken ends by tightly-fitting bandages, for the 
purpose of exciting inflammation by the patient’s standing and walk- 
ing (2). 

[(1) Rubbing the ends of the bone together is at least as old as Census (a), as 


quoted by Oprenneim. ‘Si quando vero ossa non conferbuerunt, quia sepe soluta 
sepe mota sunt, in aperto deinde curatio est; possunt enim coire, Si vetustas oc- 


(a) De Medecina, 
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cupavit, membrum extendendum est, ut aliquid ledatur ossa inter se manu divi- 
denda, ut concurrendo exasperentur, et si quid pingue est, eradatur, totumque id 
quasi recens fiat, magna tamen cura habita, ne nervi musculive ledantur. Tab. viii- 
c. X. sect. vil. 

Boyer considers that this coarse and uncertain practice often destroys a callus 
when first forming, which by longer continued rest and contentive bandaging might 
have effected a firm union. Crrrapint’s case (a) of a false joint in the thigh-bone 
cured by violently rubbing together the fractured ends and by the subsequent ap- 
plication of a contentive bandage, can scarcely be considered to support this prac- 
tice, as the fracture was only two months old; and, as is well known, many cases 
unite after as long or longer period of seeming want of union, as completely as 
under the most favourable cireumstances.’’—J. F. 8. ] + 

(2) In eases of this kind I have covered the limb with compresses, and over these 
applied wet pasteboard splints, so as to enclose it completely; and then employed 
the usual swathing, with Scuurerus’s bandage, and the common splints with chaff 
pads, and having made the apparatus sufficiently tight, have left it for a long while. 


716. The use of Pressure for the cure of artificial joints rests partly 
on the close coaptation of the broken ends, and the preservation of 
complete quiet, and partly on the excitement of a due degree of inflam- 
mation. ‘he pressure may be employed either with the usual ap- 
paratus of splints, as in recent fracture, and at the same time with pad- 
ded straps and tourniquets upon the fractured ends (d), or by simple 
strong pressure, with swathing of the whole limb, and graduated com- 
presses with tightly drawn rollers (c). These modes of treatment, 
although many cases prove their good effect, do not, however, fre- 
quently effect a cure, because the necessary degree of inflamma- 
tion cannot be produced, and applies rather to cases of not long stand- 
ing and to those in which no firm intersubstance is formed. 


‘Yhe repeated application of blisters on the surface, opposite the seat of fracture, 
has been recommended, at six or eight weeks after the occurrence of the accident (d). 
Cauterization of the skin with caustic potash (e), and painting with tincture of 
iodine (f). 

[I believe that pressure and perfect rest are the most efficient remedy for fractures 
in which there is tardiness or indisposition to deposit earthy matter in callus; and 
T have very great doubt whether firm union is ever effected except when its absence 
has arisen from this deficiency alone. In simple fracture it can only be surmised 
what the actual cause of the want of union is, and in operating on such cases it ap- 
pears quite as often that the diagnosis which has been formed is wrong, as that it is 
right. It must also be remembered that the deposit of earthy matter in the callus 
is frequently a very slow process, double and treble the time beyond that ordinarily 
requisite for the purpose, sometimes elapsing before a fracture is perfectly united. 
Cuetius has just mentioned that an: unnatural joint may be considered as formed 
if more than six months have elapsed after the fracture, and the ‘ends of the fracture 
be still movable. But Amessury mentions cases which have united by pressure 
after six, eight, ten, and even sixteen months have gone by. And therefore I cannot 
but think that these must only have depended on deficient earthy deposit; for cases 
have occurred again and again in which pressure of all kinds has been employed 
without advantage, and when operated upon no callus connexion has been found. ° 


(a) In Omoper Annali Universali de Mi- H6pitaux du Midi, par Dexprcu, Sept., 1830, 


lana, vol. xxxvii. p. 415, 1826. 

(b) Ameszury, Jos, above cited. 

(c) Wrienv’s three Cases of Cure of False 
Joints, by a pressure apparatus; in Ame- 
rican Journal of Medical Sciences, vol. ii. 
p. 270. 

Freury, Des effets dela Compression dans 
le traitement de plusicurs maladies externes 
et surtout dans les Fractures et Fausses 
Articulations, avee quelques réflexions sur 
cette derniére maladie; in the Mémorial des 


p- 039. 

(ad) Bropie; in London Medical and Sur- 
gical Journal, October, 1823. 

(e) Hakrsuorne, Philadelphia Medical 
Recorder, 1826. April. 

(f) Bucwanan, cited at the head of this 
article.—Trusen, in Preuss Vereinszeitung, 
Juni, 1834, p. 114.—Witxiovensy; in Trans- 
actions of the Medical Society of the State of 
New York, Albany, vol. i. pt. ii. p. 76. 


BY CAUSTIC. ©" hid 


That the pressure to be employed in these cases should be sufficiently great and 
so directed as to bring the fractured ends closely together cannot be doubted, and in 
fractures which unite slowly is absolutely necessary. But I am not quite sure it is 
necessary that the pressure should be so great as to produce pain in the course of a 
few days after the application of the apparatus, as stated by Amessury, although 
“fin the different cases it differed very much in degree. In some of them it 
amounted only to a slight aching pain, accompanied with now and then a lanci- 
nating sensation in the fracture; but the inconvenience felt in all the cases varied 
more or less in the course of the day; and I am not aware that in any one of them 
it was at any period sufficiently severe to affect the pulse—certainly not so as to 
produce any noticeable fever.” (p. 806). 

ea irritation in these cases, so far as I have seen, is of little value.— 
Tae Se 


717. For tbe purpose of destroying the cartilaginous surfaces on the 
ends of the bone, and to produce a suitable degree of plastic inflamma- 
tion, various kinds of caustic have been employed, strong nitric acid 
(OttENRoTH) (a), caustic potash (the younger Crive) (1), Hewson, 
Norris) (0), butter of antimony (Weminerr) (c) and nitrate of silver 
(Kirxpripe) (d). Here also belong (Mayor) (e) experiments of re- 
peatedly introducing between the ends of the bone a metallic canula, 
and in it a steel probe dipped.in boiling water, and the injection of 
some irritating fluid into the wound (Hutse) (f). 


Cases of happy cure of ununited fractures of Wuitr, Cruine, Lenmann, and 
Barton, are collected by Oppenuerm and others in Rusr’s Magazin. 

[(1) Cuetivs has quoted Hewson as having first proposed the use of caustic 
potash in ununited fractures. The fact is, however, that it was practised by the 
younger Cuinr more than twenty years before in St. Thomas’s Hospital, in proof 
of which, I copy from my notes the following 

Case.—P. M., a sailor aged thirty years was admitted into St. Thomas’s 
Hospital, 

April 13th, 1815; having on the 7th of September, of the preceding year, fallen 
down a ship’s hold, by which compound fractures of both legs were produced. For 
these accidents he was received into Chatham Hospital, and there continued till 
the Ist of March last. During this time the wounds of both legs healed, and the 
left shin-bone united properly by bone, but the right only by fibro-cartilage. 
Strengthening plasters and blistering were employed to promote bony union, but 
without effect. 

When first admitted into St. Thomas’s, he was directed td walk about for the 
purpose of exciting the ossific inflammation, but although this was attended with 
much pain, there was no improvement. ‘Towards the latter end of May, the part 
was blistered, but without advantage. It was therefore determined to have recourse 
to an operation, which was performed. 

June 12th. The skin was cut through on the inner and fore part of the shin-bone, 
and the connecting substance, which was soiled, being completely laid bare, portions 
of it were cut away with a small crowned trephine, till the ends of the bone were 
reached. Into the hole thus formed, caustic potash was introduced, and allowed to 
remain for a few minutes, after which a poultice was applied. The patient suffered 
great pain when the intermediate substance was cut into, and indeed was much 
excited during the whole operation. He had no pain till the evening of the 14th, 
when the leg became very painful, continued so for ten hours, and then became easy. 
On the 16¢/ the pain recurred, and continued for the same length of time, after which 
it ceased. Ina day or two after a free discharge was established, and there was not 
any return of the pain. On the 21s/ the poultice was left off, adhesive plaster applied, 


(a) Bernstein, tber Verrenkungen und (c) Rusv’s Magazin, vol. xxxiv. p. 330. 
Beinbriiche, Second Edit., Jena. 1819, p. (d) American Journal of the Medical Sci, 
280. Feb., 1835. 

(b) North American Medical and Surgical __(¢) Nouveau Systéme de Déligation Chi- 
Journal. Philadelphia, 1838, Jan. rurgicale, &c, 8vo. Geneva, 1832. 


[American Journal of Medical Sciences, (f) American Journal of Medical Sciences, 
vol. xxiii, 1838,—c, w. n,] Feb., 1834, 
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and an outside splint put on tosupport the leg. On 9th of July he got up and walked 
about on crutches. On the 20th he felt that his leg was stronger. On the 27th he 
left the house with the connexion of the broken ends decidedly firmer; but the wound 
was not healed, and he returned again, Jug. 17, with the sore still opened. He 
continued in the house till Oct. 10, and then left, at which time the union was 
complete.—s. F. 8. ' 

Hewson’s case was successful, and union was complete in twelve weeks after the 
operation. ] 


718. To saw off the cartilage-covered ends of the fracture, they must be 
laid bare by a longitudinal cut on that side of the limb where the bone 
is most superficial, and the large nerves and vessels can be avoided ; 
they are then to be separated from the surrounding and connecting parts, 
thrust up through the wound, the soft parts protected by a spatula intro- 
duced beneath, and first the lower, then the upper portion of the fracture 
cut off with a suitable saw. The bleeding vessels are to be tied during 
the operation; the broken ends are to be brought into contact, and the 
case is to be treated as a compound fracture. In the after treatment, 
subsequent to the removal of the ends of the bone, it must be especially 
remembered not to expect too early the consolidation of the ends of the 
bone, because, from my experience, this occurs only after a very con- 
siderable time. I am convinced that, in many cases, amputation of the 
ends of a fracture have had an unsatisfactory result from want of attention 
to this circumstance (1). 


If the ends of the bone lie very deep and cannot be easily protruded through the 
soft parts, it is best to use Heinn’s osteotome. It is frequently very difficult and 
even impossible to reach that end of the bone which is overlapped bv the other end, 
and surrounded with much soft parts. In such cases it is advantageous according 
to DupuyTREN’s experience to saw off that end which can be reached, and bring it 
in contact with the other which has not been cut off (Pienz). Bronte (a), ina case 
of false joint of the leg, in which setonand pressure had been used in vain, cut upon 
the shin-bone, removed the half licamentous and cartilaginous mass with which the 
ends of the bone were united, scraped both broken surfaces, and filled the wound up 
with lint. This was left for three or four days in order to fill the wound with 
granulations, and then pressure was employed to keep the fractured ends in firm and 
close contact. 

(1) Ina case of section of an artificial joint in the upper-arm ina young scrofulous 
man I found the ends of the fracture still quite movable, but complete consolidation 
ensued two months after under the continued use of the apparatus. 

[According to Guipo pr Cautiaco (6), the Arabian physicians recommended 
cutting down on the fractured part and getting rid of the callus either by rubbing or 
scraping. ‘* Verum si multum infestitur et aliter fieri non potest, consulet AvicrNNA 
incidatur caro et atrosboth (callus) fricando separétur. Si fuerit attritio et timetur 
membri corruptio, scarpelletur.”’ (p. 45.) This appears, however, from AvIcENNA’S 
account to have been a very severe and not unfrequently fatal operation. 

The operation of sawing off the broken ends of the bone seems to have been first 
proposed and successfully practised by Cuartes Wurrr (c), in 1760, on the upper- 
arm of a boy, nine years old, which had been fractured six months. In his second 
case, which was a fractured shin-bone, he could only saw off the upper end, behind 
which: the lower had so fallen that it could merely be scraped, and it was found 
necessary to introduce butter of antimony, to destroy some muscular fibres between 
the fractured ends. Both cases did well. This operation has been repeatedly per- 
formed, but with very variable success. I think it is only applicable to the upper- 
arm and leg where the bones are not very thickly covered with muscles; but not in 
the thigh or fore-arm. Lawrencn’s observations (d) on the subject are well worthy 


(a) London Medical Gazette, July, 1834. (e) Phil. Trans., vol. li. 1760. Also in his 
(b) Chirurgia Magna, Venetiis, 1498. cases, above cited. 


(d) Lectures in Lancet, 1829-30, vol. ii. 
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of attention. ‘Ifthe operation be in the fleshy part of the thigh, it must be a very 
difficult thing to accomplish: you have to inflict a very severe wound, a wound very 
likely to be followed by considerable inflammation, and that with a still more serious 
effect. In many instances in which this has been done the patient has at least been 
left in a worse situation than he was in before.” (p. 265.) My friend Green’s 
operation onan ununited fracture of the thigh-bone, detailed by AmxesBury (a), fully 
proves the difficulty to which Lawrence refers. ‘A semicircular incision was 
commenced about the middle of the rectus and then carried round through the belly 
of the vastus externus. The flap was dissected back and the fractured end of the 
upper portion of the bone brought into view. Upon clearing away the muscles it 
was seen that the two broken extremities of the bone were connected together by a 
thick dense capsule, resembling the capsule of the hip-joint, the inner surfaces of 
which were perfectly smooth and shining. The integrity of this capsule was 
destroyed, by removing a portion of it from the upper fragment; but in consequence 
of the difficulty which was experienced in getting at the fractured end of the lower 
portion, which, as has been said, lay on the inner side of the upper, it was left 
covered with the ligamentous matter. In removing about half an inch of fractured 
end of the upper fragment, which was done by one of Hey’s saws, in order to give 
room, it was found that the bone had become soft and spongy at this part, apparently 
from interstitial absorption. From the manner in which the ends of the bone lay, 
it was evident that the lower portion could not be cleared of the ligamentous deposit 
which covered it, without enlarging the wound in the soft parts, a proceeding which 
appeared objectionable.” (pp. 821, 22.) The greater part of the wound soon healed 
without any constitutional excitement, but there was suppuration, and the matter 
burrowing, an abscess was formed at the upper inner part of the thigh, which was 
punctured. He was immediately placed on a fracture-bed with inclined. planes and 
no splint applied till the tenth day, when one well padded was put upon the outside 
of the thigh, and worn for seven weeks, but no union was effected. An inner splint 
was then also applied and the fractured ends pressed tightly together by the web of 
a tourniquet twisted closely on them and continued for a fortnight. But no advan- 
tage was gained; the limb was amputated above the seat of fracture, and the patient 
did well. On examination, it was found that the unnatural joint ‘* was now again 
complete. The greater part of it was nearly the thickness of the capsule of the hip- 
joint, but at one part it was thin like the capsule of the shoulder-joint; the capsule 
was accidentally torn at this part with the finger, and the inner side was seen smooth, 
and had very much the appearance of synovial membrane, being moist and shiny. 
The ends of the bone were rounded, and where they came in contact, were flattened 
and covered with a dense fibrous structure, very similar in appearance to the inter- 
vertebral substance when divided transversely, but especially that part of it which 
is found half-way between the centre and circumference.” (p. 826.) It appears to 
me, in regard to this case, that if Wuirn’s treatment had been followed out and the 
ligamentous covering of the lower end of the bone had been destroyed with caustic, 
the result might probably have been more favourable. As it was, the object of the 
operation, to wit, that of getting rid of the ligamentous or cartilaginous coverings of 
the fractured ends, was only partially effected.—s. F. s.] 


719. The introduction of a seton is to be effected in the following man- 
ner:—It should be attempted by extension and counter-extension to 
bring the broken ends into proper position, and even to separate them 
somewhat from each other. With due caution the place is to be chosen, 
where the seton-needle armed with silk can be so thrust into and through 
the whole limb, that no large vessel nor nerves should be wounded, and 
so that the seton thread be placed between the two ends of the fracture. 
It might be better, perhaps, in most cases, to cut down on both sides to 
the bone, for the purpose of more certainly and accurately carrying the 
seton through between the fractured ends. The limb should then be 
duly extended, and kept in proper position by a suitable apparatus. 
The seton-threads are to be drawn daily backwards and forwards be- 


(a) Above cited. 
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tween the fractured ends, and to be entirely removed as soon as the 
ends are found to be knit together. If, after three or four months, no firm 
union have ensued, all hope of cure must be given up; there remains 
then, if the patient will be relieved of the inconvenience of the unnatural 
joint, no other remedy than amputation. 

Weinuoxp (a) himself employed with advantage his needle-trephine, with which 
he introduced a wedge-shaped seton smeared with some irritating matter. 

Oppennemm (b) recommends, in order to make the operation of the seton more 
powerful, enduring and effectual, where the circumstances previous to the introduction 
of a seton had not promised, a priori, any result, the introduction of two setons, not 
indeed, as already proposed, through the newly formed cartilaginous intermediate 
mass, but in such way that each seton should be in contact with one of the fractured 
ends; the setons not to be left too long, but only till such time as suppuration was 
properly established, and then at once withdrawn, instead of by repeated and gradual 
thinning the size of the seton. In two cases Oppenuerm pursued this practice 
with success under the most unfavourable circumstances. 

According to Jozerr’s opinion (c), the seton should be left in only eight days. 

720. The use of the seton may be accompanied with difficulty and 
danger, when in an oblique fracture the surfaces of the fracture corre- 
spond, so that in passing the needle through, important vessels and 
nerves may be injured. If the fractured ends be so close together that 
their surfaces touch only at one little point, the proper position of the 
bone must be first attained by permanent extension, after which by the 
introduction of the suture, some advantage may be gained. 

721. The introduction of the seton is more simple and less dangerous 
than sawing off the ends of the fracture ; healing also takes place without 
shortening of the limb ; but in many cases, on account of its less activity, 
it is not. beneficial, as when the ends of the bone are united by a wide 
mass of cartilage, or by an actual false joint. ‘The seton should be left 
for a long time, for four or five months, even to the consolidation of the 
bone (Puysicx). Smearing the seton-thread with irritating ointment, for 
the purpose of strengthening its operation, may easily excite erysipelatous 
inflammation, abscesses, and constitutional irritation. The symptoms 
after sawing off the fractured ends may be very dangerous. _ Great in- 
flammation, suppuration, and gangrene may occur, and these may even 
proceed to a fatal result. 

In the thigh the section is always effected with great difficulty, and 
much danger; it has, however, been there performed with success (d); 
in limbs which have two bones the section has been considered, imprac- 
ticable ; Fricke (e), however, and Cirraprnt (f°), have performed it suc- 
cessfully on the fore-arm. Opinions as to the preference of the seton or 
of the section are very much divided; by both one as well as by the 
other mode of treatment, fortunate and unfortunate results have taken 
place ; and equally celebrated surgeons have held with the one and 
against the other practice (g). 


(2) Von der Heilung des falschen Ge- 
lenkes, u.s. w.; in Hourevanp’s Journal, May, 
1826. 

(6) Hamburg Zeitzschrift. 

(c) Archives Générales de Médecine, 1840, 
Qctobre, p. 224, 

(d) Medico.Chirurg. Trans., vol. ii. p. 47. 

(e) OrpEnnEiM, above cited, p. 242, 

(f) Ommonet, Annali universali de Medi- 
cina, Marzo, 1826, p. 411, } 


(g) Note the comparison of the cases of 
the one and other mode of treatment by 
Oprenueim and Norris. 

Bauuir, Apparat zur fixirung der falschen 
Gelenke. See Troscuen, Dissert. de Pseu- 
darthrosi. Berlin, 1826. 

Somme, on the Cure of a False Joint by 
the introduction of a silver loop and exten- 
sion apparatus; in Med.-Chir. Trans., vol. 
xvi. p. 36. 
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' [As far as my own observation and experience are concerned I cannot say that 
there is great encouragement for the performance of any operation for ununited of 
imperfectly united fracture, and I think a comparison of the results of the numerous 
cases which have been variously treated will confirm this opinion. The most 
favourable cases are those in which the ends of the bone are connected by cartilage 
or a cartilage-like substance, and in such I should certainly prefer the introduction 
of caustic potash. The least favourable cases are those in which the fractured ends 
have acquired a cartilaginous covering and are enclosed ina sort of synovial capsule, 
which indicates a total indisposition to the formation of callus ; and therefore cut- 
ting off the ends, or scraping off their thin cartilaginous covering, is a very doubtful 
proceeding, as union will commonly not occur and the fractured ends be re-covered, 
as in GrEeEn’s case. Perhaps, where the union is prevented by loose pieces between 
the ends of the broken bone, if these be removed, union may take place; but that 
this is very uncertain is proved by Macxmurpo’s case. 

The great difficulty to contend with, in determining on the performance of any 
operation with the reasonable hope of success, is the almost utter impossibility of 
distinguishing the real cause of the want of firm union, which can only be ascer- 
tained when the fractured part is exposed ; and which very frequently disproves the 
diagnosis previously made. I think therefore that it is advisable in all cases of un- 
united fracture in which operations are performed that the surgeon should fairly 
warn the patient of the great uncertainty of their result and leave him to determine 
for himself.—ys. F. s.] 


IL.—OF HARE-LIP. 
(Labium Leporinum, Lat.; Hasenscharte Germ.; Bec de Liévre, Fr.) 


»Heister, L., De Labio Leporino. Helmst., 1744. 

Louis ; in Mémoires de |’Académie de Chirurgie, vol. iv. p. 385. 

‘Locuer, De Operatione Labii Leporini. Jene, 1792. 

Frerer, De modis variis quibus Labium Leporinum curatur. Hale, 1793. 
Cere.uier De Crrermont, De la Division Labiale. Paris, an x1. 

Rize, Abhandlung von der Hasencharte. Frankfurt, 1803. 

Desautr, Giuvres Chirurgicales, vol. ii. p. 173. 

Rav, J. D. L., Dissert. de Labio Leporino cum proéminentiis Maxille Superioris 

complicato. Berol., 1818. 

Caspar, C. R., De Labio Leporino. An 1vs Goetting, 1837. 4to:; with en- 
gfaving. 
Merracrr, Joun P., M. D., On Staphyloraphy; in American Journal of Medical 

Sciences, vol. xxi. 1837. 

Demoncy, C., Dissert. de Labio Leporino. Mosque, 1839. 

_ 722. The hare-lip is a division of the lip upon which the red edges 
are continued. It is always a vice of the original formation, though an 
old division of the lip may be consequent on external violence, if the 
edges of the wound have not united, but have skinned over. In the 
former case the edges of the cleft are smooth, and overspread with a 
delicate epidermis; in the latter irregular and callous. The hare-lip is 
always in the upper lip. ‘The lip may be either partially or completely 
cleft, and is often accompanied with a cleft of the upper jaw and palate 
(Wolf’s Jaw; Palatum fissum, Lat.; Wolfsrachen, Germ.) 

The cleft is sometimes simple; frequently is there between its edges 
a larger or smaller middle piece. Bony processes often project into 
the cleft; or in adults the teeth protrude between the edges. Only when 
the hare-lip is connected with a cleft in the bone does it hinder children 
from sucking (1). In adults the speech, especially the pronunciation of 
the labial letters, is always indistinct in hare-lip. 


Voto 
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_ [(1) This is commonly stated, but is not always so; the gap in the jaw and pa- 
late of course is a great obstacle to sucking, but it does not entirely prevent it, an 
the infant manages to acquire a compensation for a seeming want of which it was 
not aware.—sJ. F. S.] 

7123. Hare-lip, when an original vice, is an arrest of the development 
of the lip; as is wolf’s jaw, of that of the jaw-bone. Both of them usu- 
ally occur on the left side, whilst the right is naturally formed. When 
the cleft in the lip and jaw-bone is double, that is, running into each 
nostril, they are often separated at the underpart of the nasal partition by 
a projecting piece of bone which contains more or less incisive teeth 
(Double Wolfs jaw, doppelter Wolfsrachen.) In several cases of hare- 
lip and cleft palate the olfactory nerves have been observed to be 
wanting (1). 

[(1) I have been obliged to alter this paragraph very considerably, as the descrip- 
tion given by Cuetius is very obscure and not quite correct.—s. F. 8. 

Pienk (a) has very properly stated, that ‘¢an acquired hare-lip may affect inde- 
finitely all kinds of direction and position; but that the congenital form is always 
te aa to the free edge of the lip, and but very rarely met with in the mesial 
ine.”’ | 2 

724, Hare-lip can only be cured by operation, which consists in re- 
moving the edges of the cleft with the bistowry, or with scissors, and 
uniting the fresh cleft. This is easy in proportion as the cleft is simple. 
If the palate be at the same time cleft it frequently closes after the cure 
of the cleft in the soft parts, but it may continue during the whole life. 
Although experience has shown, that the operation may be successful in 
very young children, it is, however, best to delay it till eight months (1). 
Only when wolf’s jaw is connected with hare-lip, and the child cannot 
suck, may the operation be undertaken within the first six months (2). 
In children of two years the operation may be delayed till they have 
become intelligent. The previous drawing together the edges of the 
cleft with sticking-plaster or bandage, with a view to its more speedy 
union, is useless; but it may be advantageous in accustoming the child 
to the dressing. If there be a bony growth in the cleft it must, after the 
skin covering it has been raised, be removed with the nippers, and the 
bleeding having been stanched, the skin which has been preserved must 
be used for covering the septum. If the incisive teeth project, they must 
be extracted, if of the first set; but if of the second it must be attempted 
to give them their proper direction by continued pressure, and if this be 
not possible they also must be extracted (3). Previous to the operation 
the child should be kept awake a long time (4). 

(C1) Lawrence thinks “it is very desirable to remove the defect early on every 
account ; in my opinion it is also advantageous as respects the success of the opera- 
tion, that it should he performed at a comparatively early period. I should say, 
then, that in the third, fourth, or fifth month after birth it should be performed, at 
all events, you should perform it at such a period that it will not interfere with the 
process of dentition. There is often a good deal of irritation going on in the neigh- 
bourhood of the part which is the seat of this defect at the time of teething, so that 
it is desirable you should accomplish the cure before dentition commences, or ut it 
off till after the child has got its teeth; it is, however, in my opinion, desirable to 
perform it before. It so happens*that I have had, at various times, under my care a 
great number of cases of this kind; Ihave invariably performed the operation at the 
time I have Mentioned, and I have not, in any one instance, seen an unfavourable 
result from it considered as an operation, nor a failure of the ultimate object of the 

(a) In his Translation of this Work. 
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operation, that is, the closure of the preternatural fissure. It has sometimes been 
said that children are liable to convulsions at this time, and that a considerable loss 
of blood may act seriously on them, so that they may die from the mere effect of the 
operation. This has not occurred in any case that has come within my observa- 
tion.”” (p. 819.) 

Mirrer says :—‘‘If called a few days after birth, and the child is healthy, I ope- 
rate for the hare-lip as soon as possible, believing as I do that the earlier the opera- 
tion is performed the better. Much needless dread of convulsions, sloughings, 
fevers, &c., exists in the minds of some when they refer to operations of this kind 
upon very young children, but I have over and over again succeeded, without the 
ne of an untoward symptom, in infants of three, four, and five days old.” 

p. 25. 

(2) Ido not think even eight months is sufficient age for the performance of this 
operation. Some surgeons, as just mentioned, do not hesitate to perform it at six 
weeks or a month, or even at a shorter period after birth. But it is objectionable, 
because sometimes the child’s crying more or less tears the new adhesions, and an 
ugly notch remains in the lip; or, what is still more important, it produces danger- 
ous fainting from the loss of blood, or subsequent convulsion, which are only 
checked by the removal of the threads, and allowing the original gap to be repro- 
duced. It should not therefore be lightly undertaken in very young children, as it 
exposes them to much danger. I would never perform it before two years old; but 
if the parents can he persuaded to wait till the child is six or eight, it is preferable, as 
the lip being thicker and larger, and the child being capable of understanding the 
advantage of keeping quiet for a few hours, the operation is more successful, and a 
better and more even lip is formed. 

(3) Whether the teeth be of the first or second set, if they stick out much, there 
is little hope of bringing them into proper place by pressure, and it is therefore 
better to remove them, which should be done a day or two previous to the operation. 

(4) As to keeping the child awake for some time before the operation, it is not 
matter of much consequence; for in general he will soon drop off to sleep:—s. Fr. s.] 


725. The operation is to be performed in the following manner :—The 
child is to be held by one assistant, with his legs between his, and the 
child’s hands within his. A second assistant presses the child’s head 
against the breast of the former; and with his hands placed on each 
side beneath the jaw, at the same time he brings the skin of the cheeks 
somewhat forward, and compresses the facial arteries. The head of the 
child is always to be inclined a little forward (1). If the lip be united 
with the gum it must first be separated to a sufficient extent with a curved 
bistoury. 

The surgeon takes hold of the lower angle of the left edge of the 
cleft part with the finger and thumb of the left hand, or with a pair of 
forceps, and drawing it towards him, thrusts the blunt blade of a strong 
pair of scissors (2), curved at an obtuse angle on their outer edge, under 
the lip, and so high that the point reaches above the angle of the cleft. 
He then pushes the scissors a little upwards, and cuts off lengthways the 
whole red part of the cleft lip. Next with the thumb and finger of the 
left hand, he takes hold of the lower corner of the right side of the cleft, 
and operates on it in the same manner, with his hands crossed. Both 
cuts must unite closely with each other above the angle of the cleft. If 
the cut be not perfected at once, it must be continued in the same diree- 
tion, and without stretching too much the already divided part. 

[(1) The position of the child’s head is @ matter of no slight importance ; for if 
laid on the back, as often carelessly done, or if not so placed as to favour the stream - 
ing of the blood from the mouth, it will run back into the throat, and produce vio- 


Jent coughing and even choking.—.. F. s. : 
(2) Lawrence considers that “the scissors are the most convenient mode (of pers 
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forming the operation for hare-lip) and that you will do it best with that kind which 
have knife edges; * * * they cut with great facility, without bruising the edges be- 
tween the blades, and such scissors are the most convenient for paring off the edges 
of a hare-lip.”’ (p. 819.) ] 

726 In using the bistoury the lip shouldbe fixed upon a piece of wood 
introduced beneath it, or, still better, by Brinw’s lip-holder (a), of which 
‘the one blade of cork or wood placed beneath the lip, is to be carried so 
high that both blades rise above the angle of the cleft, and when closed 
leave about half a line of the naturally conditioned skin, together with 
the red edge of the cleft uncovered. The bistoury is then thrust in 
a line above the angle of the cleft, and its edge being applied, beneath, 
is drawn down along the side of the upper blade, so that the whole edge 
of the cleft is cut off. ‘The second edge is to be treated in hke man- 
ner, the knife being introduced at the point where the first cut was com- 
menced (1). 

[(1) The bistoury is certainly preferable to scissors, which bruise the parts they 
divide. But I think our common mode of using it, is better than thatrecommended 
by are and a phimosis knife the most convenient and the only instrument re- 

uired. 

The surgeon should grasp either corner of the cleft lip which he fancies most con- 
venient, with. the finger and thumb of his opposite hand, and then passing the point 
of'the knife behind the lip, he thrusts it through about a line above the angle of the 
cleft, draws it down till it has cut through the red part of the lip, taking eare to cut 
off the whole piece which, entering into the cleft, rises above the proper level of the 
lip, for unless this be attended to, an ugly notch remains after the union of the wound. 
The other edge is afterwards to be pared in like manner. ‘There need be no fear of 
freely cutting away the lip, as the edges always readily come together, and if they 
seem to need any dragging at the upper part to effect this it is better to divide the 
neighbouring membrane of the mouth, to prevent such drag.—zs. F. s.] 

727. The bleeding is generally inconsiderable, and stanched by the 
close junction of the fresh-made edges, which is best effected by the 
twisted suture. Yor this purpose gold or silver needles are used, 
with steel points which can be removed (1). The left edge of the lip 
is to be held with the thumb and finger of the left hand, and the needle 
thrust vertically through near the red edge of the lip, and from three to 
five lines distant from the edge of the wound, to the lining membrane; 
it is then to be brought horizontal, so that by pressing, its point appears 
near the edge of the lip in the surface of the wound. The other edge of 
the wound is now to be brought with the fingers of the left hand to that 
already pierced, and the needle introduced in the sarme direction and 
made to pass through externally. The point of the needle is now to 
be removed, a thread applied around it, and its ends drawn down by 
an assistant. At two or three lines’ distance from the former a second 
needle is to be, introduced, whilst with the thumb and finger of the left 
hand its point is pressed against the right edge of the wound. If the 
cleft be large, the employment of a third or fourth needle may be neces- 
sary. A stout thread is then to be twisted around each needle in form 
of ©, first upon the upper pin, and then on the others, and to be suffi- 
ciently drawn till the edges of the wound are brought into’close contact. 
The ends of the thread are to be tied in a slip knot; and care must be 

_taken that the threads should regularly and closely cover every part of 
the wound. Beneath the ends of the needles pieces of sticking plaster 


(a) Beobachtungen der Chirurgischen Academie zu Wien, 1801, vol. i. pl. ix. 
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should be put, for the purpose of preventing their digging into the skin. 
The union is to be supported by strips of sticking plaster with their ends 
cleft, their middle being placed on the nape of the neck, and the cleft 
ends carried beneath the ears over the cheeks, which are to be pressed 
forwards, continued in the interspaces of the needles, crossed and fastened 
upon the opposite sides. 


Dierrenzacu, instead of the common pins for twisting the threads upon, employs. 
the most delicate Karlsbad insect-needles, which he separately envelopes in thread, 
and cuts off the two ends of the needle with scissors (2). 

As regards the result of the operation, it is nearly the same whether the edge of 
the cleft be removed with the bistoury or with scissors. In thick, puffy, and irre- 
gular edge, the bistoury is always preferable. The union of the cleft by the twisted 
suture and sticking plaster is most preferable, as the interrupted sutures, recom- 
mended by some, do not produce so close union, and the threads easily tear out. 
The uniting bandages and dressings of Ricurer, Sriicketpere, and others, are easily: 
displaced. Mayor (a) pierces the left edge of the wound near its free end witha 
needle, which he introduces at a right angle from within outwards, drawing with it 
a double thread, at the end of which a ball of cotton is attached ; by its pressure the: 
edges of the wound are united, and, by tying together the ends of the threads upon 
a ball of wool put between them, the union is supported probably as well as in the: 
seam suture. 

{(1) ‘It has usually been the practice,’ says Lawrence, ‘“ to employ two hare-. 
lip pins, (consisting of a hollow silver cylinder with a steel point,) and; to put one. 
just at the point where the red part of the lip joins the. external integuments, and 
another near the upper angle of the wound; but in performing the. operation on the. 
young subject at the age I have mentioned, and I have always performed it thus, 
early, I have invariably found it sufficient to use a single hare-lip pim, mtroducing: 
it at the lower part of the fissure, near the red portion of the lip, and to unite the. 
wound at the upper:angle with a simple suture. * * * Having. introduced the pin, 
I take out with the forceps the steel point, thesilver part only being left in its situa-. 
tion. * * * Then having secured the pin with two or three turns of the silk, you 
can put in the simple suture. * * * You do not, putany thing further over the wound, 
there is nothing wanted, in fact; you leave the wound, and find that you, can remove 
the pin and cut, out the simple ligature placed above it, about the fifth or sixth day, 
when you will usually find the fissure completely united.” (pp. 819, 20). 

(2) The thin insect-pins recommended by Dirrrrnpacu are much the best kind) 
of pin for this operation; and the thinner they are, if'they will only bear the neces-. 
sary pressure for their introduction, the better, as they leavea proportionally smaller: 
sear. I generally use three pins. ‘The application of stripsiof sticking plaster is as, 
unnecessary as it is irksome.—J. F., s. ] 

728. After the operation the child is to be laid a little on one side, 
and attention paid to the continuance of the bleeding (1); he should be 
soothed as much as possible, and the food should be given only at the 
corner of the mouth. If he cry much, some syrupus opiatus should be 
given. The dressings must be cleaned daily with: luke-warm water 
from the mucus, flowing from the nose, and the needles smeared with 
oil. On the fourth day after having removed the plaster and' cleansed 
and oiled the: needles, they are to be removed, the upper-first, and after- 
wards the lower, during which the lip is to be held together with the 
fingers of the left hand, sticking plaster must be applied tll the wound 
is perfectly consolidated (2). 

[(1) Bleeding after the edges ofthe wound have been applied and fixed with the: 


pins and threads is of very rare occurrence; indeed I have never known it happen., 
As no plaster should be used, scabs very quickly form on the wound and about the: 


(a2) Nouveau Point de suture pour l’opération du. Bee de liévre ;.in Gazette Médicale de: 
Paris. 
3%. 
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threads, which are best left alone. If there be any oozing, or if drivelling from 
the nose, it may be gently mopped with a piece of soft linen, but as little as 
ossible. 

f (2) The time recommended by Custis for leaving the pins inis toolong; thirty 
or forty hours at the utmost is amply sufficient, and sometimes even less; for so 
soon as pus is observed about the needles it is proper they should be withdrawn, as 
they then cease to be of use, and only cause irritation; and this oecurs more or less 
quickly according to the powers of the constitution. ; 

In removing the pins it is best to draw them gently through each coil of thread 
with a pair of stout dressing forceps, supporting the wound at the same time with 
the finger and thumb; and after their withdrawal the thread should be gently picked 
off with the finger-nail or with a-probe. The upper two pins and threads should 
be first removed, and a long strip of plaster carried across the lip from ear to ear, 
which done, the lower pin and thread are to be taken away. The plaster may be 
reapplied two or three times daily or every second day, but its use is rather precau- 
tionary than netessary.—s. F. s.] 

729. If much inflammation of the wound occur after the operation, 
the threads, if too tightly drawn, must be loosened, and lead wash ap- 
plied. Cramps and convulsions require narcotic remedies. If the 
needles tear out, the union must be again restored by the twisted or in- 
terrupted suture (1); or if the separation of the edges of the cleft be 
partial, the union must be assisted by the continued application of stick- 
ing plaster. This is, indeed, best in the first instance, because the 
needles introduced through the inflamed edges of the wound again tear 
out. ‘The needles are most certainly prevented tearing out if they are 
passed in and out from the edge of the wound, and not left in more 
than three days. . 

Van Onzenort’s advice is to pass the needle on each side of the wound through 
pieces of leather, to prevent the tearing away. 

{(1) If the needles tear out, an accident which I have never known to occur, I 
think it would not be advisable to reintroduce them, as there could be no more 
probability of union occurring than in a torn wound, and their presence would there- 
fore only increase the irritation. It would therefore be best to leave the parts alone, 
and to repeat the operation at a future opportunity.—s. F. s.] 

730. In double hare-lip, when the middle piece is sound and large, 
the edges on both its sides must be pared and the needle passed through 
the edges of both cleft and middle piece ; but if it be small and crum- 
pled it must be removed. If the cleft pass into the nostril, the lip must 
be separated from the gum equally high, the upper part of the cleft freely 
pared, and the upper needle introduced as high as possible (a). 

731. Nothing has been done towards the union of the cleft in the 
hard palate. It has been recommended to make continued pressure on 
both upper jaw-bones with a stirrup-like apparatus (1). If nature do 
not close these clefts, the inconvenience may be diminished (b) by a 
sponge introduced into it and fastened upon a silver or leather plate. 

((Murrer, who advocates early operating on cases of hare-lip and cleft palate, 
mentions, among the advantages of so doing, that ‘the influence exerted by the 
pressure of the cheeks and lips upon the maxillary bones is sometimes sufficient of 
itself to cause an entire closure of the fissure in the hard palate. We have thus, 
when the patient grows up, only the cleft of the soft palate to contend with.”? * * * 

After the lip has entirely healed, I have derived much advantage from causing the 
_ nurse to introduce her finger and thumb as far as possible into the mouth between 
. the cheeks and alveolar processes, and make lateral pressure upon the latter several 


(a) Froriep’s chirurgische Kupfertafeln, (6) Dierrenpacn’s proposition; in Heck. 
pl. cexxv. cexxvi. Er’s literarische Annalen, July, 1827. 
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times a day. I have also resorted, in very bad cases, to a small silver clamp, com- 
posed of two flat blades and a regulating screw. The blades being properly 
adjusted, one upon each side, the screw is gently turned so as to produce the requi- 
site degree of pressure. If called to a child a few years old, affected with hare-lip 
and a cleft palate, we have no time to lose, and should operate on the lip at once. 
Even in these cases I have seen quite a wide cleft closed by the action of the cheeks 
aided by the silver clamp.” (p. 26.) 

(2) As to the use of obturators, I think Miirrer’s ‘observations are well worthy 
attention. ‘It is highly improper in these, as well as in all other cases of the 
defect in young children, to use an obturator fastened by means of a sponge, as the 
foreign body effectually prevents the closure of the opening. An artificial palate, 
fastened to the teeth or gums, by preventing the passage of food into the nostrils, 
will, on the other hand, prove exceedingly useful, as well as a source of decided 
comfort to the patient.”’ (p. 27.) 
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Merraver has proposed and practised successfully; as has also Miirrer, a mode 
of Staphyloplasty by granulation, as the latter calls it, in cases ‘where there is a 
separation of the margins (of ie ee in the hard palate) to an extent which will 
not allow them to be approximated. * * * The first operation contrived by us in a 
case of this description, consisted of a series of incisions more or less extensive, 
formed exterior to the margins of the eleft and parallel with them, extending from 
the faucial to the nasal surface on both sides. These incisions being designed as 
granulating surfaces, were not allowed to re-unite by the first intention, but kept 
apart by interposing between them small portions of buckskin or soft sponge, there 
to remain until suppuration should be well established and then to he removed. 
Incising from the supporting portions of the lips of the cleft a belt more or less 
wide and supported at each extremity by the natural continuity of the textures 
through which they may be nourished by blood, enables us to create an extensive 
surface for eliciting and rearing of granulations without the least hazard or danger 
of disorganizing the parts separated or their respective lips. In this condition they 
take on inflammation, which speedily terminates in suppuration; and granulations 
soon sprouting out from these newly created surfaces, fill up the incisions by which 
they are separated, and thus widen the lips to a greater or less extent. The first 
incisions are to be most extensive; and as the lips are expanded they should be 
less so, or the cicatrices may ulcerate or become disorganized and slough. The 
newly formed parts cannot be safely incised until perfectly organized. It would be 
most safe to perform the succeeding sections exterior to the cicatrices and in the 
original textures, as they granulate most readily and freely, and are not liable to ulcerate 
or slough. Should the parts be deficient in length, the method which we have been 
describing may be employed in a transverse direction guided by the views just sub- 
mitted, but-not to divide the tensor palali muscle. * * * Cures by this method must 
necessarily be tedious, and the time required for their accomplishment more or less 
protracted, as the cases are distinguished by fissures of greater or less extent, or 
lips thin or the reverse.’’? He therefore proposes another more expeditious operation, 
which ‘consists in making the sections of the lips of the cleft oblique instead of 
perpendicular, as in the preceding operation; and as it were to divide or split them, 
so as to separate the nasal from the faucial portions of the lips. This, method 
unites the advantages of the flap and granulating process. * * * The surgeon 
commences the operation by denuding the margins of the lips of the fissure, as 
already described. As soon as the bleeding ceases, an incision is to be commenced 
in one of the lips, a little exterior to its margin and a few lines anterior to its uvulal 
verge. The marginal incision on the faucial surface should commence nearly a 
line and a half or two lines from the margin of the lip. At this point, the knife is 
to be inserted and directed in such a manner as to cut the lip obliquely from a line 
continued from the point of its insertion parallel with the margin of the lip to the 
angle, to another line passing in or near the base of it on its nasal surface, thus 
forming the section in the diagonal between these points of the faucial and nasal 
surfaces of the lips of the cleft. * * * It will always be found most convenient to 
dissect from the uvula upwards, as by that means the blood, which otherwise might 
essentially perplex and embarrass that step, will, in some degree, be avoided. 


28 OPERATION FOR CLEFT 1N THE HARD PALATE. 


These incisions should always extend a few lines above the angle, and must never 
be carried nearer than two or three to the uvulal margin of the lip of the cleft.” 
The section of the opposite lip is to be performed in the same way, as soon as the 
bleeding from the first has ceased. ‘The ligatures must be now introduced, and 
with as little delay as possible, or the lips may become so tender as to render their 
application exceedingly painful; and should much time be delayed, even dangerous. 
For this purpose the canulated needle-porte, armed as already directed, should be 
employed. * * * The sutures are in these cases to be inserted a little interior to 
the margins of the labial cuts on their faucial surface, so as to permit a belt of the 
natural covering of each lip of the cleft to be interposed between the denuded mar- 
Eins and the incisions, and embraced by the noose of eaeh of the sutures. * * * 

nder no circumstances will it be prudent to begin the insertion of the sutures of 
the lips elsewhere than at the angle of the cleft. Although we have described this 
mode of operating for cleft palate, as if executed upon the lips of the fissure their 
whole length, it is not to be inferred that we advise the measure in every case. On 
the contrary, this will seldom be safe, especially when the fissure is very extensive. 
The sections may be formed as we have described them, the whole length of the 
lips of the cleft, but it will not be safe to attempt to insert ligatures, at the first 
operation, to more than a third or half of the margins thus incised. * * * After the 
margins of the denuded and incised lips have been approximated and firmly united 
at the median line of their contact, and sufficient time has been allowed for the sub- 
sidence of the several traumatic, irritative and inflammatory movements, as well as 
for the consolidation of the union of the parts involved in the operation, the remainder 
of the, cleft may be closed in the same manner, only extending the diagonal section 
now quite through the uvulal margins, which, after they are approximated in the 
line of the fissure by the suture, but not confined in close contact, may themselves 
have sutures applied on their posterior margins, merely. to prevent the displacement 
of the cut edges, and to keep the surfaces in contact as: far as they are opposed to 
or overlap each other. * * * This operation will be equally applicable when the 
fissure extends entirely through the palatine and alveolar processes of the superior 
maxillary bone, with or without a division of the lip, and when the margins of the 
cleft, as is usual in such cases, are permanently separated. But when the lip is in- 
volved and the case complicated with hare-lip, staphyloraphy as well as the opera- 
tion for this last infirmity, will be demanded. Insuch a complication the long cleft 
must be first connected, as the parts then wilk be more easy of access to the operator, 
and the operation more easily executed while the division of the lip remains open; 
after the long cleft ts closed, the operation for hare-lip may be performed at once, 
or after the cure of the fissure is perfected. * * * As soon as the union between 
the lip has become firm, the sutures may be cut away; generally on the sixth or 
seventh day, the first nearest the angle may be removed; and on alternate days, as 
shall be found safe, the remainder may be removed.” (p. 325-31.) 

In a case of chronic mercurial disease in which there was an oval opening three- 
fourths of an inch in length by nearly half an inch in breadth, on the right side of 
the roof of the mouth, through which the finger might be readily passed into the 
nostril of the same side, but in which the velum palati was barely involved, 
Mirrer successfully praetised Warren’s operation of sliding the flap modified so 
as to embrace the operation by granulation of Mrrraurr.”* * * With a small 
thin convex-edged bistoury he made a crescentic incision through the mucous mem- 
brane, and down, in fact, the bone, commencing the incision nearly opposite the 
superior extremity of the opening, and continuing it until it reached a point nearly 
Opposite its inferior. A strip of mucous membrane, about three lines and a half in 
breadth, was thus: separated, except at its extremities, from the adjacent parts. A 
similar incision was then made on the opposite side. The lips of the little wound 
were then detached from the subjacent bone to the extent of one line on each side, 
and then folded, as it were, upon themselves, thus leaving a gutter, into which he 
inserted a small cylinder of'soft buckskin. * * * Inflammation followed by suppura- 
ration speedily supervened, and on the removal of the cylinder, seventy-two hours 
after its introduction, a fine crop of healthy granulations was discovered at the bot- 
tom of the wound; these rapidly increased in size, and soon filled up the space be- 
tween the lips of the ineisions, rendering the introduction of any foreign body for 
the accomplishment of this object needless. In six days after the first operation, 
and when the granulations were in full vigour, I performed the second series of in- 
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eisions, which were carried between the extremities of the other two, and treated 
in precisely the same manner. In six days from the execution of this second ope- 
ration 1 found the opening in the palate surrounded by a strip of granulations, and 
in a proper condition for the last and by far the most difficult step in the whole at- 
tempt, the detachment and approximation of the flaps. * * * I commenced by de- 
taching the mucous membrane all around, dissecting from the margins out to the 
granulations, which being very yielding, allowed me without difficulty to bring the 
flaps together at or near the centre of the opening. To accomplish this a pair of 
small forceps was employed, and while the flap was held tense by an assistant, I 
passed the ligature first through the flap on the left side, at its centre and about a 
line from its edge, and then allowing that to escape from the forceps, the opposite 
one was made tense and the ligature passed through it at a point directly opposite 
the little wound in the other; the ligature was then tied, and the flap above, or that 
next the anterior portion of the mouth brought into the concavity formed by the ap- 
proximation of the two lateral flaps, and attached by a ligature on each side. The 
lower’was next brought to its proper position, and there held by similar stitches. 
The opening in the palate was thus completely covered in. The usual after-treat- 
ment was pursued, and in three weeks from the date of the last operation my 
patient was perfectly relieved of every vestige of his deformity. The ligatures were 
eut away on the fourth, fifth, and sixth day, and nothing of consequence occurred 
during the period of confinement.” (pp. 21, 2). 


UI.—OF THE CLEFT IN THE SOFT PALATE. 


(Fissure Palati Mollis Lat.; Spalte im weichten Gawmen Germ.; Division du Voile 
du Palais, Fr.) 
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1826, p. 145; July, 1827, p. 343. 

Scuwerot, F., Die Gaumen-Naht ; a description of all the various methods and 
the instruments known to have been used in, up to the present time; with a preface 
by v. Grarre and four copper-plates. Berlin, 1829, 4to. 

Vexrrau, Nouveaux Elémens de Médecine Opératoire. Paris, 1832. 8vo. 

Hosacx, A., Memoir of Staphyloraphy ; with cases and description of the instru- 
ments requisite for the operation. New York, 1833. 


[Busue, On Cleft Palate. New York, 1835. 8vo.—e. w.Nn.] 

Mirrer, Tuomas D., M. D., A Report on the Operation for Fissures of the Pala- 
tine Vault. Philadelphia, 1843. 8vo. 

732. The cleft in the soft palate occurs, not very unfrequently, as an 
original vicious formation, confined often merely to the wvula, which is 
then bifid, or including the whole soft palate. It is often also connected 
with a cleft of larger or smaller size in the hard palate, and also with 
hare-lip. The consequences of this misformation in early life, are great 
difficulty or complete incapability of sucking, especially in the horizontal 
posture. The bringing up of such children is, therefore, often accom- 
panied with the greatest difficulty, suckling being only possible when 
the child is held quite upright, and when the flow of the milk is assisted 
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by pressure on the breast, or the food is in this position allowed to flow 
into the mouth, in very small quantities at a time. The consequences 
of this misformation are manifested at a later period of life, by its inter- 
ference with the speech, which is more or less indistinct and unpleasant. 
The person so affected cannot blow out air from the mouth with any 
force ; and fluids cannot be swallowed in the horizontal position without 
great difficulty. 

733. Artificial palates, such as are employed in cleft of the hard 
palate, are ordinarily useless in this ailment; because they always pro- 
duce the same interference in the articulation of tones; but very care- 
fully made elastic obturators may in some degree lessen the difficulty (@) ; 
their use, therefore, may be permitted in those cases in which the union 
of the cleft does not succeed, or is especially impracticable (+). The 
cure can be effected only by the union of the cleft after previous paring 
of the edges. This operation, (Gawmen-JVaht, Germ.; Staphyloraphy, 
Kyanoraphy Uranoraphy Uraniskoraphy,) first proposed by GRamre, and 
performed in the year 1816, is in itself of no great importance, but, on 
account of the difficulties in its performance, ‘is one of the most delicate 
operations. The more full and the less apart the edges of the cleft are, and 
the less they are stretched, the more complete is usually the result of the 
operation. If there be at the same time a cleft in the hard palate, the 
perfect union of the cleft in the soft palate is but rarely effected ; most 
commonly the operation is quite unsatisfactory. The operation should 
not be performed on children, but only in adults. Staphyloraphy may 
be also employed in other diseased conditions of the soft palate than 
congenital clefts ; as, for instance, in wounds (c), and in the division 
produced by syphilitic ulcers and the like. 

Exex’s advice is to prepare the patient for this operation by frequent dabbings, 
and brushings of the palate-curtain, by pressing down the tongue and the like for 
the purpose of accustoming these parts to irritation. Gnrarre’s proposition is to 
excite active inflammation and superficial suppuration, by frequently touching with 
concentrated muriatic or sulphuric acid, the parts lying near the cleft in the palate- 
curtain, in order to render them fitter for union, by altering their tissue if it be too 
open, too soft, too full of the juices, too muco-membranous (d). 

734. The operation of staphyloraphy, for the performance of whic 
so many different, and some extremely complicated and unsuitable, 
modes have been proposed, is most simply and suitably conducted in 
the following way:—The patient being placed opposite a good light, 
the mouth wide open, and the tengue well depressed by the patient’s 
own efforts; or the mouth kept open with a piece of cork introduced 
between the hinder grinding teeth, and the tongue depressed by an as- 
sistant with a simple spatula, half a line of the lower part of the left 
edge of the cleft is to be caught hold of with a pair of sufficiently long 
hooked forceps, gently drawn out, and a lancet-shaped cataract knife 
is to be thrust near the forceps through the edge of the cleft. The 
knife is then to be sawed from below upwards, and a strip as wide as 


(a@)Graerr’s artificial palate-cnrtain; in (6) For how little benefit is obtained from 
his and Waxruer’s Journal, vol. xii. p. 655. them see Drerrensacn in Rust’s Magazin, 
Syett, J., Observations on the history, use, vol. xxix. p. 491. 
and construction of Obturators or Artificial (c) Ferrier; in RévueyMed., 1823, July. 
Palates, illustrated by cases of recent im- p. 245. 
provement, London, Second Edition, 1828, (d) ScuweErpt, above cited, vol. ix. 
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a straw separated up to the angle of the cleft. And, lastly, the little 
part where the forceps have been applied is to be cut off from above 
downwards. Inthe same manner the opposite side is to be treated, 
and especial care should be taken that, at the angle of the cleft, both 
cuts are very close, and joining at an acute angle, and that the removal 
of the edges be every where equal. The patient is then to be left quite 
quiet, and may frequently gargle with cold water, by which the slight 
bleeding is easily stopped, and the viscid mucus got rid of. 

{The operation of staphyloraphy appears to have been first performed by Le 
Monnier, and is thus mentioned by Rosert (a):—‘* A child had the palate cleft 
from the velum to the incisive teeth. M. Le Monntrr, a very clever dentist, at- 
tempted with success to re-undte the two edges of the cleft, first making several points 
of suture to hold them together, and then refreshing them with a cutting instrument. 
Inflammation ensued, terminated in suppuration, and was followed by union of the 
two lips of the artificial wound. The child was perfectly cured.”” Upon which 
VeLpPeau observes :—‘‘ A child, a cleft, the suture, the refreshing, the cure, every 
thing, in spite of the somewhat vague expressions of Roper, scarcely permits us 
to doubt that this dentist, truly had recourse to staphyloraphy, and not to the suture 
of a simple perforation of the palatine vault.”” He also mentions, that ‘in 1813 
experiments upon the dead body were made by Coxomps, and that he was desirous 
of repeating them on a patient in 1815, who, however, refused.” (p. 573.)] 

For the purpose of keeping the mouth open and pressing down the tongue, arti- 
ficial means, as the introduction of cork between the back teeth, Sucurt’s katago- 
glos (6), as well as the introduction of a blunt hook at the corner of the mouth, are 
superfluous; and the depression of the tongue with a spatula is so much the more 
dangerous, as thereby choking is only more provoked. The fixed purpose of the 
patient is fully sufficient. It must, however, be remarked, that during the opera- 
tion the patient is to be often allowed rest and the mouth rinsed with cold water, 
partly to stanch the bleeding and partly for the removal of the mucus hanging about. 
The refreshing of the edges of the cleft from below upwards in the way proposed, 
is more certain than from above downwards, because the flowing of the blood does 
not interfere with the direction of the knife. 

According to Grarren’s original proposal, the edges of the cleft should be brought 
into a suitable condition for union, by removal with a chisel-like instrument, fur- 
nished with a counter-hold, or by touching them with muriatic, or sulphuric acid, 
caustic potash, tincture of cantharides, and the like. Subsequently, when this 
operation had been performed by others in a more simple manner, Graere also 
employed for the removal of the edge of the cleft, a pair of curved forceps and a nar- 
row knife, which he carried from above downwards. Roux, who commenced with 
the introduction of the threads, then laid hold of the lower part of one edge of the cleft 
with a pair of forceps, drew it out, and cut it off with a straight button-ended bis- 
toury, sawing it from below upwards. Ese (c) also and Krimer (d) use a pair of 
forceps and a simple knife, directing it from below upwards. Dierrenpacu (e) 
freshens the edges of the cleft with a bistoury, laying hold of the edge of the cleft 
with a hook, and cuts off a straw’s breadth with the bistoury, directed from below 
upwards. Brrarp(/f) makes his incision from below upwards. AxcocxK (g) used 
the fine scissors, which Roux also partially employed, in a bent form, in his later 
operations. 


735. For the purpose of uniting the raw edges, a thread is to be 
used, on which two straight needles are threaded; each needle is to be 
held with a needle-holder, and thrust through, the edge of the cleft be- 
ing fixed with a pair of forceps, from behind forward, at three and 

(a) Mémoires sur differents objets de Me- (ec) Above cited, Feb., 1826. 


decine. Paris, 1764. ’ (f) In Scumipt’s Jahrbtcher, vol. iv. 
(b) Journal complément. du Dictionnaire pt. iii. 

des Sciences Médicales, November, 1822. (g) Transactions of Apothecaries and Sur- 
(c) Above cited, p. 86. geon-Apothecaries of England and Wales. 


(d) In Grarre und Watruer’s Journal, London, 1822. 
vol, x. p. 622. 
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a-half to four lines distance from the edge; the point of the needle is now 
to be taken hold of with the forceps which had hitherto held the edge 
of the cleft, and drawn out together with the thread. The other 
edge of the cleft is to be similarly treated. The number of stitches 
which are thus to be introduced, differs according to the size of the 
cleft. Ifthe wvwla be completely cleft, then from three to four stitches 
are necessary, and the upper must always be first put in. After 
the patient has been allowed a little rest, and cleared his mouth with 
water from blood’and mucus, the threads must be, tied together by 
means of the extended fore-finger against the wound, first with a sur- 
gical, and afterwards with a common knot, and cut off close to the 


knots. 

Various modes of treatment have been recommended for bringing the cleft to- 
gether. Grarre’s hook-like needles, and the threading of the two ends of the 
suture into the lateral openings of a canula placed on the palate, and when the 
threads have been sufficiently tightened, is closed by means of a screw. Subse- 
quently he employed nearly straight needles, and tied the threads (which were 
black and soaked with oil) in a surgical and afterwards in a simple knot (a). 
Roux used needles of a small curve and a needle-holder, and tied the threads to- 
gether in two simple knots, in which the first is held with forceps till the second is 
looped, so that it may not meanwhile give way. Exex (0) employs for the sew- 
ing, short, straight, double-edged needles, and a needle. Donices proposes a 
long needle, like an aneurismal needle, with a very sudden curve, a sharp point 
having an eye immediately behind it and the stem fixed in a handle bent down, 
for convenience, like the handle of a gorget. The needle threaded, is passed from 
behind through either edge of the cleft, and the end of the thread on the inside of 
the needle curve, being caught with a hook or forceps, is drawn forwards and com- 
pletely through; the needle itself still unthreaded, is then drawn back, its point 
carried behind the other edge, and having been thrust through, the thread on the 
outside of the needle curve is drawn forwards out of the needle-eye, which being 
thus set at liberty the needle is withdrawn entirely, the threads passed through each 
other and tied, by thrusting down between them a little plate six lines long, with a 
notch at each end for the threads to run in, two lines broad, and fixed on.a stem four 
inches long, with a handle. Warren (c) proceeded in a similar manner, not only 
in the case he describes, but also in another on which he operated some years pre- 
viously. ‘‘The principal difficulty he met with in this operation was in disentang- 
ling the ligature from the hook after it had perforated the palate, and he therefore 
proposed a curved needle with a movable point, which after having been passed 
through the soft palate, can be separated from the stem, nnthreaded, and having 
been refixed and rethreaded with the hinder end of the thread, is passed through the 
other edge of the palate, and separated from the stem as before.” As to the objections 
to this treatment, see Scumipt (d). Wernecke used a needle with an eye in front, 
and a whalebone handle. Lesrnsere’s (e) needle is similar to that of Donicxs, but 
its point can be covered with a guard. Krimer (f) also uses a similar needle, 
which can be closed. 

The instrnments for drawing the knot have also been varied by the above-men- 
tioned practitioners. Wernecke carried the knot up to the palate with two small 
grooved probes, and cuts of the end of the thread. Esrn used small tubes, and 
Donices the special knot-tier, already mentioned. : 

Dizrrensacu by means of a nearly straight needle, into the hinder hollow part of 
which a leaden thread has been introduced, unites the cleft by drawing the wire 
together; cuts it off a few lines distant from the soft palate, and turns the twisted 
ends upwards, so as not to irritate the root of the tongue. The lead wire allows 


(a)Scuwerpt, above cited, and in GRAEFE’s (2) von GRrarrEe and von WatTuEr’s Jour. 
Journal, vol. x. p. 371. nal, vol. v. pt. ii. p. 338, 

(b) Above cited. (e) Dissert. de Staphyloraphia quedam. 

(c) American Jour. of Med, Sciences, Rostochii, 1827. : 
1828. Nov. (f) von Grarre and von Watruer’sJour- 


nal, vol. x. p. 622. 
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loosening and much tightening. Dizrrensacu also proposes to effect the union 
with a pair of peculiar forceps. 

Hrusy’s palate-holder, is similar to Brinx’s lip-holder (a). 

Scuwerpt’s cleft needle for the introduction of the thread (b). 

Berrarp (c) thrusts in the needle from before backwards.—Smrru’s needle (d) is 
long lance-shaped, and furnished with a notch for the reception jof the ligature. 
{But Mirrer objects to it, “first, as being mounted on a straight handle, which 
renders it more difficult to introduce its point at the proper places; and secondly, 
the difficulty of disengaging the thread, which may be drawn back along with the 
needle in the attempts of the surgeon to disengage the latter from the margin of the 
palate.”’ (p. 9.)] 

Aucock (e) operated at intervals, so that he made raw, and united only one part 
of the cleft; in one case he only effected perfect union after five operations; in the 
first four he used the interrupted, and in the last the twisted suture. 

Harrie (/f) effects the union by means of a palate-cramp (/ibula sew retinaculum 
palati.) 

[Liston (g) introduces a double ligature on a curved needle fixed in a handle, 
through the front of the palate curtain, ‘the noose of which is caught by a blunt 
hook and pulled out into the mouth whilst the instrument is withdrawn. A second 
and smaller ligature is carried through opposite to this, and by. means of this se- 
cond thread the first and double one is brought through.” (p. 503). Milirrer uses 
a much curved needle half an inch in length and mounted on a cylindrical neck, a 
portion of which is held in the grasp of the porte, (Scuwerpr’s), and the other part 
made rough, is intended to be grasped by the forceps of an assistant. ‘The cutting 
edge of the needle being wider than the diameter of its neck, will make an opening 
large enough for the easy transmission of the ligature. The forceps too may be 
improved, by causing them to close with a spring instead of a catch.” (p. 9.)] 

Fereusson, of King’s College Hospital, has proposed a new mode of staphylo- 
raphy, and has successfully treated two cases by it. “The principle of this new 
proposal is to divide those muscles of the palate which have the effect of drawing 
the flaps from each other, and widening the gap between them when they contract; 
so that the stretched velwm may be ina state of repose, and the pared edges may not 
be pulled asunder by any convulsive action of the parts during the process of union. 
In other words he advises, as an important accessory to the operation of staphylo- 
raphy the division of the levator palati and palato-pharyngeus muscles, and, if requi- 
site, the palato-glossus (h). 

736. If in very large cleft, the closure be difficult and only to be ef- 
fected with great stretching, in consequence of which severe inflamma- 
tion and tearing of the sutures are to be dreaded, the satisfactory result 
of stitching the palate is rendered most certain, according to Dierren- 
BACH (7), by making“an incision with a bistoury down to the bone on 
each side of the closed cleft of the palate, and half an inch distant from 
the lower edge of its arch. This immediately produces relief from all 
tension, the united edges hang loosely in the middle, unite together and 
the threads neither cut in nor through; the patient breathes freely 
through the holes, as otherwise the great swelling of the palate renders 
breathing very difficult. In the previous tension of the palate there is 
also great increase of substance as the lateral openings are closed by 
granulation in from ten to fourteen days. When at the same time there 


is a cleft in the hard palate and considerable separation of the edges of 


(a) In von Grarre and von Wautuer’s Zur. Vereinizung des gespaltenen Gaumens 


Journal, vol. ix. p. 323, pl. iii, f. 2, ohne Naht. 
(b) Above cited, pl. iv. fi 7. 
(c) Above cited. 
(d) North American Archives of Medical 
and Chirurgical Science, October, 1834. 
(e) Above cited. 
(f) Beschreibung eines neuen Apparates 


Vora I—4 


Braunschweig, 1841, 

(g) Practical Surgery, London, 
8vo. 

(h) Medical Gazette, N.S., vol. i. p, 389, 
1844-45. 

(i) In Rust’s Magazin, vol. xxix. p. 491. 
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the cleft, it may be necessary for effecting the union to separate the 
soft palate, to some extent from the hard palate, by two horizontal in- 
cisions. 


Bonrits (a), after paring the edges, separates a Y-shaped piece of skin from the 
palate, corresponding to the cleft, and unites it by the interrupted suture. 

In a case in which the cleft of the soft was connected with that of the hard palate, 
and the distance of the edges was great, for the purpose of bringing them into con- 
tact, Roux, after putting in the stitches, and paring the edges, made two horizontal 
cuts, which divides the soft from the hard palate, and extended from the edge of the 
éleft somewhat above the perpendicular of the ligatures on both sides., The edges 
of the cleft may in this way be easily united. 

In one case, in which with a cleft of the soft palate there was also a very conside- 
rable wolf’s jaw, and the union of the soft palate thereby rendered impossible, 
Krimer () made on both sides two longitudinal incisions, four lines distant from 
the edge of the cleft, which joined together at an obtuse angle in front, and termi- 
nated behind at the stil! projecting portion of the soft palate; the soft parts were 
then divided by these cuts towards the edge of the palate, that a pair of wedge like 
flaps were formed with their bases behind. After the bleeding had been stanched 
with sage-water and alum, the flaps were turned inwards, so that their palatine sur- 
face was level with the floor of the nostrils, and the sewing together of the palate 
was then effected with the needle-holder in the ordinary way. Dirrrenpacu (c) 
proceeds more simply; after closing the cleft in the soft palate, he separates the 
soft parts on the hard palate, shaves the bone, and draws together the edges with 
lead wire. 

(Mitrrer mentions that Warren of Boston, U. S., had succeeded in closing a 
deficiency in the upper part of a palatine cleft, or that portion which extended into 
the hard palate, by detaching the mucous membrane, and sliding it from each side 
to the median line, uniting the flaps by two or three sutures.”’ (p. 20)]. 


737. After the operation, the patient may neither speak, nor take 
food, nor swallow his spittle, but must have it removed from his lips 
with a cloth, or carefully allowed to flow into a vessel, and every thing 
must be avoided which may excite coughing, sneezing, or laughing. 
At the end of the third the upper, and at the end of the fourth day the 
lower stitch may be removed, the knots being held with a pair of forceps 
and the thread cut by its side with a pair of scissors and drawn out in 
the contrary direction. Nourishing broths may be taken at first in small 


quantity and with great caution, and when the union has become firm, 
more solid food may be allowed. 


According to Grazre, if the spittle be collected in the throat in quantity, we 
should attempt its removal by injecting, or by brushing off with a brush made with 
charpie or linen. A solution of from one to two grains of extract of belladonna 
may be at once given in a little water, by which the patient is much relieved. On 
the first days also he permits strong wine, with yolk of egg, given with a spoon, 
and nourishing clysters. The living activity in the edge of the wound may be 
increased by pencilling with muriatic acid, naphtha, equal parts of tincture of eu- 
phorbium, cantharides, and myrrh, or in torpid pezsons, with tincture of cayenne 
pepper or capsicum. ‘The stitches should only be removed when they entirely or 
partially fall out of themselves. Dierrenspacn also says that the patient may 
take fluid food without fear. 

_ [Although the operation of staphyloraphy is generally unattended with danger, 
yet, in a few instances it has been fatal from the inflammation spreading along the 
windpipe to the lungs, as happened in the case of an English nobleman’s daughter, 
who was operated on by Roux; the only one, of sixty cases on which he operated, 
which he lost. Brrarp (d) also mentions that he lost one case from pneumonia 
(a) Journal de Médecine, 1830, December, (c) Rust’s Magazin, vol. xxx. p. 288. 

p: 297. (d) Article—Staphyloraphie; in Dict. de 

(6) von Grazre und von Waxruer’s Jout+ Méd.; ou, Répert. gén. des Sciences Meédic., 
nal; vol. x. p, 625, vol; xxviii, p. 547) 
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originating in the same cause; and that, in another instance, the face was attacked 
with erysipelas, from which, however, the patient recovered. ] 


738. Ifthe union be only partially effected, the mouth may be washed 
gently with red wine, and the open parts pencilled with honey of roses, 
tincture of myrrh and borax, only strong fluid nourishment is to be per- 
mitted ; and the patient not allowed to speak. . If an opening of two or 
three lines remain, it may be frequently closed by touching with muriatic 
acid; but if this be not effectual, these parts, three or four weeks after 
the completion of the scar, must be again stitched up. If the cleft -do 
not unite at all, the edges soon scar with using red wine as a gargle and 
the pencilling just mentioned. ‘The cleft is generally smaller. 

Dierrenzacu (a) endeavours to close such apertures in a peculiar manner. He 
makes on each side of the opening penetrating but parallel incisions, at the distance 
of a line from the edge, by which the tension is relieved, and an approach of the 
edges effected, which Dierrensacu still favours by introducing into the incision 
charpie soaked‘in almond oil. After the scarring of the latter he makes two similar 
incisions, though in contrary directions, which are held together in the same way. 

739. Although after most of the modes of treatment for effecting the 
suture of the palate successful results occur, yet is the above-described 
simple mode of treatment to be considered most preferable, as from my 
own experience I have proved. ‘That the lead wire has not the many 
inconveniences attributed to it by Grarre and Scuwerpt (bd), that by 
its hardness it presses, by its weight it tears, that cutting-in is not pre- 
vented, and that severe traumatic re-action is produced, have been long 
since disproved by the satisfactory and numerous results of Drierren- 
BACH’S practice even in the most difficult cases. ‘To him owe we espe- 
cially the greatest thanks in reference to his perfection of suture of the 
palate. 

740. Even when the cleft is perfectly closed, the speech only becomes 
gradually more distinct as the tension of the soft palate subsides. ‘The 
person operated on must first use himself to utter single letters, and 
afterwards syllables and so on. 
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741. Tearing of the perineum may be consequent on difficult labour, 


(a) ScuweErpt, above cited. (6) Above cited, vol. viii. p. 102. 
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when there is disproportion between the size of the child’s head and the 
extensibility of the external organs of generation or artificial narrowing. 
The tear is often only at the vaginal edge of the perineum, but frequently 


extends throughout the greater part, more or less following the raphe to 


the edge of the rectum, or the whole perinewm is torn into the rectum.— 
Slight tearings of the perineum are of little consequence and generally 
heal without assistance, the patient remaining constantly on her side 
with the thighs kept close together, and proper attention paid to cleanli- 
ness. But this rarely happens in large tears, as the wound is continually 
fouled by the lochial discharge, and at every time of going to stool the 
wound is opened. In complete tearing of the perinewm between the 
vagina and rectum it is quite impossible to retain the stool if the greater 
part of the sphincter ani be torn. If in a torn perineum union cannot be 
effected, the two edges of the wound skin over, and the cure is only pos- 
sible by removing the skinned edges and by union with the stitch. 


From what has been said, it follows that in considerable tears of the perineum it 
is most safe immediately to effect its enclosure by stitching. It must not be over- 
looked, however, that the parts are rarely in a suitable condition for quick union, 
and that if there be swelling and inflammation of the edges of the wound, union is 
thereby contra-indicated. If the woman herself object to this treatment, if accom- 
panying indisposition, or the circumstances already mentioned forbid it, the position 
on the side must be persisted in, with the thighs a little drawn up towards the body 
and tied together (1), care also being taken for proper cleanliness, for soft motions, 
and for drawing off the urine from time to time with the catheter. The healing 
which in this way takes place in small tears of the perineum, does not depend on 
any union of the edges, but on its shortening backwards, so that the labia pudendi 
extend back and occupy the place of the former wound. 'The greater the tear the 
shorter becomes the periénewm, and the longer, on the contrary, the /abia and great 
fissure, the former at the same time losing their fulness, and becoming thinner. If 
the tear of the perineum extend into the orificiwm ani, the labia are drawn backwards 
by the scarring’, and their hind extremities are held together by whitish callous 
scar; it seems as if the anus had moved further back, and the /abta were drawn 
with it. 

Sometimes there is a central tear of the perineum, and the whole child is thrust 
through it (a). The cure in this case may be effected by the natural powers; 
ah if the tear extend on the sheath of the rectum, it has never been seen to take 
place. 

Large and recent tears of the perinewm can be alone satisfactorily treated with the 
stitch, as all other remedies proposed for bringing the wounded edges together, 
either graduated compresses on both sides, and fixing them with bandages, (Jére.) 
Movutin’s perineal forceps ()), or the introduction of different bodies into the vagina 
for the purpose of removing and absorbing all fluids, are extremely uncertain. 


[(1) Duparcqur does not agree with drawing up the thighs. He says:—‘I 
think it better to leave the thighs completely extended, a position, in which the 
buttocks being more close together, at the same time diminishes the perineal space,” 
(p. 422). He also thinks other means more effective in producing compression may 
be had recourse to, and mentions a case in which he “ introduced into the vagina a 
large flattened gum elastic pessary, having a large central aperture, into which he fixed 
the funnel-shaped extremity of a large elastic tube. The pessary pretty exactly fit- 
ting the vagina prevented the lochial discharge filtering between it and the sides 
of the cana], and consequently from getting between the lips of the tear. As the 
instrument reached above the top of the wound, it could not prevent the meeting of 
its edges; besides, the compression which it exercised on the rectum contributed to 
keep up the constipation he desired.”? In addition to this he placed a long cotton 
cylinder along each side of the torn vulva and perineum, confined them by a double- 


(a) Durvytren, Pourcnrer ; in Gazette Médicale, vol. iii. First Series, pp. 684, 866. 
(b) v. Frorier’s Notizen, vol. xxiii. p. 26. 
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tailed T-bandage, the tails of which, continued between the trochanters, and ischial 
an had their inner edges brought together by sewing. The case did 
well. 


742. Small tears of the perineum, cured as already mentioned, are ac- 
companied with no further inconvenience than with the disagreeableness 
of a great width of the vagina, Larger tears cause besides the usual 
relaxation of the vagina, protrusion of its front or hind wall, also drop- 
ping and prolapse of the womb; the ability of retaining the stools is not 
prejudiced, but wind frequently escapes, and in diarrhea the needs are 
very pressing. As the woman is generally alarmed at her condition, 
such cases rarely become the object of definite treatment. The changes 
of the external generative organs thereby produced, are, however, of 
such kind, that all simple tears of the perinewm should be treated with 
the greatest care. In the old tears which have extended into the vent, 
the impossibility of retaining the stools continues; at least, in that case 
the flatus and soft motions pass away unexpectedly on the slightest ex: 
citement. 


[** Slight cases (of torn perineum) will often,” says Dr, Cuurcuity (a), ‘heal 
without assistance. Even when the rent is more extensive, a cure may be effected 
without further interference than great cleanliness, keeping the patient in one posi- 
tion, So as to preserve the edges of the wound in contact, and constipating the bowels 
atter free purgation.” (p. 409.) My friend Dr. Watuer informs me that most of the 
cases of torn perineum which have come within his knowledge, have done well with- 
out any operation: and that even after the most severe tears, as when the m. sphincy 
ter ani is torn through and both rectum and vagina are laid into one, he has known 
instances of recovery with capability of retaining the motions, and with the simple 
inconvenience of the patient being compelled to hasten quickly to the water-closet, 
immediately on feeling the slightest disposition to go to stool, as when the motions 
approached the vent they could not be restrained from voidance. How under such 
circumstances the stools are retained may perhaps be explained by Dr. Burns’s 
observation (5), that ** it sometimes happens that the torn extremity of the rectum or 
the anterior parts containing a fragment of the sphincter or a portion of the internal 
sphincter, as it has been called, forms a kind of flat valve, which rests on the pos- 
terior surface at the coccyx, so that the orifice now resembles a slit, and the feces, 
unless very liquid, remain in the hollow of the sacrwm and do not pass through the 
valvular orifice till an effort be made to expel.’’ (p. 68.) 

The scarring of the lips of the torn perénewm Duparcaum describes as taking place 
‘¢in two directions ; at first in its thickness, so that the skin of the perinewm and the 
mucous membrane of the vagina approach and run into each other, except where the 
perineal partition is very thick and'there an intermediate scar is produced, having the 
characters of mucous membrane. ‘The scarring occurs also at the same time in the 
longitudinal] direction of the lips of the wound; this shortening is only effected at 

‘the expense of the tissues corresponding to the angles. In the case of tearings of 
the furcula and perineum, the labia which alone can readily stretch, are then drawn 
back by this mode of scarring; thus we may be assured that in women who have 
had the furcula deeply tora, the size, which the vulva has preserved depends in oreat 
part on this lengthening of the Jabia; sometimes even their commissure is con- 
founded with the margin of the anus without any distinguishable trace of interme-= 
diate scar. ‘This mechanism of the scarring explains, why the existence of a bridle 
separating the vulva from the wound, in central tearing of the perineum, renders 
scarring much more difficult and tedious than when the tearhas been complete. In 
reality, the presence of this bridle, which is formed by the posterior commissure 
of the vulva, preventing, to a certain degree, the assistance afforded to the scarring 
lengthways by the elongation of the /adza, either retards it considerably, or causes a 
fistulous opening. Cut this bridle, and you then observe the scarring, which up to 


(a) Observations on the Diseases incident (b) Principles of Midwifery, &c. 6th Edit. 


to Pregnancy and Childbed. Dublin, 1840. London, 1824. 8vo, 
8yo. 4" 
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that period had seemed stationary, make rapid progress and completely perfected.” 
He farther observes, that “* what has been mentioned in regard to the vutva applies 
also to the anus; it is by a similar mechanism, that tearings or ruptures which in- 
volve this opening and a part of the recto-vaginal partition, scar; the scarring oc- 
curs both in the direction of thickness and length; by the latter extremities of the 
divided sphincter ani stretch and approach the rectal angle of the wound, contributing 
more or less to fill it up; the anus is then actually enlarged. In fact, the sphincter 
being then much outspread, at last embraces nearly the whole of this very large anus, 
which to a certain point is only as large as ordinary. Thus the excretion of the 
stercoraceous matter, which was involuntary, often terminates by returning to the 
natural control of the will. On the other hand, the edge of the rupture formed by 
the recto-vaginal partition, having been drawn together, in consequence of this mode 
of scarring, descends lower, forms a sort of spur, a kind of valve which opposes 
itself to the passage of the intestinal contents into the vagina, which had previously 
occurred. Thus, then, the deep ruptures or tearings of the perinewm extending 
to the anus and recto-vaginal partition, may be had without any other inconve- 
nience than that resulting from a very large opening.” (p. 415-18.)] 


743. Operation on an old tear of the perineum, when extending into 
the rectum, is always most uncertain as to its consequences, and so much 
the more so if the tear be large, and connected with loss of substance 
and much callosity of the edges, and if the endeavour to bring the edges 
together be fruitless. In bad condition of the powers, in lymphatic 
scrofulous persons, in habitual diarrhea, the operation is contra-indicated 
if these evils cannot be got rid of by suitable treatment. 

744. The skinned-over edges of the torn perineum are to be refreshed 
in the following manner. After suitable purging, the patient is to be 
laid on either side, with the thighs drawn up towards the belly, so that 
the breech projects beyond the edge of the bed, or she is to be laid in 
the same position as in cutting for the stone. Ifthe perineum be covered 
with hair, it must be carefully removed. An assistant separates the but- 
tocks from each other, and holds back any accompanying protrusion of 
the vagina. The operator, after having ascertained the extent and state 
of the separation, takes hold of the lower edge of the cleft with a pair of 
forceps, used as in the operation for entropium, and cuts off the part 
taken hold of with a bistoury, or less advantageously with scissors. He 
then proceeds with the upper edge in a similar way, and freshens both 
edges of the cleft to such extent as will enable them to unite; care is 
also to be taken that no part covered with skin remain. As soon asthe 
bleeding has been perfectly stanched with a sponge dipped in cold 
water, and all the clotted blood has been removed, the cleft is to be 
united with two interrupted sutures, for which purpose a sufficiently 
strong curved needle, with a handle, and furnished with waxed threads, 
is to be introduced-and thrust through the whole thickness of both edges, 
an inch and a half from the angle, thé‘threads being drawn after it ; and, 
in this manner, four Jines nearer the pudendum a second, and if the size 
of the cleft require it, a third bundle of threads is to be introduced. The 
edges of the wound after proper cleansing are to be brought together, 
and the threads next the rectum are to be drawn together with a double 
knot sufficiently to bring the edges of the wound into contact. Instead 
of the interrupted, the quill stitch may be employed, which by its equal 
operation on all parts of the wound keeps the union close, as is especially 
confirmed by Rovx’s successful results. 'The wound is to be covered 
with a pledget and compress, which may be fastened with a T-bandage 
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or left uncovered ; or a piece of sponge is applied, which is preferable, 
as the fluid flowing from the vagina does not collect upon the superficial 
pieces of the bandage. If in the union there be much tension of the 
edges of the wound, two parallel cuts must be made through the skin 
(Dierrensacn). ‘The patient should remain after the operation upon her 
side, with the thighs drawn up and close together. 


This operation was first proposed by Amprosr Pare, and successfully performed 
by Guitiezonneau; Mavriceav, La Morre and Smetriin have recommended it; 
Noex and Saucerorre have successfully practised it; and subsequently it has been 
undertaken by Dupuyrren, Mursinna, Menzex, Ostanper, Dizrrensacu, Monrain, 
Rovx and others. The mode of proceeding as to refreshing the edges is the same 
in all cases but varies considerably as regards the union. Gui~LEBonNEaU employed 
the interrupted stitch; Moriczav, La Morre, and Smexiim recommend the su- 
ture with penetrating stitches; Nort, Sauczrorre employ the twisted stitch; 
Dierrensacu both it and the interrupted; Roux and Monrain the quill stitch. 
Rirezon (a) took a thread with two needles, thrust the one deeply on one side 
into the cleft at the edge of the skin, and carried it through aninch from the edge of 
the wound into the vagina where he drew it tight with a slip-knot. In this way the 
membrane of the vagina is brought together in several folds, which keep the fluid 
from the wound. If there be at the same time injury of the m. sphincter ani the 
twisted stitch must be applied. 

[In a successful case operated on by Davinson (6), he ‘passed deeply a strong 
double ligature by means of a common curved needle, close by the edge of the 
rectum, and another, rather more than half an inch from the first, towards the vagina ; 
after which he pared the edges of the wound, which he had not previously done, 
that he might not be annoyed by the oozing of blood, so as to be enabled to place 
the ligatures more accurately. The ligatures being introduced, he employed as 
cylinders two pieces of elastic gum catheter, about an inch and a-half in length, one 
of which was placed in the loops which the double ligature formed on one side, and 
the other between their separate ends, tying them firmly upon the cylinder.” To 
prevent the eversion of the edges of the wound which Roux found to be produced 
by the quill suture, and which he remedied by several small stitches at different 
points between the sutures, Davipson ‘‘armed a curved needle with a piece of nar- 
now tape, four inches long, having a knot at one end; this was down each end of 
both cylinders about half an inch, and brought outwards, the end of the tape being 
prevented slipping through by the knot; the tapes were then placed in sucha situa- 
tion as to be intermediate to the ligatures; this being done, he turned the cylinders 
gently towards the edge of the wound, and tied the corresponding tapes over it.” 
p. 225.] 


745. The principal object after the operation is to produce, by the 
use of gentle purgatives, daily, soft motions, which should be received 
into a draw-sheet, and the patient must strain as little as possible. 
The urine must be received into a tin receptacle from which a leathern 
pipe passes into the night-stool, without needing any change of posture. 
Only when there is retention of urine the catheter is to be used, directed 
merely by the fore-finger of the right hand. ‘The dressing is to be re- 
newed as often as cleanliness requires, and if there be any unnatural se- 
cretion from the vagina, cleansing injections are to be used each time. 
Between the eighth and twelfth day the threads are to be removed and 
the perineum covered with charpie dipped in lead wash. If the union be 
only partial, the inconvenience is, however, often diminished ; but if this 
be not the case a second closure must be undertaken. Many observa- 
tions prove that a perfectly united perineum remains uninjured in a sub- 
sequent labour. 


(a) Gemeinsame deutsche Zeitschrift fir (6) Lancet, 1838-9, vol. ii. 
dic Geburtskunde, vol. iii. pt. i p. 168. 
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Attempts have been made to sustain an artificial retention of the feces, for six or 
eight days, and even longer, so that the union might be undisturbed. Dirrrenpacn 
gives, for two days prior to the operation, little but nourishing food, then a laxative, 
and on the day of operation an opium pill to produce and to keep up costiveness 
for six or eight days, after which he gives castor oil. But with all care and em- 
ployment of remedies for facilitating the discharge of fecal matter after long cos- 
tiveness, their discharge is very difficult, accompanied with severe effort, and may 
destroy the scarcely effected union. Thus in Saucerorre’s case, in which the union 
failed, the stitches tore on the eleventh day on account of the violent effort in going 
to stool, and in which a second operation, in which a tight suture had cut through 
the m. sphincter ani, succeeded, care having been taken for the easy relief of the 
bowels. Roux employed in one case costiveness, which the patient had learnt by 
refraining from food, and by the use of opium, so perfectly to effect, (for the purpose 
of improving the unpleasantness of her sifuation,) that the motions were retained 
till the twenty-second day, and on account of their hardness required to be helped 
forward by pressure of the finger from the vagina ; he recommends, however, on the 
contrary, when not habitual costiveness is to be relied on, to render the excrements 
fluid, and he proposes this as a principal point in the after treatment. 

[In Davipson’s case, the bowels were constipated by opium, the urine drawn off 
night and morning, and the diet was confined to small quantities of gruel and hard 
biscuit. The ligatures were removed on the seventh day, the union being com- 
plete. After nine or ten days the urine was voided naturally, and on the seventeenth 
the bowels were relieved. At the end of six or seven weeks she went about as 
usual. ] 

Horner (a) recommends, after the union is perfected, to cut through the m. 
sphincter ani, so that the sutures should not be torn out in going to stool. 

Old perineal tears rarely heal by quick union; on the contrary, experience shows 
that such are more liable, by suppuration and ulceration, to a change, whereby in- 
deed its connexion cannot be again naturally produced, but a certain continuity of 
skin may be attained, similar to the formation of a mucous membrane, which, from 
the pressure and rubbing in walking, hecomes gradually insensible, and thus the 
patient’s condition is much improved. In all cases in which, where the long 
continuance of the perineal tear gives less hope of the quick union, or where it 
is not effected, this mode of skinning over should be attempted, in which the callous 
edges are removed, the inflammation properly excited by digestive remedies and by 
lunar caustic ; but especially by keeping from the wound the feces and urine, andif 
the granulations will not harden, to endeavour to effect this by the use of lead or 
zinc, Scurecer (0). 

NeverMann’s proposition (c) may be mentioned, to. persons fearing the knife, to 
strew upon the skinned edges unslaked lime, or strips of linen powdered with lime, 
which after sufficient operation, is to be washed off, and the patient kept perfectly 
still with her thighs together. 
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746. An ulcer (Ulcus, Helcoma, Lat.; Geschwiir, Germ.; Utcére, Fr.) 
is a long existing division of organic parts depending on irregularity of 
the vegetative processes, and accompanied with the secretion of an icho- 
rous and sanious fluid, and a continuing destruction of the parts in which 
it is situated. Ulcers are therefore distinguished from abscesses and 
suppurating wounds, but may originate from them, if by a change of 
vitality in the suppurating surfaces the process of regeneration be con- 
verted into ulceration or ulcerative absorption. 

747. The causes of ulcers are either internal or external. The former 
consists in a peculiar deviation of the whole organism, or of single or- 
gans, from the natural type, with a great degree of weakness and flabbi- 
ness, or with those diseases, of which the ground depends on some 
change in the assimilation, for instance, acute and chronic eruptions of 
the skin, scrofula, syphilis, gout, scurvy, dropsy, suppression of the 
usual discharges, and the like. These diseases, either of themselves, 
or after the operation of an occasional cause, produce an ulcer. The 
external causes are all injuries which, producing inflammation and sup- 
puration, break up the connexion of parts; wounds, abscesses, the heal- 
ing of which is prevented by an existing disease, or by improper treatment; 
specific diseased matter operating locally, and the like. 

748. Ulcers are divided into stmple and complicated. Simple ulcers 
are those which are connected neither with peculiar local nor general 
disease, but depending only on the decided destruction of connexion 
which accompanies them, according to the condition already stated (par. 
746). Complicated ulcers are, on the contrary, those connected with 
peculiar local or general disease. In regard to loeal complication, there 
may be distinguished jfistulous, callous, edematous, varicose, fungous, 
sloughy, and carious ulcers; further, ulcers, with a secretion of thin, 
lardy, acrid, stinking, saline, and variously coloured matter. General 
complications consists in the presence of the diseases and dyscrasies 
above mentioned (par. 747); hence are distinguished atonic, scorbutic, 
arthritic, syphilitic, carcinomatous, and impetiginous ulcers. 

From what has been said it results that ulcers may be Joca/ and general ailments. 
It is, however, to be herewith remarked, that ulcers which at first depend on a 
decided internal cause, often previous to healing, become merely local ; and so, on 
the contrary those which at first were actually local, in their course draw the whole 
body into participation, and may become complicated ulcers. 

749. The reaction of ulcers upon the whole organism varies according 
to their nature. In specific ulcers the general indisposition is increased 
by the absorption of the pus secreted in the ulcers, and tainted with the 
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specific poison. In ulcers in which the secretion of pus especially is 
very great, and of a bad kind, there arises a general weakness, partly 
from the continual loss of the juices, partly from absorption of the bad 
pus; in the end complete cacheaia, with altered pulse, often chills alter- 
nating with heat, difficult breathing, drawing pains in the limbs, dryness 
or great secretion in the ulcer, purulent urine, dropsical swellings, colli- 
quative sweats, and diarrhea. If the ulcer be of long standing, its 
secretion operates in relation with the other secretions, and the ulcer 1s 
to be accepted into the series of natural secreting organs. ‘This 1s espe- 
cially the case in old persons, in whom, with long-continued ulcers, the 
urinary secretion is considerably diminished. Ulcers may, therefore, 
themselves be considered as useful discharges in certain cases, and be- 
long to the relative well-being of the patient so affected. 

750. The prognosis in ulcers varies:—1. According to the nature of 
the cause which produces or sustains it. 2. According to the position of 
the uicer. Here the importance of the affected part and of the neigh- 
bouring tissues must be considered. Ulcers in the skin and in fleshy 
parts heal more readily than those in tendinous parts or glandular organs. 
Ulcers in bones are always very intractable. In parts distant from the 
heart the cure is always difficult. 3. According to the duration and ex- 
ternal form of the ulcer. The older an ulcer is, the more tedious ts its 
cure, and if this be forced, dangerous symptoms may be produced by 
suppression of its usual secretion. The more foul an ulcer is, the more 
spotty its bottom, the more everted and hardened its edge, the more ill- 
conditioned the fluid secreted in it, the deeper it penetrates and the 
larger the destruction of soft parts which it produces, the more difficult 
is the cure. Round ulcers are generally more tedious in their cure than 
oval ones. 4. According to the constitution and age of the patient. In 
young subjects, if the constitution be little affected by the reaction of 
the ulcers, the healing is quicker than in old and already much debili- 
tated persons. 

751. The treatment of ulcers in general, depends on the removal of 
the causes which have given rise to them, and on such alteration in the 
living activity of the ulcerated parts, that by the natural manifestation 
of the reproductive processes the destruction of continuity may be again 
repaired. 

In the progress of ulcers towards healing three stages are to be 
noticed: 1. The stage of purification (Stadium Digestionis, Detersionis) ; 
the ulcer loses its foul appearance, and instead of ichor, good pus is 
secreted. 2. The stage of the formation of granulations (Stadium In- 
carnationis, Granulationis.) 3. The stage of Scarring, (Stadiam Cica- 
érizationis,) in which the granulations become harder, become connected, 
and are covered with a delicate skin. 

752. ‘The treatment must be variously directed, according to the cause 
of the ulcer, its living disposition, and its form. First, of its treatment 
in reference to the latter two points. 

753. Every ulcer may have an inflammatory, erethetic, or torpid cha- 
racter, 

In the inflamed condition of an ulcer which is produced, either by 
the constitution of the patient or by the improper use of irritating reme- 
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dies, the parts surrounding the ulcer are swollen, hot, and painful; its 
base is much reddened, sensitive, covered with white streaks, and the 
secretion of pus especially small. In these cases every local and gene- 
ral irritant must be removed, the ulcer covered with lukewarm softening 
fomentations, poultices, or mild salves, and in strong constitutions, even 
general antiphlogistic treatment must be employed. In proportion as the 
inflammation diminishes, the secretion of pus increases. 

If an ulcer be in an erethetic condition, its base is also very much 
reddened, but its sensibility extraordinarily increased. Here are ser- 
viceable narcotic remedies, both internally and externally ; rubbings in 
of warm oil of henbane, poultices of hemlock, henbane, and the like. 

In torpid conditions, depending on local or general weakness, the 
ulcer shows relaxation; the surrounding parts are pale, relaxed, and 
cedematously swollen ; the ulcer is insensible, and secretes a quantity of 
ill-conditioned thin pus. Here such local and general treatment must 
be employed as may increase the living activity and thereby promote 
the secretion of good pus. (Compare par. 62.) 

754. The variety of ulcers, in reference to their form, requires pecu- 
liar attention in their treatment. 

The Foul or Gangrenous Ulcer (Ulcus putridum, gangrenosum, Lat.; 
faule oder brandige Geschwiir, Germ.; Ulcére gangréneur, Fr.) is cha- 
racterized by a foul, grayish-yellow or blackish surface, by insensibility, 
and by the secretion of a discoloured very fetid pus; the sloughy cha- 
racter often spreads over the whole extent of the ulcer and the parts ‘are 
either gangrenous or sphacelated. ‘The causes of this change in the 
ulcer may be neglect of cleanliness, improper treatment, impeded cir- 
culation, foul air, bad food, gastric impurities, weakened constitution, 
debility of the vascular system, cachexia, and the like. 

The treatment consists in removing the causes, and in employing such 
remedies as promote throwing off the gangrenous parts or the restoration 
of those, not yet completely destroyed to their natural vitality, which is 
to be attempted by the use of internal and external remedies. Bark, 
valerian, camphor, naphtha, the mineral acids, and so on, are employed 
internally ; externally, decoction of bark, or oak bark with hme water, 
of walnut shells, of water-germander, with spirits of wine, vinegar, and 
s0 on; aromatic spirituous washings of the surface surrounding the sore, 
charcoal powder with bark, oil of turpentine, digestive salves of myrrh, 
or camphor, solution of chloride of lime, fermenting poultices of flour, 
yeast, and honey. In general the resins or essential oils are more 
effective than moist remedies. If general dyscrasy exist, suitable reme- 
dies must be employed. When portions of the surface of the ulcer 
have separated, they must be removed ; and cuts made when collections 
of pus beneath the destroyed parts are to be feared. Frequent cleans- 
ing especially, the local application of oil of turpentine, spirituous 
remedies, tincture of aloes, or sublimate, must be had recourse to against 
the worms and maggots which are not unfrequently produced in these 
ulcers. More suitable than these numerous and in their operation very 
different remedies, is the use of mild aromatic applications, or poultices, 
by which the living activity is best increased, and the foul smell also 
diminished, as already mentioned, (par. 72) in the general treatment of 
gangrene. 
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The solution of chloride of lime in water in different proportions, according to the 
vital disposition of the ulcer, is recommended as most highly efficient in gangre- 
nous, and especially in foul and torpid ulcers (Percy, Laparraguz.) Lisrranc (a) 
bandages the ulcer with a moistened compress, and applies on it charpie soaked in 
a solution of chloride of lime. Lemaire (0b) uses one part of chloride of lime and 
three parts of water. Ex (c) first employed fifteen grains of chloride of lime in 
eleven ounces of water, and afterwards four grains to an ounce. According to CLI- 
mates (d) it should only be applied when all inflammation hassubsided. Buerr, 
Cxocquert, and others have used it with much advantage; and according to Cuini- 
vier and Bouuay, the ill smell is immediately got rid of on its application 
(PieNE). 

755. The Callous Ulcer (Ulcus callosum, Lat.; callose Geschwtr, 
Germ. ; Ulcére calleux, Fr.) is surrounded by a whitish, dry, insensible 
edge, not unfrequently of considerable thickness, and cartilaginous cha- 
racter. This callosity often spreads over the whole ulcer. ‘The cause 
of this change is a want of blood or of the nourishing juices in the 
edges of the ulcer; hence these callosities occur most commonly in old 
persons in those places where naturally the course of the blodd is lan- 
guid, or is prevented by accidental pressure, in bad treatment, in the 
improper use of relaxing ointments, or as consequent on a continued 
irritable condition of the edges of the ulcer, whereby a stagnation of the 
juices, and a similar change is produced, as in induration. Such cal- 
losities prevent the cure of the ulcer, and must therefore be resolved or 
removed. Only when they are not very hard, and quite insensible, 
softening and at the same time exciting, applications of aromatic 
vegetables may be employed, the empl. de cicutaé cum ammoniaco,—mer- 
curtale,—gummosum, saponatum, diachylon cum gummi; a solution of 
muriate of ammonia. If these remedies be of no avail, then we must 
proceed to the use of escharotics, as butter of antimony, lunar caustic, 
caustic ammonia, a solution of caustic potash ; scarification, or complete 
removal of the callosity with the knife, if the situation of the ulcer 
permit. 

756. The Cidematous Ulcer (Ulcus edematosum, Lat.; w@dematose 
Geschwire Germ.; Ulcéres édémateuz, Fr.) is, in its origin, connected with 
dropsical swelling, which receives the impress of the finger; its edges 
are flabby, pale, often even cedematous; the granulations pale, and the 
secretion of a watery ichor very copious. ‘The causes are either local, 
mechanical, or internal, as pressure on the vessels retaining the blood, 
general or local weakness, lymphatic habit, and the like. ‘The treat- 
ment of this ulcer requires, besides the removal of the cause, and beside 
those remedies which alter the torpid character of the sore, a continued 
compressing bandage, by swathing the whole part on which the ulcer is 
situated, 

757. Fungous Ulcers (Ulcera fungosa Lat.; Schwammigten Ge- 
schwure, Germ. ; Ulcéres fungueux Ir.) are beset with growths either on 
their entire surface, or only on certain parts, or at their edges, which 
vary considerably as to their condition, being sometimes flabby, pallid, 
or deep red, insensible, and bleed easily ; sometimes they are of a more 
firm character, have a bluish red colour, and are very sensitive. The 


(a) Révue Médicale, 1821. (c) Rat. Med. in schola cl. med. et chi 
(b) Archives Générales, vol. ix. p. 138. ee Landish, 1826, Sse 
(d) Frorizp’s Notizen, vol. xvi. no. 7. p. 107. 
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former are merely unnatural growths of the granulations, but the latter 
must be considered as malignant degenerations. The causes of this 
fungous degeneration may therefore be, long-continued torpid condition 
of the ulcer, improper use of debilitating remedies, too slight bandaging, 
the neighbourhood of carious bone, or the carcinomatous condition of 
the ulcer. ‘The removal of such growths, which is necessary for healing 
the ulcer, is affected, if the granulations be of moderate growth, by a 
simultaneous treatment corresponding with the vital disposition of the 
ulcer, by a suitable compression with dry charpie, and frequent touching 
with lunar caustic ; but if they be more considerable and exist as a ma- 
lignant degeneration, they must be removed by the energetic application of 
escharotics, by cutting off, or by tying. The usual escharotics are lunar 
caustic, caustic potash, butter of antimony, sulphuric acid, sulphate of zinc, 
burnt alum, and the like. These should be especially employed if the fun- 
gous growths be equally spread over the whole surface of the ulcer. The 
dry escharotics may be strewed upon the sore, or applied in form of 
ointment ; the fluid painted on with a pencil after the ulcer has been pro- 
perly cleared of the effused ichor. ‘The former are more suitable rather 
in a flabby state of the fungous excrescences, and great secretion of ichor ; 
the latter in greater firmness of the growth, and less effusion. If the 
fungus grow only partially from the ulcer, it may be most easily removed 
with the knife, by cutting it off at the base ; by tying, when the fungus 
has a neck, and the patient dreads the knife, and much bleeding is feared 
from the excision. In those cases in which the remedies prescribed do 
not effect the destruction of the excrescence, or may produce awkward 
symptoms by their fluidity and spreading, if the use of the knife or liga- 
ture be not possible, then the destruction of the fungus is only to be ef- 
fected by the use of the actual cautery. ‘The bleeding which often arises 
spontaneously, or in either of the preceding modes of treatment, from the 
fungous surface, must be stanched by styptics, compression, actual cau- 
tery, or by the entire removal of the fungus. 

758. Varicose Ulcers (Uicera varicosa, Lat.; varicosen Geschwiire, 
Germ.; Ulcéres variqueux, Fr.) occur most commonly in the lower ex- 
tremities; are for the most part oval and superficial; their base bluish, 
their secretion serous and bloody; the edge in old ulcers mostly callous, 
and the surrounding skin brown; accompanied with various veins of 
the leg, especially around the ulcer, and cedematous swelling. Not un- 
frequently do they bleed periodically; ordinarily they are not painful, 
but frequently very painful, even without any trace of inflammation. 
These ulcers are in direct relation to the varicose affection, and all those 
evils which produce hindrance to the return of the blood, as pressure, 
continued standing, remaining in warm or cold moisture, must be cons 
sidered as their cause; hence certain trades, pressure of the pregnant 
womb and the like. Predisposition to varicose affections is grounded 
especially on plethora, full juicy lax habit, venous stagnation, and loaded 
state of the intestines; hemorrhoidal disposition ; suppressed hemor- 
rhoid: and menstruation. Hence it happens that, in many instances, 
these swellings of the veins are only symptoms of a deeper affection, 
and may even belong to the relative well-being of the patient. They 
arise either from accidental injury in existing varicosity, or from the 
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blood-knots running into suppuration; or other ulcers of a specific cha- 
racter are converted into them. 

In the treatment of these ulcers, their causes must be first attended to; 
venous stagnation and loaded bowels must be relieved by purging, re- 
gulation of the mode of life, diminished standing, relief of pressure, and. 
the like. The whole ulcer is to be simply covered with dry charpie ; 
but the varicose and cedematous swellings are to be especially counter- 
acted by swathing with bandages and by the circular application of 
sticking-plaster. If the cure be effected, its recurrence must be pre- 
vented by careful diminution of the occasional causes, with continued 
swathing by means of laced stockings of dog’s skin (a). 

The rules already laid down in abscesses (par. 65) apply to the treatment of fistu- 
lous ulcers. | 

759. If the ulcers have existed a, long while, and have attained the 
rank of natural secreting organs, derivatives by issue, and so on, must 
be established before they are perfectly scarred. If in the sudden 
suppression of the secretion of an ulcer symptoms of metastasis ensue, 
the ulcer should be, as soon as possible, again brought to discharge by 
using acrid irritating remedies. In an ulcer, where for these reasons 
a cure cannot and, dare not be undertaken, we are restricted to proper 
cleanliness, and the getting rid of local complication, for the purpose of 
diminishing the inconvenience which the patient suffers. 


. 
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760. Alonic Ulcers (Ulcera atonica, Lat.; atonischen Geschwiire, Germ.; 
Ulcéres atoniques, Fr.) are kept up by general or local weakness, which 
is manifested by lax fibre and flabbiness. They are mostly situated in 
those parts, of which the living activity, under natural circumstances, 
is not very great. Hence are they most frequent on the feet, of which 
the left is much more commonly affected than the right. Certain occu- 
pations which interfere with the flow of blood in the lower extremities, 
and are connected with continued standing, are favourable thereto. They 


(a) Korng, Varicose Venen und varicose Geschwtire an den Unterschenkeln; in Rust’s 
Magazin, vol. xxx. p. 82. 
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are either produced by an external injury, or they may originate in in- 
dependent patches, in which case there appears at some one single spot 
redness and slight swelling; the skin becomes thin and breaks; the 
ulcer enlarges, is more or less painful, and usually produces the local 
and general changes which have been mentioned. ‘These ulcers are 
commonly accompanied with cedematous or varicose swelling of the 
feet, or with callous edges. They are mostly of a torpid character, 
though they may, from accidental causes, assume an erythetic, or in- 
flammatory condition. 

761. The prognosis is guided according to the general circumstances 
already laid down (par.'750); and it is to be especially noted, whether 
the patient can or cannot diminish the occasional causes. 

762. The treatment of these ulcers, which seem to me most satis- 
factory, is the following:—TIf the ulcer be without peculiar complication, 
and if it have a good appearance, I make use, with rest and suitable 
support, of frequent bathings with lukewarm decoctions of chamomile 
flowers, and compression with sticking-plaster, in the manner to be 
prescribed. If the ulcer be torpid and foul, the limb must be kept in 
the horizontal position, warm fomentations of decoction of chamomile 
flowers, or solution of chloride of lime must be used; and when the 
uléer has been thereby sufficiently cleansed, sticking-plaster must be 
applied, according to Baynron’s plan. The sticking-plaster, cut in 
strips of sufficient length, and according to the thread, is to be applied, 
beginning an inch below the ulcer, in ascending spiral tarns, around 
the ailing part, till the ulcer is completely covered. - Over this sticking- 
plaster, should the leg be swathed to the knee with a linen bandage, in 
order to give moderate pressure tu the whole part, which is especially 
necessary in varicose or cedematous state of the leg. According to 
the quantity of the pus secreted by the ulcer, is the plaster to be re- 
newed daily, or after several days, by which the ulcer is properly 
cleansed; and when scarring commences it is to be touched with a 
weak solution of sublimate. If the ulcers be accompanied with inflam- 
mation, erythism, or with any other complication, they must always 
be first brought back to their simple condition by preliminary treat- 
ment, before proceeding to swathe them in sticking-plaster. If these 
be attended to, and the sticking-plaster be applied with carefulness, no 
bad symptoms, no pain, no increased developments of heat, (under 
which circumstances the part should be moistened with cold water as 
often as the increased heat seems to require it), no excoriation, nor 
fresh ulceration, and the like will be observed. If the ulcer, under this 
treatment, be reduced to a certain point, without seeming inclined to 
become further healed, or if it again becomes worse, the cause depends 
either on the insufficient support of the patient, specially in his too 
early moving about, or there is a general ailment, in causal relation 
with the ulcer, or the ulcer has become habitual to the patient; and 
according to these circumstances, the treatment must be directed. 
I have never observed with this treatment even in ulcers of fifteen or 
twenty years’ standing any symptoms arising from suppression of the 
usual secretions. 

Unperwoop and Boyer (a) allow the patient to walk during the use of Baynron’s 

(a) Rapport en conseil des hépitaux. Paris, 183], 
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swathing with sticking-plaster, and maintain that thereby a more firm and regular 
scar is produced; as, on the contrary, the scar which is produced whilst the patient 
is kept quiet, easily breaks out again in standing and walking, on account of the 
stretching which it suffers in walking. 

In these ulcers all the aromatic and astringent remedies’ have been recommended 
for local use; bathing the ulcer and its neighbourhood with decoction of oak bark, 
of willow, of the leaves or shells of walnuts, of the leaves of plantain, of the herbs 
water-germander, or rue, either alone, or with tincture of myrrh and the like. 
When the secretion from the ulcer is considerable, it is best to apply the remedies 
in form of powder, thus, strewing with bark, oak bark, chamomile flowers with 
camphor, myrrh and the like; or stimulating salves and plasters, digestive oint- 
ment with camphor, red percipitate ointment and the like. 

When, on account of the peculiar state of the patient, neither rest nor swathing 
ean be made use of, I employ according to the degree of foulness of the ulcer, daily, 
a foot-bath of chamomile flowers or potash, and bind up the sore with a salve of ung. 
nutrit., and red percipitate ointment. 

Rust (a), in chronic ulcers of the foot, employs the hunger-cure, (quarter portion 
daily), and twice a-week a purge; on the following day a lukewarm bath, and cold 
fomentations of soft water to the ulcer. 

[In the application of sticking-plaster to the ulcers, or indeed when the limb re- 
quires support alone, it is much better to put it on in single straps like Scutrrrus’s 
bandage, than in the spiral way here recommended. The advantage gained is its 
more close and regular application. As to the frequency of the dressing, I prefer 
its renewal every day, whether the discharge be much or little, as by the patient’s 
movements it slackens, and does not give the necessary support, unless daily, re- 
applied.—s. F. s.] 

763. With this local treatment must be connected internal treatment 


proportioned to the state of the patient. In weakness and want of tone 
strengthening remedies must be used; if there be stoppage of the 
bewels, which is very often connected with ulcers on the lower extre- 
mities, purgative and gently strengthening remedies with a regulated 
diet must be employed. The gratiola in suitable doses is advisable in 
these cases, as well also as when there is no stoppage in the bowels, but 
a general sluggishness and phlegmatic habit. 

764. Relapse after the healing of atonic ulcers are very frequent, 
especially if the occasional causes be not diminished. They usually 
break out in autumn or in winter. The best mode of preventing them 
is perseverance in moderate compression of the foot by a laced stock- 
ing of unyielding leather; at the same time a proper diet is to be ob- 
served, and every violent motion of the foot to be avoided. 
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Anson, Groren, afterwards Lorp, Anson, A Voyage round the World, in the 
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Miuman, Sir Francis, Bart., An inquiry into the source from whence the symp- 
toms of Scurvy and of Putrid Fevers arise and into the seat which those affections 
occupy in the Animal Giconomy, &c. London, 1782. 8vo. . , 
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765. Scorbutic Ulcers (Uleera scorbutica, Lat.; scorbutischen Ge- 
schwure, Germ.; Ulcéres scorbutiques, Fr.) are always indications of 


(a) Magazin fir die gesammte Heilkunde, vol. ix. p, 517. 
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more or less developed scurvy. The immediate cause of scurvy is a dis- 
position in the blood and other juices to decomposition and breaking up 
with predominating weakness of the capillary vascular system. Its 
symptoms are therefore all grounded on weakness, flabbiness, decay or’ 
entire destruction of the contractility of parts, which especially show 
themselves in the vascular system. 

The natural colour of the skin fails, it becomes pale and puffy; the 
patient feels a general weakness, and tires with the slightest motion. 
The gums begin to be painful, swell and bleed on the slightest touch ; 
the breath stinks. Upon the surface of the body appear here and there, 
especially upon the feet, bluish spots of various size, which spread and 
often enlarge into streaks. In hot climates edematous swellings of the 
limbs occur. Mostly there appear on the skin small swellings with 
bladders, which drop in and are followed by purple-coloured spots. 
Pains come on in the feet, swellings of the knee-joints, ulcers, and fre- 
quent bleedings from the gums. The weakness becomes very great; 
the patient spits, coughs, and vomits blood; loses blood with his urine and 
by stool. The gums are often gangrenous; the blood is poured out in 
every interspace; old scars break out, and the weakness from repeated 
bleedings is so great that the patient faints on the least movement. He 
dies either in such fainting or of consumption. 

766. Scorbutic ulcers are generally flat, their edges and circumfe- 
rence cedematous, swollen, and bluish; their bottom dirty, beset with 
fungous granulations, and bleeds on the slightest touch. The ichor 
flowing from the sore is thin, mingled with blackish blood, and very 
stinking. The neighbouring bone is often attacked and destroyed. 
They usually occur on the gums, on the calves of the legs, and thighs, 
cither in distinct patches in severe scurvy, or from other ulcers, if a 
general scorbutic disposition exist. 

767. The occasional causes of scurvy are, want of oxygenated air, 
moist foggy air, bad food, sluggishness, vant of exercise or too great 
exertion. ‘These causes mostly show themselves after long sea voyages 
on the coast of the North Sea (Sea Scurvy). The influence, however, 
of similar evil influences may produce scurvy on shore in men of 
phlegmatic temperaments, who live in damp dull dwellings and feed or 
bad food. The land scurvy is therefore observed, especially in time 
of scarcity, in besieged towns and the like. A condition similar to 
scurvy has been also observed after the immoderate use of mercury. 

[The land scurvy here mentioned is the chronic form of Purpura hemorrhagic 
of Bareman (a), who says, that ‘it appears occasionally, and in its severest anti 
fatal form, where none of these circumstances ever existed; for instance, in young 
persons living in the country and previously enjoying good health, with all tho 
necessaries and comforts of life. This circumstance tends greatly to obscure th > 
pathology of the disease; for it not only renders the operation of these alleged 
causes extremely questionable, but it seems to establish an essential difference in 
the origin and nature of the disorder, from that of scurvy, (the true scurvy former] y 
prevalent among seamen in long voyages), to which the majority of writers have 
contented themselves with referring it. In scurvy the tenderness of the superficial 
vessels appears to originate from deficiency of nutriment, and the disease is re- 
moved by resorting to wholesome and nutritious food, especially to fresh vegeta- 
bles, and acids; while in many cases of Purpura, the same diet and medicine 


(a) Practical Synopsis of Cutancous Diseases. Second Edit., 1913. 8vo. 
5* 
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have been taken abundantly, without the smallest alleviation of the complaint.” 
(p. 110-11.)] ; 

768. The cure of scorbutic ulcers requires, before every thing else, 
the removal of the scorbutic diathesis upom which they depend, by the 
change of moist foggy air for warm pure air, by the use of better food, 
especially of acid fruits, by an active mode of life with moving about 
in the open air, further by the use of nasturtium aquaticum, cochlearia, 
beccabunga, vegetable and mineral acids, alum, aromatic bitter reme- 
dies, as the ca/umus, marsh trefoil, bark, and the like; at the same 
time rubbing the whole body with spirituous remedies should be ad- 
vised; even washing with cold water, by which the parts are again 
endowed with their losé elasticity, and the coagulability of the blood is 
increased, 

769. Upon the ulcers themselves strong astringent remedies are to 
be applied, bark with alum, camphor, myrrh, alum in astringent decoc- 
tions, guin kino dissolved in red wine. ‘THEDEN’s arquebusade water, 
fixed air, charcoal with bark, myrrh, alum, storax, astringent decoc- 
tions, with acids. Swathing the limb on which the ulcer is situated 
with bandages moistened with strengthening remedies is of especial 
use. 

Gargles of bark, decoctions of oak or willow bark, of garden sage 
with spirit of scurvy grass or alum, and touching with diluted muriatic 
or sulphuric acid and honey, are the best applications against swellings 
and ulcers of the gums. 
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770. Scrofulous Ulcers (Ulcera scrofulosa, Lat.; scrophulésen Ge- 
schwtre, Germ.; Ulcéres scrofuleux, Fr.) are indications of more or less 
developed scrofulous disease. They originate in nutrition varying 
from the natural type, in consequence of which bad preparation of the 
blood and unnatural mingling of the lymph, irregularity in the circula- 
tion of the latter, obstruction and swelling of the glands ensue. 

771. Scrofulous disease is in general a peculiarity of youth; children 
come into the world with a predisposition to it, and the disease after- 
wards develops itself especially in bad nursing, want of cleanliness, 
bad food, and so on. This disposition shows itself under two forms:— 


TREATMENT. 5] 


1. The children are sprightly, of slight bodily form, very active, 
their skin white, their cheeks red, their eyes sparkling and lively, their 
form beautifully rounded, the hair blonde, brown, fine and curly ; they 
have especially very great excitability. 

2. There appear weakness, flabby, lymphatic habit, bloatedness,. 
especially of the face, the lips are turned up, the angles of the jaws 
strongly prominent. Such persons are slowly developed, suffer from 
want of nourishment, frequently from blennorrhea, from eruptions of 
the skin, in which scrofula shows itself in its most revolting form, and 
its character is torpor. 

772. Scrofula when developed gives rise to important diseases ; con- 
tinued inflammation and blennorrhea of the mucous membranes, erup- 
tions of the skin, swelling and suppuration of the glands, atrophy, con- 
sumption, swelling and supparation of the bones and joints. 

773. Scrofulous sores occur either when the swollen glands inflame 
and break, or the skin inflames at various independent spots and ulce- 
rates. They are usually free from pain, their edges hard, irregular, and 
overhanging; the circumference and the swelling itself are pale or 
violet red; the bottom is here and there marked with streaks of tough 
lymph, and the pus thin. Such are scrofulous glandular swellings or a 
scrofulous habit. 

774. The healing of scrofulous sores depends upon the improvement 
of the constitution, which may be expected if there be no destruction of 
important parts, and no great accompanying weakness. Scrofula fre- 
quently disappears as the development of the body advances, parti- 
cularly at the time of puberty, and in females frequently at the first 
pregnancy. 

775. The cure of scrofula requires especially a good dietetic treat- 
ment, strengthening and easily digestible diet, fresh air, cleanliness, and 
soon. The medical treatment to be employed is either strengthening 
or such as acts specifically on the lymphatic system: bark, calamus, 
willow or chestnut bark, bitter extracts, acorn coffee, steel, the various 
mercurial and antimonial preparations, muriate of barytes, cicuta, bella- 
donna, dulcamara, the alkalies, burnt sponge, iodine, cod-liver oil, and 
soon. ‘I'he remedies acting on the lymphatic and vascular system are 
especially suitable in lymphatic habits and large glandular swellings. 
The remedies mentioned must be differently combined with each other 
according to the patient’s condition, and their favourable operation must 
be specially supported from time to time by purges of calomel and 
rhubarb or jalap. ‘The use of the bath, particularly baths of aromatic 
herbs or wine, sulphur, steel, or salt water, are of remarkable benefit, 
especially if connected with rubbing of the whole body with flannel or 
spirituous remedies. 

776. Attempts should be made to disperse glandular swellings by 
friction with volatile liniments, mercurial ointment with camphor and 
caustic spirits of ammonia ; by irritating plasters, the emp. mercuriale, de 
cicutd cum ammoniaco, saponatum, with camphor, opium, ox gall, and 
so on, and when in a very chronic state with iodine ointment. The 
same remedies are to be used for the dispersion of the hardness gene- 
rally surrounding scrofulous ulcers. If these swellings be accompanied 
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with inflammation and pain, the repeated applications of a few leeches 
is advisable, with mercurial ointment, and the use of dry, or in great 
tension of moist warmth. : 

If the scrofulous ulcers have a torpid character, with the astringent 
decoctions of bark, elm or chestnut rind, and of green walnut shells, 
must be joined the extract of cicuta, belladonna, or chamomile; with 
solution of sublimate or lunar caustic with the above-mentioned addi- 
tions, with red percipitate ointment, with ung. nutrit., and the like. 
The scarring is much hastened by frequent touching with lunar caustic, 
and the removal of the quite loose and overhanging edges of the skin. 
In inflamed and very painful condition of the ulcer, warm fomentations 
must be applied over the sore, accompanied with a soothing and corre- 
sponding dietetic treatment. i 

Of late iodine (1) and cod-liver oil (2) have been considered espe- 
cially important remedies against the various scrofulous affections. 

(1) Lueot (a) holds that the continued use of iodine is the most certain remedy 
against scrofulous affections. He has never observed any ill consequence from 
persisting in the use of this remedy for any length of time; this happens only in 
the use of the common tinctura iodine. If oppression at the pit of the stomach 
come on, the iodine must be put aside, and some ounces of bark wine given. 

The forms prescribed by Lucot are,— 


BR iodine gr.s—3—er.j., aq. destill. 
b.j.—M. ut fiat mist; quotidie captand. 
B iodine gy.ij.—iij.—iv. aq. destiil. 


EB potass. iodid. Ziv.—v.—vi.. todinz 
Div.—Xiv.—xvj., avung. recent. tb.j.— 
Tere simul, ut fiat ung.; bis die part. af- 


b.j.—M. ut fiat lot.; assidueve frequenterve fect. infric. 


adhibend. 


Besides using these remedies the patient should observe a proper dietic regimen, 
and be about in the open air. 

For baths for children, the solution in the proper quantity of water should be of 
four degrees of streneth; 1, to six ounces of distilled water, two scruples of iodine, 
and four of iodide of potash; 2, two and a-half scruples of iodine, and five scruples 
of iodide of potash; 3, three scruples of iodine, and six scruples of iodide of potash ; 
4, four scruples of iodine, and eight scruples of iodide of potash. For adults, to a 
similar quantity of water, 1, two drachms of iodine, and four drachms of iodide of 
potash; 2, two and a-half drachms of iodine, and five drachms of iodide of potash ; 
3, three drachms of iodine, and six drachms of iodide of potash; 4, four drachms of 
iodine, and eight drachms of iodide of potash. The fourth degree Lucou does not 
employ, the third being the strongest he uses. 

This, according to Lucon (0), is the most efficient and certain mode of curing 
scrofula, and the conditions depending on it. My own observations, as well as 
those of other medical men, completely correspond with the advantage of this treat- 
ment (c). 

(2) The cod-liver oil is to be given twice a-day, beginning with one table spoon- 
ful, and gradually increasing it up to six; to children it must be given in propor- 
tionate smaller doses. To get rid of the filthy taste, the mouth should be rinsed 
immediately before taking it, with cold water or with brandy, and directly after 
it is swallowed, a cup of herb tea, of lentain, cinnamon, or Seville orange flower 


(a) Mémoires sur ’emploi de l’Iode dans 
les Maladies Scrofuleuses ; précédé du rap- 
port fait & Academie par Serres, Macrn- 
pig, et Dumerit. Paris, 1828, 

(b) Mémoires Vemploi de l’Iode et des 
bains iodurés 

(c) Miitier, Ueber die arzneiliche Wirk- 
ung und Anwendung der Jodine. Wirz- 
burg, 1832, 


Kunz, Ueber die Anwendungen der Jodine 


in Scropbulésen Krankheiten nach eigenen 
Erfahrungen und mit vorztglicher Beriich- 
sichtigung der Versuche und Beobachtungen 
ne ; in Rust’s Magazin, vol. xxxvii. 
p- 61. 

Hanke, Ueber die med. Wirkung des 
Jods; in Journal von GraEFeE und yon. 
Waxrtuer, vol. xxvi, pt. iv. p. 445. 


Brera, Saggio clinico sul Todio, &c. 
Padua, 1822. 8vo. 
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should be drank. The external application of the oil in way of friction, is also 
very efficient for the dispersion of swellings. To be effectual, the oil must be given 
for a long time. Children always take it willingly, and invariably better than 
adults, who generally cannot overcome their antipathy to it. After the use of the 
oil, as well as after the use of iodine, more powerful digestion, better appetite, and 
even actual voracity, have been noticed. Although chemical observations have 
given different results as to whether iodine be contained in the oil or not, there ap- 
pears to be no doubt that the various kinds of oil as met with in commerce, have 
given rise to the various results, as the true cod-liver oil does contain iodine, but 
the white oil usually does not, the latter not being eod-liver oil, but seal oil; the 
former only therefore should be ordered. Hence may be explained the various 
opinions of numerous physicians on the operation of the oil (a). 

Fresh walnut leaves and their decoction have of late been particularly recom- 
mended against scrofula; two or three cups of the infusion of the fresh leaves daily, 
with syrup or honey. Also night and morning pills of three and a-half grains of 
the extract of the leaves, or a table spoonful of the syrup prepared from the same 
extract, Necrier (0). The frequently remarkable effect of Poxzini’s decoction is 
to be principally ascribed to the walnut shells it contains. 

[Russexx observes, that ‘in the treatment of scrofulous ulcers under the ordinary 
circumstances of the complaint, the simplest and mildest dressings answer best. 
When the patients are using a course of sea-bathing, it is usual to wash the sore 
with sea-water over and above the momentary application of the sea-water during 
the immersion of the whole body. Cold spring-water is likewise a favourite appli- 
cation with many practitioners; and from much observation, it appears that the 
operation of cold is well-suited to counteract the state of inflammation which ac- 
companies scrofulous sores.” (p. 105). Burns is also of the same opinion as to 
the use of cold water, but couples it with pressure by adhesive straps. If the sore 
require stimulating, black wash with or without mucilage of acacia, and with or 
without tincture of opium, is a very excellent application. But oftentimes these 
scrofulous sores are quite unmanageable, and will not be soothed or healed with 
any application. Under these circumstances our entire reliance rests on the im- 
provement of the constitution, simultaneously with which the sores mend. 

I scarcely ever use iodine, except as iodide of potash, which is a most excellent 
medicine, either employed internally or externally. I commonly give from three 
to five grains of the iodide twice a-day, either in an ounce and a-half of compound 
infusion of gentian with a drachm of any warm aromatic tincture, or in four ounces 
of compound decoction of sarsaparilla, and to either vehicle add a drachm of syrup 
of poppies, which it is well to commence with, as it will generally prevent the 
nausea which frequently occurs without it. Occasionally, after taking the iodide of 
potash for some days, salivation is produced, which I have observed again and again. 
And sometimes it disagrees with the stomach and the patient loses appetite and be- 
comes worse instead of better. Under either of these circumstances it must be left 
off. When used as an oitment, a drachm of the salt to an ounce of lard is a very 
useful application; more commonly employed, however, to glandular swellings than 
to sores. It is best applied either simply spread upon lint, or by dressing the sur- 
face after the removal of the cuticle by a blister. Either of these modes is prefer- 
able to rubbing the ointment in, for frequently when the skin is thin and the patient 
irritable, after three or four rubbings the skin inflames, the cuticle cracks and it is 
necessary to withold application to prevent the establishment of a sore. 

Some surgeons are fond of painting enlarged scrofulous glands with tincture of 
iodine, which very commonly blisters the skin; or if itdo not, it destroys the cuticle, 
which flakes off in large pieces. * I do not think it a very efficient remedy, though 
by some so esteemed. ; 

I have given cod-liver oil several times with much advantage ; but it is abomi- 
nably nauseous, and as it owes its efficacy to the iodine it contains, it is certainly 
preferable to give the iodine in some nore agreeable form.—,. F. s.] 

(a) Breretp, Der Stockfisch-Leberthran (b) Mémoires sur le Traitement des Af- 
in natur-historischer, chemischer, und phar-  feetions Scrofuleuses par les préparations de 
maceutischer Hinsicht, besonders aber seine Feuilles de Noyer; in Archives Genérales 
Heilwirkungen in rheumatischen und scro- de Medecine, Third Series, vol. x. p. 399. 
phuldsen Krankheitsformen. Hamm, 1835. vol. xi. p. 41. (Fonrth Series) vol. iv. p. 133. 
8ve. 
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717. The scrofulous inflammation of the upper lip, nose, and cheeks, 
which often leads, by ulceration, to considerable destruction, in which 
the cartilages of the nose shrivel, is, with simultaneous general treatment, 
not so easily checked and diminished with any thing, as by bathing with 
decoction of solanum nigrum, alone, or with the addition of sublimate or 
repeated touchings with nitrate of silver. When the scrofula is very in- 
veterate and connected with considerable degeneration, a satisfactory 
change in the whole body, and a cure, can alone be effected by either of 
the last-mentioned modes of treatment, by the hunger-cure, by the smear- 
cure, ZirrMann’s decoction, and the like. 
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778. Gouty Ulcers (Ulcera arthritica, Lat.; arthretischen Geshwire,. 
Germ.; Ulcéres arthritiques, Fr.) are consequent on the existence of gout 
in the body, with which they are more manifestly or secretly connected. 
They are usually superficial, their bottom is wide, reddish brown, smooth, 
contracted, and seemingly very deep, from the wasting of the cellular 
tissue, and from the union of the skin with the underlying fibrous tis- 
sues; they secrete a quantity of serous fluid,-which corrodes the parts 
surrounding the ulcer, and not rarely blackens the linen. Their edges 
are mostly irregular, pale, and hard, but under inflammation rosy and 
painful. They become worse periodically, from bad air, or the gouty 
affections become worse on the incipient improvement of the ulcer. 

779. These ulcers occur either from accidental injury during general 
gouty affections, or after gouty inflammation and swelling, which run 
into ulceration ; they are therefore situated mostly in the lower extremi- 
ties, and in the neighbourhood of joints. Their diagnosis is generally 
easy though it may be difficult, ifthe patient, excepting the ulcers, have 
not suffered any decided gout. In these cases the symptoms must be 
especially attended to, which usually accompanying anomalous gout, as 
disturbed functions of the bowels and liver, unnatural urinary secretion, 
irritating, often periodically wandering pains in the limbs; also bdlen- 
norrhea, eruptions of the skin and the like, which are often closely con- 
nected with the ulcer. 

780. These ulcers are generally very stubborn ; are often kept up by 
the disposition of chalky masses ; their cure must therefore be undertaken 
with great care, because the patient is liable to the danger of a metas- 
tasis. 


781. In treating arthritic ulcers the general affection must always be 
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attended to. Above all, the patient’s mode of living must be specially 
regulated, frequently the very contrary to the previous course directed, 
and therefore a change to a diet sometimes with more meat, but more 
frequently to a more simple vegetable food, with suitable exercise. Ac- 
cording to the different character of the gout, means must be employed 
which either promote or diminish the perspiration and the flow of urine. 
Minperer’s spirit, antimonial wine, aconite guiaicum, camphor, the 
various preparations of antimony, the alkalies, the vinum seminis colchici, 
and so on; or bitter strengthening remedies, the calmus, bark, bitter ex- 
tracts, steel, or the more opening and purging remedies. Baths, espe- 
cially those containing sulphur, are of very great use. 

The vinum sem. colchic. autumn. I have proved to be generally the most effi- 
cient remedy against gout and rheumatic affections. The result of my observations 
and experience on this remedy, that its efficiency depends on the increased produc- 
tion of uric acid in the urine during its use (a), has been fully confirmed by the ex- 
periments of Lewin (0). 

782. The local treatment of the ulcer is guided in part by the general 
treatment. If the ulcer have an inflammatory character, it must, in ad- 
dition to the removal of all irritants and proper general treatment, be 
covered merely with a dry warm vegetable poultice; all moist and wet 
remedies must be avoided. Ifthe ulcer, as is commonly the case, have 
a torpid character, it must be covered with mercurial or cicuta plaster, 
with empl. de minio with camphor and opium, a powder of bark, cam- 
phor, and white sugar is to be daily strewed upon the sore, rubbing in 
mercurial ointment with camphor around the wound, and swathing the 
part with waxed taffeta, or the application of camphorated bags of vege- 
tables. Scumucuer’s plaster of assafetida, soap, ammoniacum, and vine- 
gar of squills often does good service, even when there is accompanying 
exposure of the bone. In this treatment derivation must also be kept 
up at the same time with issues, setons and the like. 

If the ulcers do not heal, their cure must not be forced by contracting 
and drying remedies. ‘lhe ground of their stubbornness often depends 
on local complication; they may be even incurable, if seated in parts 
which are already completely disorganized. 

The earthy masses (urate of soda) often in gout, deposited in the joints, in the 
cellular tissue, or in the mucous bags, is consequent on repeated inflammation and 
effusion thereon dependent. If they be in any quantity, the motion is more or less 
disturbed, and by their irritation, or by a fresh attack of gout, inflammation and sup- 
puration are produced, the skin breaks, and the chalk-like mass is gradually dis- 
charged. A dry piece of this substance often penetrates the skin, and remains as 
an excrescence, without exciting inflammation and suppuration. If the collection 
of these masses produce inflammation, itmust be got rid of by mild treatment. If they 
be observed beneath the skin, the swelling must be opened; we do not then en- 
deavour to press out the earthy masses; they gradually discharge themselves with 
the pus, by the continued use of softening poultices, If the inflammation be abated, 
the removal of the earthy mass may be often facilitated by taking away part of 
the overlying skin. Ifa large ulcer be formed with a deposit of this kind at its bot- 
tom, itis best removed by the application of caustic remedies, by which the cells 
containing the earthy matter are destroyed (c). 

(a) Heidel. klin, Annal., 1827, vol. iii. p. (¢) Moorr, J..On Gouty Concretions or 
345, Chalk-stones ; in Medico-Chirurg, ‘Trans- 

(b) Rorert Lewin, jun., On the physio- actions, vol. i, p. 112, 
logical and therapeutical effects of Colchicum Ure, A., Ib, vol. xxiv. p. 30, recommends 
autumnale ; in Edinburgh Medical and Sur- especially the benzoic acid, up to a scruple, 
gical Journ., No, 148, after mealtime, 
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783. Among Impetiginous Ulcers (Ulcera impetiginosa, Lat.; impetigi- 
nosen Geschwiire, Germ.: Ulceres impétigineux, Fr.) are to be considered 
those which form, in their course, chronic eruptions of the skin. Hereto 
belong the herpetic ulcer, the scalled head, milk-crust, and itch. ‘These 
ulcers are to be considered throughout as symptoms of chronic eruption 
of the skin, and are determined by the great degree and long continua- 
tion of the eruption, by its easy recession from one part, and fixing upon 
another, or by mechanical influences, itch, and the like. 

784. The actual causes of chronic eruptions are, principally, a bad 
condition of the digestive organs, stagnation in the portal system and 
liver, disturbance of the secretions, dyscrasy, the use of bad, putrid 
and acrid victuals and drink, residence in foul air, want of cleanliness, 
dirty employments, working among wool, acrid remedies and contagion 
operating on the skin. Hence impetiginous ulcers may be divided into, 
1, the simply local; 2, into those which are connected with general 
causes; and, 3, those originating from contagion. 

785. The treatment of impetiginous ulcers must vary according to, the 
condition of the ulcer, and the causes upon which the eruption depends. 
If the ulcers be inflamed and painful, the general treatment must be to 
diminish irritation and to soothe. A more strict antiphlogistic plan of 
treatment is indeed rarely necessary ; a suitable dietetic regimen, and 
the use of cooling purgatives, are ordinarily proper. According to the 
variety of the cause, the remedies to be employed must be sometimes 
solvent, sometimes for the improvement of the digestion and assimilation, 
sometimes for the restoration of the suppressed secretions. As in the 
constitutional, though not contagious eruptions, a morbid matter is pro- 
duced in a manner thrown off, we must assist its separation by the natural 
drains, the skin, the urinary organs, and the alimentary canal. The 
remedies which effect this object are especially sulphur, and its various 
preparations, antimonials, decoctions of woods, dulcamara, sassafras, 
juniper, sarsaparilla, carex arenaria, mezereon, pansy, and the like. - In 
very old eruptions, and in considerable degeneration of the skin, mer- 
curials, sublimate, and arsenic are especially useful; and the cure may 
often be effected merely by remedies entering into and altering the whole 
constitution, as the friction-cure, the hunger-cure, ZiTrMann’s decoction 
and the like, hereafter to be mentioned. 

786. The local treatment must have special reference to the state of 
the inflammation, and so long as that continues, mild applications and 
salves, luke-warm baths and the like can alone be used. If the irrita- 
tion have subsided, so long as the internal cause is unremoved, the local 
remedies must be used with caution, because relapse and destruction 
are easily produced. Sulphur, sublimate, red and white precipitate, 
alkalies, and the like especially may be used as ointments, solutions, 
and baths. If the skin be completely degenerated, the application of 
caustic, and the entire destruction of the diseased part of the skin is 
often necessary. In this treatment attention must be paid to cleanliness 
and suitable diet, each of the above-described ailments must be dimi- 
nished, and a derivation kept up by issues, setons, and so on. 
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Scuigs, L., Dissert. de Lupo. Hale, 1831. 

The Works of Bareman, ScurpeL and Cazenave, on Diseases of the Skin. 


787. Herpetic Ulcers (Ulcera herpetica, Lat. ; flechtenartigen Geschwii- 
en, Germ.) are characterized by the following appearances:—at first 
there is perceived on some part of the skin, inflammation or little blad- 
ders, whence are produced crusts or scabs which subsequently either 
scale off like bran, or fali off in larger pieces, and expose an inflamed 
patch of the skin, from whence exudes a fluid of peculiar smell and 
colour, which drying, fresh crusts are produced, and these again fall off. 
These ulcerations generally do not penetrate deeply, but readily spread 
on the surface, and are usually accompanied with much burning and 
itching. 

If the herpes spread over a large surface of the body, the perspiration 
is diminished, the nourishment is disturbed, the action of the bowels 
stopped, and at last hardening of the bowels, hectic fever, swelling of 
the feet and so on are produced. 

788. Herpes (Lichen, Serpigo, Lat.; Flechte, Germ.) is divided, ac- 
cording to its form, into Herpes furfuraceus, crustaceus, quamosus, pus- 
tulosus, phlyctenoides, erythemoides, according as at the onset it is con- 
nected with bran-like scales, crusts, pustules, blisters, or inflammation. 
It is called eating herpes (Herpes exedens, rodens, phagadenicus, Lupus, 
Lat. ; fressende Flechte, Germ.) when the ulceration (generally situated 
on the tip of the nose, on the cheeks and lips) spread quickly ; in this 
case the parts are eaten away and often considerably destroyed by an 
acrid fluid beneath a thick scab, or where thick brown or blackish scabs 
are formed upon roundish sores with bluish edges, dirty colour, and 
surrounding swelling, which enlarge and eat away the parts without 
secretion of ichor, as it were by dissolving them. When a pustulous 
eruption dries to a hard scab upon the hairy part of the chin and cheeks 
it is called Herpes mentagra. ‘The division of herpetic eruptions accord- 
ing to their external form is of little consequence, as they are remarkably 
changeable. ; 

Vou, 11.—6 
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789. Itis uncertain whether the proximate cause of herpetic erup- 
tions consists in a specific dyscrasy, whether it be the same in all her- 
petic diseases, or whether upon its difference depends the peculiar form 
of the herpes. Some kinds, especially the eating kind, cannot in its 
advanced degree be denied to be contagious. 

The disposition to herpes which may also be hereditary, depends com- 
monly on a peculiar delicacy and sensibility of the skin, in which 
usually Herpes furfuraceus consists; the herpes mostly shows itself in 
those parts which are very sensible and are much exposed to the air, - 
therefore especially on the face and hands. The remote causes are fre- 
quently stoppages in the intestines of the belly, especially faulty action of 
the liver, suppression of the natural or long-continued discharges, hemor- 
rhoids, sweating of the feet, the monthly purification and the like, dimi- 
nished secretion of the skin and kidneys especially in elderly persons, pre- 
vious acute eruptions of the skin or acute diseases especially. Further, 
uncleanliness, neglected cleansing of the skin, irritation of the skin from 
rough, especially from woollen clothing, or from working among wool; 


_ the use of very acrid food and drink. ‘This herpes is often. complicated 


with scrofulous, syphilitic, or gouty affections, and these seem to be its 
especial causes ; although they can be less distinguished by the peculiar 
form of the eruption and ulcer, than by the general symptoms belonging 
to them. In hot climates herpes is more frequent than in cold; in our 
region it is more especially developed in summer; in the winter it often 
subsides entirely or remains stationary. 


From what has been said, it is clear why the repulsion, or imperfect development 
of herpes, may bring about dangerous symptoms, inflammation and pain in the in- 
ternal part, spasms, convulsions, apoplexy, palsy, sudden death, stoppage in the 
bowels, dropsy, consumption, and so on. 

Ve1eL (a) has proposed a division of herpes, which is extremely important, both 
as regards the generic development and the treatment. According to his views, 
herpetic eruptions are either direct effluvia from the blood or diseased changes of the 
several organs of the skin. They are in part hereditary, derived from ancestors, 
and deeply rooted in the organism; in part acquired—that is, are the spontaneous 
crises of various diseases, as gout, rheumatism, and so on, or diseases consequent 
oh acute and contagious exanthemata, as scarlet fever, itch, and so on. 

The blood-herpetic eruptions are primarily produced by an apparently fluid deposit 
beneath or on the skin, as the reflection of disturbance in the mixing of the blood, 
as the immediate effluvia from the extremities of the blood-vessels. The herpetic 
eruptions of the skin are secondary changes of the structure of the layers of the 
skin, produced first of all, by a disease of the actual organ of the skin, in which 
either the blood selects this organ as a depét, or in which it is spontaneously 
diseased. ‘The blood-herpes is usually hereditary, shows itself in the development 
of the teeth as Strophulus and obstinate Porrigo; before puberty commonly as scro- 
fula, especially as scrofulous opthalmia ; after it, as herpes, and finally as gout. 
The skin-herpes mostly acquired, occur as consequent of other eruptions, porrigo, 
itch, nettlé rash; the blood-herpes, especially Eczema chronicwm and Porrigo, from 
checking of the petspiration, from the mode of living, and so on. Blood-herpes is 
variable; it subsides and appears without discernible cause, and spreads suddenly ; 
it prefers the vascular and richly glandular parts of the body, and selects bladders: 
or pustules as its special form. The skin-herpes spreads constantly and obstinately, 
prefers the extending sides of the joint, and presents itself in scales and imperfect. 

The blood-herpes ds a sémicritical result of deficient mixing of the blood, repelled 
by external remediés, may produce dangerous consequences from metastasis, whilst 
skin-herpes, cured by external remedies, has no such dangerous consequences. 


(2) Ansichten aber Flechten in Allgemeinen; in Casrer’s Wochenschrift far die ges. 
Heilkunde, May, 1842. 
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The relapse of blood-herpes commonly arises without any distinguishable cause or 
disease, especially after influenza; that of skin-herpes after want of food, suspen- 
Sion or perspiration, after rheumatic fever, and so on. Blood-herpes depends, 1, on 
the quantitative misproportion of the blood: a, with excess of albumen, the moist 
herpes, Hczema chronicum, in which a group of capillary vessels pour out serum, 
whereby the cuticle is raised into bladders which seem to be grouped; 8, with 
excess of fibrin the pustular herpes, Jmpetigo, in which serum containing fibrin is 
poured from the vessels of the corion into the tissue, whereby single, cellular pus- 
tules are produced: in milk-crust there is only modification from the child’s age; 
€, With excess of salts of the blood, the salt flux Kcezema impetiginoides pedum, in 
which salt serum is poured forth from the veins of the skin beneath it, which red- 
dens, destroys it, and only on the edges forms distinct vesicles; d, with excess of 
serum, chronic vesicular eruption, Pemphigus, chronic nettle rash, chronic tetters, 
in which an effusion of water in the cells of the corion form the tubercles or papules 
of Lichen, the tooth-rash, Strophulus: 2, on qualitative misproportion; a, from itch 
complicated with Eczema, Prurigo or Scabies spuria, in which not groups of ves- 
sels, but only single twigs pour out serum and form distinct, scarcely perceptible 
vesicles beneath the cuticle; ), from the poison of Tinea, complicated with Impe- 
tigo, Porrigo adultorum mucosa, little pustules on the skin of the head. Skin-herpes 
depends, 1, on disease of the glands which form the skin: a, there is only a 
diseased scaly cuticle secreted, without the participation of the dermal tissue in the 
disease ; little herpetic eruptions, Pityriasis, Icthyosis, and Squammositas cutis; b, 
an unnatural scale of skin may be deposited on the diseased corion; a dry scaly- 
herpes, Psoriasis ; c, deposit of unnatural scales on the diseased corion, and diseased 
under skin, and cellular tissue in a circular eruption, Lepra; if the cellular tissue 
be not merely inflamed but degenerated, it is Llephantiasis ; 2, from disease of the 
perspiratory glands, Mikaria chronica: 3, from disease of the sebacious glands, 
Acne: 4, from disease of the roots of the hair, Sycosis: 5, from disease of the 
subcutaneous cellular tissue; a, this gradually shrinks, thereby affects the glands 
of the skin, so that cuticle exfoliates in a diseased state, finally the corion is de- 
stroyed, and the entire spot sinks in, becomes smooth, glossy, transparent, forms on 
the edge little vesicles connected with the subcuticular cellular tissue, which ulcerate 
superficially ; superficial eating herpes, superficial Lupus; b, the subcutaneous cel- 
lular tissue, suppurates, produces tubercles and pustules, which freely burst through 
the cuticle, suppurating deep-eating herpes, Lupus ulceratus ; c, single and, subse- 
quently, confluent tubercles which raise the corion and euticle, the Lupus hyper- 
trophicus. 


790. The cure of herpetic ulcers first requires the removal of the 
cause. In stoppage of the bowels, laxative and opening remedies are 
to be given; in diminished secretion from the skin and kidneys it must 
be endeavoured to reproduce them; in scrofulous, syphilitic, or any 
other complication, the treatment will direct the contrary; as the mode 
of living changes if it be in causal relation to the herpes, the mode of 
living must be especially regulated, in most cases less animal and more 
vegetable food, but in others more strengthening though always simple 
diet must be prescribed. 


In general the following medicines are anti-herpetic :—antimony, mercury, sulphur 
alone, or connected with the other; xthiops antimonialis, ethiops minerals, calomel 
with sulphur auratum, graphit (a), iodine, cod liver oil; further, drinks operating 
on the skin and kidneys, especially if the secretion of urine be sparing or dropsical 
accumulations have been already produced; decoction of duleamara, of various 
kinds of woods, the viola tricolor, ign. juniperi, cortex mezeret, tinctura cantharidis, 
and the like. If the skin be very much inflamed, flowers of sulphur, with cream 
of tartar and gutaicum. 


791. The external treatment, which especially requires attention, and 
in all cases in which the herpes depends on internal causes, only after 


(a) Weinnotp, K. A., der Graphit, oder neuentdecktes Heilmittel wider die Flechten. 
Meissen, 1812. 8vo. 
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previous internal treatment, must be directed by the condition of the 
ulcers. If these be inflamed and painful, merely lukewarm water and 
mild salves of fomentations are to be employed. When the inflamma- 
tion has diminished, sulphur baths, solution of sublimate, the phagedenic 
water, red or white precipitate ointment, flowers of sulphur, with fat or 
with soap and water, mercurial ointment, wunguentum citrinum, orygena- 
tum, graphit salve, a solution of nitrate of silver, and the like are to be 
used; in old herpetic eruptions the douche with sulphur water, or a 
blister upon the part of the eruption to destroy it completely, which may 
be effected by often touching with nitrate of silver. Sulphur with soap 
and water made up into a liniment and a solution of sublimate I have 
found more effectual than all other remedies. In this treatment deriva- 
tion with issues or setons and strict dietetic regimen is always necessary. 
Ef symptoms arise from metastasis of the herpes, it must be reproduced as 
quickly as possible. In habitual herpes, where frequently all remedtes 
are employed in vain, bathing of the part on which the herpes is situated 
in a decoction of almond bran is very serviceable. In very deep-rooted 
and wide spread herpetic eruption, when the skin is much changed, the 
sublimate baths (a), the hunger-cure, and Zirrman’s decoction are very 
efficient. In such cases, arsenic internally and externally is recom- 
mended. ‘The Herpes exedens on the face is often alone cured by com- 
pletely destroying the diseased parts with caustic, and best by He1- 
MUND’s remedy (6). 


B.—OR SCALLED HEAD. 


Frank, J. P., Epitome de curandis hominum morbis, book iv. p. 87. 

Gauiot, L. S., Dissert. sur la Teigne, Paris, 1802. 

ALIBERT, above cited, first book. 

792. Under the term Scalled Head (Tinea (c) Capitis, Lat.; Kopferind, 
Germ.; Teigne, Fr.) are included the ulcers situated in the skin of the 
hairy part of the head, covered with crusts of various thickness and 
colour and accompanied with a secretion of an often peculiarly smelling 
ichor. Previous to the formation of these ulcers, there occurs a more 
or less severe smarting, redness and often swelling on some part of the 
head not unfrequently accompanied with swelling of the glands in the 
neck and headach. ‘These symptoms increase and then among the hairs 
are observed sometimes pustules or vesicles, surrounded with an inflamed 
edge, sometimes circumscribed, pea-shaped swellings, which are white 
and yellowish at their tip. When these burst an ichorous fluid pours 
out, mats the hair together, and when it dries forms crusts, beneath 
which the ichor collects, the skin is destroyed ; considerable pain and 
swelling of the glands of the neck are produced; and usually many 
lice are generated. 


793, According to the different forms of scalled head are distin- 
guished : 
1. Tinea favosa.—F rom the little pustules are produced by drying up 


(a) v. WrepeKinp; in Hurenanp’s Jour- (c) Bateman and the modern English 
nal, 1822. August. ; writers prefer the genuine term Porrigo used 
(6) Rust’s Magazin, vol. xix. pt. ip. 55. by Czxsus to Tinea proposed by Sauvaces. 
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of the matter contained in them yellowish crusts, often isolated and 
round, often by running together of considerable extent, with their 
centre indented, their edges raised, and accompanied with painful itch- 
ing and secretion of ichor, having the smell of cat’s urine. When of 
long standing all the ulcerated places are covered with thick white 
crusts, which stick fast, and the intervening skin is covered with branny 
scales. The ichor collects between these crusts, and frequently destroys 
the skin even to the bone. Similar crusts are often formed on the face 
and other parts. If the crusts be removed, the skin is found inflamed, 
and a clammy fluid exudes from it. 

2. Tinea granulata.—This is characterized by small, tubercular, irre- 
gular crusts, sometimes gray, sometimes grayish, without depression at 
their tip, usually situated on the upper hinder part of the head, sur- 
rounded with branlike scales, and accompanied with a nauseous seere- 
tion having the smell of rancid butter or putrid milk. These tubercles, 
not deeply penetrating in the skin, cause painful smarting, spread very 
rarely upon some parts of the face, but never on other parts. 

3. Tinea furfuracea.—Upon the hairy part of the head are formed 
branny, whitish, more or less thick scales, which are sometimes quite 
dry, sometimes accompanied with a secretion of a filthy smelling, vis- 
cous fluid, and with painful itching. They spread frequently on the 
forehead, and eyebrows. 

4, Tinea asbestina.—Commonly upon the fore and upper part of the 
head, scales are produced, silvery white, glossy, resembling asbestos, 
which mat the hair together, and cover its. whole length, but are aceom- 
panied with little pain, and scarcely any secretion. 

5. Tinea muciflua.—Pustules or little abscesses arise, pouring out 
when they burst a yellowish viscous fluid, which dries into whitish yel- 
low crusts. A mucoid fluid, resembling spoiled honey, flows out in 
quantity and mats the hair together. ‘These ulcerations generally spread 
over the whole face. 

794. If the scalled head be of long continuance, or have been 
neglected, it often produces considerable destruction of the skin of the 
head, loss of the hair, disturbance of nutrition, suspension of the de- 
velopment of the body, diseased changes of the nails and the like. In 
Tinea muciflua there is often general falling away when the secretion 
diminishes, and the previous good health only returns when it re- 
appears. 

795. Scalled head oceurs usually in children about ten years: old ; 
but the Tinea muciflua commonly shows itself during lactation. Scalled 
head, however, often also occurs later, especially Tinea favosa; but 
Tinea asbestina is peculiar to: adults. 

The proximate cause of scalled head is an inflammation. of the skin, 
on which the diseased secretion depends, and by the drying up of the 
secreted fluid the crusts are produced. ‘The occasional causes may be, 
in children the too great flow of blood to the head, too. nourishing, feod, 
milk from a debauched, diseased wet nurse, uncleanliness, living in bad 
damp air, irritation of the head from lice, and its too warm: covering ; 
also scrofulous or syphilitic dyscrasies, and contagion, which, though 
not always, may under certain circumstances occur. 


6* 
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796. Scalled head is in many cases to be considered as a healthy dis- 
charge, and its sudden suppression dangerous. ‘The difficulty of curing 
it depends on the variety of its causes. If it be easily removable, fre- 
quently a simple local treatment is sufficient for its cure ; but if it depend 
on a scrofulous or syphilitic dyscrasy its cure is always difficult. It 
often first subsides at the period of puberty. 

797. The treatment of scalled head‘is as various as its causes. The 
diet, must, therefore, often be changed; attention paid to fresh air and 
exercise; special cleanliness observed ; slightly aperient, diluent reme- 
dies, especially purifying the skin, and in scrofulous and syphilitic dys- 
crasies their antidotes are recommended. 

798. The local treatment must lessen the irritation, loosen the crusts, 
and cleanse the sores. This must be effected by frequent washing of the 
head with softening decoctions, by rubbing in mild salves, fresh butter, 
sulphur-flowers and hog’s lard, by softening poultices of mallows and 
hemlock. This treatment, with at the same time cleaning the head with 
combing, or cutting off the matted hair and removing the lice. If the 
ulcers be obstinate, sulphur ointment must be used, or a solution of su- 
blimate employed. ‘This local, with internal treatment, corresponding to 
the general state of the patient, and a properly regulated diet, has up to 
the present answered to my wishes in, all cases. Other remedies that 
have been recommended are, solution of sublimate with verdigris, solu- 
tion of liver of sulphur, decoction of tobacco, red and white precipitate 
ointment, unguentum orygenatum, egyptiacum, citrinum, solution of sul- 
phate of potash with lime water, soap and spirits of wine, and so on. 
In very obstinate cases, according to Asrruc and others, a plaster of 
gum ammoniacum and vinegar, thickly spread on leather, and applied 
for six or eight weeks, will effect the cure. The pulling out the hairs 
with forceps, or with strips of sticking plaster, is rarely, and only neces- 
sary when by their irritation they keep up the sore. ‘The sudden tearing 
off of a pitch plaster, applied over the whole head, and therewith the 
sudden removal of the hair is objeetionable. - When the scalled head 
has continued a long while, artificial sores must be produced by meze- 
reon, issues, and so on, before the cure can be effected. 


©.—OF MILK-CRUST. 


Srracx, C., De Crusta lactea infantum, ejusdemque specifico remedio. Dissert. 
altera prem, ornat. Frft., 1779. 12mo. 

Wicumann’s Ideen zur Diagnostik, vol. i. p. 43. ; 

AuTenrietH, Versuche fiir die praktische Heilkunde aus den klinischen Anstalten 
zu Tubingen, vol. i. pt. ii. 

799. Milk-crust (Crusta lactea, Tinea faciei, Lat. ; Milchborke, Germ. ; 
Croitte batteuse, Fr.) consists in smarting spreading ulcers, which arise 
from little vesicles on the cheeks, ears, forehead, or chin; these burst 
and pour out a yellowish fluid, which dries into white or yellowish 
crusts. The discharge from the ulceration is sometimes trifling, some- 
times considerable. The eruption spreads gradually over the whole 
face, with which usually inflammation of the eyes is set up, even over 
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part of the head, the neck, and other parts, and the child wastes in con- 
sequence of the continual restlessness. 

When this eruption is more moist and eating, great smarting is pro- 
duced from little blisters like pimples, slightly raised above the skin, and 
dusky, which soon spreading on the face and other parts, form dusky 
crusts; and the children, from their continual uneasiness, often waste, 
become feverish and miserable. The disease is, in this form, called 
Crusta serpiginosa. 

800. Crusta lactea is generally a disease void of danger, and of inde- 
finite duration, not unfrequently subsides of itself, (in which case the 
urine is turbid and smells like cat’s urine,) and recedes without scarring. 
It occurs generally in infancy, but also in children from four to seven 
years of age, and even later. Its causes are too copious nourishment, 
fulness of humours, (in which cases the disease is salutary, and its quick 
suppression may cause dangerous symptoms,) bad state of the chyle, 
teething, and scrofulous disposition. 

Crusta serpiginosa is always consequent on a complication of Crusta 
lactea, with a syphilitic or herpetic disposition inherited from the parents, 
or imbibed by the child from its nurse. It is always a serious disease, 
may endure long, and produce dangerous symptoms. 

AvTEnRiETH, thinks that the itch lies at the bottom of the Crusta serpiginosa, and 
that the jatter is an itch of sucking children. This opinion is, in general, un- 
founded ; for itch in its perfect form is often found in sucking children, without 
Crusta serpiginosa, and the latter again may be found without any causal relation 
with itch. 

801. The treatment of milk crust is local and general, and must be 
guided according to the cause. The food of the child must be changed, 
the state of the nurse’s health improved by suitable remedies, another 
nurse obtained, or the child weaned if the latter be not possible. 

If there be acidity, in the prime vie, magnesia is to be given; and in 
scrofulous diseases the remedies antidotal to it. In slight cases this 
treatment often effects the cure; but if it be insufficient, pansy is to be 
given, either as decoction of half a drachm of the fresh plant, with milk, 
morning and evening; or half adrachm of the dried plant in powder, 
with milk, or mixed with pap. In obstinate cases, or in Crusta serpigt- 
nosa, the preparations of antimony, of sulphur, or mercury, may be used, 
cautiously, according to the age and constitution of the patient; as well 
also as other remedies which purify the skin. In the local treatment 
care is always necessary, in order not to suppress the secretion too 
quickly ; but after long continuance it must be specially attended to. 
For loosening the scabs, cream, mild salves, oil, softening decoctions 
are to be used, and then washing with sublimate water. In great sen- 
_ sibility of the skin and spreading of the ulcers, an ointment composed 
of flowers of zinc, white precipitate, with olive oil and lime water, a 
solution of liver of sulphur, and the like. Sulphur baths, also, in these 
cases do good service. 


von Wepexinp (a) thinks the use of the herba jacew inefficient. Dabbing the 
sore twice a-day with sublimate water will always effect a cure, at the utmost in 
four weeks, without injuring the health.. If swelling of the glands, and sores in the 
neck, remain after the eruption is completely gone, these parts must be carefully 
washed with sublimate water; but rarely is xthcops antimonialis necessary. 


(a) Horetann’s Journal, 1822, August, p. 27. 
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Wicumann, J. E., Aétiologie der Kratze. Hannover,1791. 8vo. Second Edit. ; 


with one copper plate. : 
Guipener von Loses, E. V., Beobachtungen tiber die Kratze; gesammelt im. 
Arbeitshause zu Prag. Prag., 1795. 8vo. Second Edit. 
Hixpesranp, Bemerkungen tiber den Kratzauschlag. Hannover, 1797. 8vo. 
Gaues, Essai sur le diagnostic de la Gale, sur ses causes, &c. Paris, 1812. 


4to. 
De Carro, J., Observations pratiques sur les Fumigations sulphureuses. Vienne, 


1819. 8vo. 

Gates, J. C., Mémoire, Rapports et Observations sur les Fumigations sulphure- 
uses. Second Edit. Paris, 1824. 8vo. : 

Wenzex, K., Die wahre Kratze, mit besonderer Beruchsichtigung ihrer unrich- 
tigen und unheilstiftenden Behandlungsarten als eine Quelle zahlloser fiirehtbarer 
Nachkrankheiten. Bamberg, 1825. 8vo. 

Cazenave, A., et Scuepet, H. E., Abrégé pratique des Maladies de la Peau, 
d’aprés les auteurs les plus estimés et surtout d’apres les documens puisés dans la 
Clinique de M. le Dr. Bietrr. Paris, 1828. 8vo. 

Ackermann, J. C. G., Bemerkungen tiber die Kenntniss und Kur einiger Krank- 


heiten, part v. ~ 
Vezin, Ueber die Kratze und ihre Behandlung. Osnabriich, 1843. Second Edit. 


802. The Itch (Scabies, Psora, Lat.; Krdtze, Germ.; Gale, Fr.) con- 
sists in an eruption of vesicles which, sometimes small and millet-shaped, 
are filled with transparent fluid, sometimes are larger and filled with 
thick pus-like matter, somewhat inflamed at their circumference, and 
mostly at first occuring between the fingers, and on the wrists, and on 
the joints; gradually they spread over the whole body, and burn and 
smart severely after the person is heated, or during the night. The 
vesicles either dry up and crust, (Dry Itch Scabies sicca), or they burn 
and pour out an acrid fluid which corrodes the parts (Moist Itch, Scabies 
humida). 

If the itch be neglected or suppressed, many vesicles oflen arise at 
one part, run together, burst and discharge an acrid ichor, which seizing 
on the neighbouring parts, considerable ulcers are often in consequence 
produced, which are covered with scabs; between these the acrid fluid 
penetrates; their edge is thick, and their circumference covered with 
itch-pustules (Itch Ulcers, Ulcera scabiosa). The appearance of these 
ulcers, the previous existence of the itch, which has been quickly sup- 
pressed, or the still existing eruption, render the diagnosis easy. 

[Krause (qa) states that itch may exist in persons. who wash. themselves often, or 
who have very tough skins, without any eruption; the itching and the power of 
communication may be present, but no visible sign of the disorder may exist, except 
the burrows of the insect. ] 

803. The cause of itch is a contagious matter which can only produce 
the disease by immediate and somewhat long-continued contact of a 
person affected with the itch, or by substances, as clothes, bedding, and 
the like, infected with the contagion. The susceptibility for this con- 
tagion varies, but it is favoured by uncleanliness, living in bad air, bad 
food, and the like; from which circumstances itch is very common in 
work-houses, among the poor, in dirty hospitals, in certain businesses, 


_ (a) Casrer’s Wochenschrift, July, 1840.—Forses’s British and Foreign Medical Re- 
view, vol, x. p. 564. 
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and so on. As to the ttch-mite found in the pus of the itch-pustule, and 
which some consider as the cause of the disease, others as secondarily 
developed in the itch-pustule, opinions are not yet alike, even after the 
careful inquiries of late made. 

The so-called False Itch (Scabies spuria, symptomatica) indeed re- 
sembles the true disease in its appearance ; it does not, however, usually 
first show itself between the fingers, does not smart so much in warmth, 
is not contaginous, but may be so, and under certain circumstances runs 
into true itch. In most cases it seems to be a kind of herpes, arises 
particularly in great uncleanliness, in bad feeding, in living in bad air, 
after the suppression of the usual discharges in persons who have been 
subject from early years to stoppage in the bowels, scrofula, or gout, in 
Spring time, and during recovery from inflammatory diseases. On the 
outbreak of itch other diseases often disappear (Scabies critica). 


The ctch-mite, (Acarus scarabxi,)which, described formerly (1), and particularly 
by Wicumann (a), could not be found by others, (Bareman, Baxer, Canron), or 
has not been considered as the cause of itch, has, by the dispute between ALIBERT 
and Lueox, by Renucci’s observations (b) confirming its existence, by the ingenious 
colonizing experiments which Axpin Gras (c) instituted, and by the careful in- 
quiries of Epis (d) and others, of late become of considerable importance, as there- 
by the earlier contradictory statements are put to rights. From Exun’s observations 
especially, it results that the itch-mite is to be found neither in the lymph nor in the 
pus of an itch patient, and just as little within the vesicles or pustules; also never 
in Scabies pustulosa, but always in Scabies vesicularis alone, and even at that time 
only just prior to the formation of the vesicle and at its being filled with serum. 
Eetz in vain employed himself to find them elsewhere than between the fingers 
and on the wrist; they may, however, occur on other parts of the body. In per- 
fectly round, well-defined and isolated vesicles the mite is sought in vain; but, on 
the contrary, it is seen in vesicles further advanced, which are only well-rounded 
and defined on one side, but on the other side have a distinct, dark, grayish, yellow 
canal, from three-fourths to one line longer, perhaps one-fifth of a line wider, also 
filled with a little serum, at the opposite blind end of which is found a little wee 
body, somewhat darker than the rest of the cuticle. If this canal be slit up with a 
cataract-knife without injuring»the dusky body, the mite, a drop of pale serum, 
usually escapes, and if the back of the cataract-knife be attempted to be brought un- 
der the mite, it may be raised and put upon a glass, where it may be ascertained 
with a simple but strongly magnifying Jens, whether you have before you the mite 
or a piece of epidermis, or dried lymph; for it shows the trunk and very hairy 
feet which are usually in motion. Under the microscope may be examined all the 
peculiarities shown by the mite, as Wichmann had already given them, and the 
accurate engravings are only to be ascribed to the best microscopes (e). 

The number of itch-mites has no direct proportion to the intensity of the 
disease; generally there are but few itch-mites on a person affected with the 
itch; a hundred may, however, exist on the hands of a patient who has but few 
vesicles (f). , ; 

Itch is produced only by the mite and not by the fluid of the pustule, and per- 
sons inoculated with pus from such pustules do not have the disease in consequence 

(Emery) (g). The itch-mite belongs to nocturnal animals, as it only wanders about 


(a) Aétiologie der Kritze, Hanov., 1791. 
Second Edit. 

(b) Gazette des Hopitaux. Paris, 1834. 
Gazette Médicale. Paris, 1834. 

(c) Recherches sur l’Acarus ou Sarcopte 
de la Gale de homme. Paris, 1834. 

(d) Ueber die existenz der Kratzmilbe ; in 
Jahrb., des éstr. Staates. Neueste Folg, 
vol. ix. p. 3. 

(e) Rasta, Mémoire comparatif sur l’His- 
toire Naturelle de l’Insecte de la Gale. Paris, 


1834. 8v0.—Frorier’s Atlas zu Hautkrank- 
heten, book v. pt. ii, Weimar, 1837,—Hetr- 
LAND, Dissert. de Acaro humans. Berol.. 
1836, 8vo. 

(f) Gras; in Annales des Sciences Na- 
turelles, vol. vi. p. 122. 

(g) Brunrenv’s Allgem, Répertor der aus]. 
Journaliste, Jan. 1835.—Konier in Med. 
Vereinszeitung, fir Preussen, 1836. No. 
9, 41. 
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at night, so contagion appears almost alone to be effected by sleeping with an itch 
patient (Ausr) (a). . f 4 . 

It is important as regards determining the inoculation of itch by transplanting the 
mite, that the mite can only be found in the itch which has not been treated with 
external remedies, although the itch continues; also that single itch-mites may be 
transferred, but no itch produced, whilst it appears after the translation of a large 
number (Gras). The number of mites has also no proportion to the number of 
pustules; they are not found in the pustular form, although that is as contagious 
as the vesicular (0). ; 

[(1) Our countryman, THomas Mourrer, the author and editor of the Theatrum 
Insectorum, London, 1634, fol., says that ABINZOAR or AVENZOAR, a Spanish-Arabian 
Physician of Seville, who lived in the twelfth century, was the first who described 
the itch-mites as acari, little lice that creep under the skin of the hands, legs, and 
feet, causing pustules full of fluid. He also quotes Jouserr, who called them 
strones, or mites concealed under the cuticle, beneath which they creep like moles, 
gnawing and causing a troublesome itching. But Mourret himself saw them, and 
remarks that their habitation is not in the pustule, but nearit; which statement was 
subsequently proved by Linnaus and Dr. Apams. And he also observes, that they 
cannot be lice as they live under the cuticle, which lice do not(c). Hvyacinru 
Crsront, at the latter end of the seventeenth century, made a careful examination of 
the itch-mite; an account of which is given by Bonomo in a letter to the celebrated 
entomologist, Revi (d). po 

(2) It must not be overlooked that, in 1812, Gatks, Apothecary to the Hopital 
St. Louis (e), made some very extensive inquiries on the subject of itch, and 
examined with the microscope more than three hundred of these animals, taken from 
the itch vesicles, which were always of the same form, but had sometimes six, 
sometimes eight legs, depending, as he believed, on variety of development. He 
confined one of these mites with a watch-glass upon his hand, and observed it pene- 
trating the cuticle; a few hours after which three vesicles appeared, and the intense 
itching left no doubt of the disease. ] 


804. The itch is sometimes more easy, sometimes more difficult to 
cure, but never dangerous under proper treatment. If it be neglected, 
especially with continued uncleanliness, it often changes its form con- 
siderably, so that there are fewer pustules than thick scurf, and various 
degenerations of the skin, often resembling Lepra squamosa, with con- 
siderable thickening of the skin and cellular tissue, and extensive ulcera- 
tion, and as in protracted ulcers, (par. 749,) with the symptoms of long- 
continued general ailing, to wit, loss of appetite, weakness, hectic fever, 
swelling of the glands, and costiveness. If it be connected with other 
diseases, as scrofula, syphilis, scurvy, gout, rheumatism, and catarrh, it 
is always more obstinate and ill-conditioned. If suppressed quickly, 
asthma, inflammation of the lungs, consumption, dropsy, convulsions, 
blindness, diseases of the joints, and the like may ensue. 

805. In the treatment of itch, a simple and complicated form are dis- 
tinguished. In simple itch, when in an otherwise healthy person it has 
existed for a longer or shorter time, it is always to be considered as a 
purely local complaint, and to be cured merely by local means. Com- 
plicated itch being in relation with the above-described general diseased 
conditions and dyscrasies, their treatment must be attended to. 

806. Simple itch is cured by any remedy which destroys the itch- 
pustule and produces such inflammation in the skin that the cuticle 

(a) Considerations générales sur la Gale (c) Kirey and Sprnex, Introduction -to 
et I’Insect quia la produit. Paris, 1836. Entomology, vol. i. p. 92. 

(b) Pewtzuin, upon Scabies vera; in von (d) Observations sur les Cirons ov In- 
Grarre und Wauraer’s Journal, vol. xxiv. sectesde la Peau des Galeux; in Collect. 


p. 176. Académ. Etrangére de Paris, vol. iv. p. 574. 
(e). Quoted at the head of the Article- 
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mortifies and is thrown off. On this circumstance may be explained the 
great number of remedies and modes of treatment recommended for the 
itch, which only operates when in their composition they have such sub- 
stances as bring about the above-mentioned effects, or are so energeti- 
cally rubbed in that the rubbing itself produces the same result. Exter- 
nally, frequent washing with soap and water is recommended, soap 
baths, frequent change of the washes, and the greatest cleanliness, 
flowers of sulphur with soap and water, or as a salve with fat, alone or 
in Connexion with precipitate of mercury, white vitriol, extract of lead, 
with laurel berries, with muriate of ammonia, and the like. Also oint- 
ments of manganese, of white and black hellebore, ung. orygenatum, 
washes of solutions of sublimate, of white vitriol and liver of sulphur, 
the sulphur fumigation highly valued by Gatrs and De Carro; the 
English mode of cure, in which the patient lies naked between blankets 
and has his whole body rubbed thrice a-day with an ounce of ointment of 
hog’s lard, soap, sulphur, nitre, and hellebore, and is put into a lukewarm 
bath only at the beginning and end of the cure; and, lastly; the rubbing 
in of black or green soap. 

807. Friction, however, with Horn’s liniment and black soap ts far 
preferable to all other modes of treatment. Both remedies are simple 
in their application, and cheap, and cleanliness can be easily preserved. 

Greasy salves are of all the remedies against the itch the most filthy, partly 
because, especially if they have been Jong kept in store in the apothecaries’ shops, 
they quickly dry up the itch and metastasis is produced; partly because their use is 
accompanied with much disagreeableness, and the observance of due cleanliness is 
searcely possible. The wards of itch patients in hospitals where this mode of treat= 
ment is employed, give sufficient proof of this assertion. 

808. ‘The liniment recommended by Horn (a), composed of one part 
of flowers of sulphur, two parts of black soap, and as much water as 
necessary to make a liniment, is to be rubbed in four times a-day to the 
amount of four to six drachms, on all parts affected with the itch and so 
smartly that the patient may feel a burning sensation and the diseased 
skin may spring off; at the same time, also, warm baths and the greatest 
cleanliness possible. 

The strenuous rubbing-in of this liniment, so that the above-mentioned symptoms 
may be excited, is in no case to be neglected, and therefore also in hospitals the 
friction is not to be left to the will of the patient, but is to be made under the 
observation of trustworthy attendants. Ihave, by attending to this circumstance, 
perfectly cured in a short time cases of inveterate itch which have withstood various 
kinds of treatment. 

809. Fiscurr (6) has proposed the application of smear soap (black or 
green soap, sapo viridis) in the following way:—The patient, quite 
naked, smears his whole body, in the morning, with from two and a half 
to three ounces of green soap, then puts on a clean fresh shirt and goes 
to bed from which he is not to get up till the cure is completed, except 
to eat and to go to the night-stool; in the evening the same quantity of 
ointment is to be rubbed in as in the morning. On the second and third 
days two complete rubbings, each of two ounces, of the whole body are 
to be made, as well as where the pock and smarting are, as where they 

(a) Oeffentliche Rechénschaft tber meine zwolfjahrige Dienstfihrung, u. s. w. Berlin, 


1818, p. 164. %s 
(6) Grar; in Heidelberger klinisch, Annalen, vol. vii. p. 554. 
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are not.» On the fourth day or after the sixth rubbing, the friction is to be 
continued morning and evening but only on those parts where the erup- 
tion and smarting exist; the same also on the fifth and sixth days; and 
from the fourth to the sixth day no more than four ounces are to be used. 
On the seventh day, when no more of the eruption and itching are ob- 
servable, the morning rubbing is to be carefully used, but in the afternoon 
a general soap bath (of smear soap and warm water) is to be resorted to, 
which concludes the cure and the patient is to be provided with clean 
linen and clothes. If after the soap baths a few pocks of itch still show 
themselves here and there, they must be anointed a day or two longer 
and the patient must then bathe again. In summer he may be at once 
set at liberty, but in winter requires a day or two’s rest. During the 
cure no internal treatment is needed, his food must be simple, soup, 
pulse and meat; his drink, water; the temperature of his room at all 
times of the year should be from 18° to 21° Reaumur [= about 72° to 
81° Fanr. | 

810. The symptoms which occur during this treatment are the follow- 
ing. Some hours after the first rubbing there is tension of the skin with 
slight burning; gradually the burning becomes more severe and at the 
third or fourth rubbing so great, that the irritable patient declares he feels 
as if he lay in the fire. ‘The third day is usually the most painful; the 
skin is then not merely red and inflamed but elevated into little close-set 
watery blisters with which the itch pustules become confluent. On the 
fourth the redness for the most part still remains, the little vesicles 
become here and there larger, in many parts crack and the skin turns off 
in plates as in true smooth scarlet fever. The patient suffers in the night 
only a little smarting. Merely*on those parts where the rubbing has 
been less severe and the inflammation of the skin together with the 
watery blisters not completely developed, do the old itch pustules 
partially remain or re-appear. From the fifth to the sixth day, the in- 
flammation, redness, and burning of the skin diminish, and the skin 
peels in such large masses, that parts of the body an inch broad and long 
become visible, covered with quite new and perfectly clean epidermis. 
The sleep is quiet and the patient feels himself comfortable. Inthe bath 
the cuticle comes off completely; the new skin is free from eruption and 
what still remains of the old skin is already destroyed and peels off the 
next day without further assistance. 


Grar continues rubbing the skin with tallow made fluid every evening, for eight 
days, for the purpose of removing the tension which sometimes continues in the 
delicate young skin and to facilitate the scaling of still firmly attached old pieces of 
epidermis. In eruptions of many years standing, he first orders a purifying medicine 
of tartar emetic and sulphate of soda; and during the rubbing gives intemally two 
doses of sulphur daily, and rubs in a day or two longer. In cases where, after some 
years, the itch still remains local, the soap alone is sufficient; but when the above- 
described general symptoms are present, suitable internal remedies must be em- 
played In seven days Grar (a) cured an elephantiasis spreading over the whole 

ody. 

For the reasons above described the efficiency of this mode of treatment may be 
judged of, and to it may be added some methods which have recently been recom- 
mended as especially efficient. V&zrn’s treatment, a lukewarm bath, in which the 
patient, standing, is to be rubbed over the whole body with warm water and black 
soap by means of a piece of coarse woollen stuff, with which care should be taken 


(a) Above cited. 
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to rub off the existing itch-pustules and blisters. The patient is then, without 
further clothing, to be covered up in thick flannel and lie for twelve hours on a mat- 
tress provided with a pillow, and covered up, besides the cloak, with a woollen 
cloth. After the lapse of the appointed time he gives up his cloak and lying down, 
for the purpose of rubbing in, near the fire, a sufficient quantity of the following 
salve, su/ph. depur. subtillissime pulv. 3). rad. helleb. alb. subl. pulv. Sij. potass. nitr. 
subl. pulv. gr. x. sapon. nigr.,.3j. adip. suill. Ziij. M., over the whole body and espe- 
cially on those parts affected with the eruption, after which he puts on his cloak and 
resumes his:former position. After twelve hours, this rubbing is to be repeated, 
and again after another twelve hours. When the fourth twelve hours have passed, 
the second and last bath is to be used, in which he remains as long as in the first; 
and the cure is completed. During the cure care must be taken that the tempera- 
ture of the sick-chamber should be kept up to 28°-30° Rraumur [= 95° to 100° 
Faur.] The patient should then put on clean linen and his previously disinfected 
clothes. Prnrziin (a) uses tar soap, composed of one part of good fat tar, two parts 
of old salt butter melted together over a charcoal fire, and one part of finely powdered 
potash shaken into it whilst being stirred; this the patient with the help of an 
assistant rubs over the whole body without overlooking a spot. After putting on a 
clean shirt the patient goes to bed and there continues at the second rubbing, which 
is to be done twenty-four hours after in a similar manner. After the first or second 
rubbing, the single pustules are observed to shrivel and form a flat smooth crust. 
Neither irritation nor inflammation of the skin is observed; the patient, however, 
complains of a disagreeable sensation principally depending on the somewhat sticky 
nature of the ointment. After the fourth, and at latest after the seventh rubbing all 
the pustules are seen to be changed into thin, smooth, brownish crusts; the rest of 
the skin appears smooth and natural. The patient must, however, have a purifying 
bath of 28° Reaumur [= 95° Faur.], and after remaining in it some time and 
careful rubbing, the whole body is, on leaving the bath, to be properly rubbed with 
green soap, and he is put to bed, where, by careful rubbing kept up with woollen 
cloths, every thing attached to the skin is removed (0). 

[In the Belgian army liquid sulphuret of lime is used for the cure of the itch 
according to the following order:—‘‘ Hach patient is to be supplied with an ounce 
or an ounce and a half of liquid sulphuret of lime ina small pot. This quantity he 
is to rub carefully and slowly with his hands on every part that is covered with 
papule. If there be any papule on the back, another patient is to rub the liquid on 
that part. The operation is to be repeated three times in the twenty-four hours so 
that each patient consumes three or four ounces of the sulphuret daily. A bath is to 
be taken every alternate day ; the frictions are to be suspended on that day. Fifteen 
frictions (or ten days’ use, are usually sufficient for the cure of the disease, if the 
medical officer in charge sees that the remedy is properly used. Preparation of the 
sulphuret of lime.—Take of sublimed sulphur 16 Ibs. and of quick lime 32 Ibs. and 
boil in 80 lbs. of water for three quarters of an hour. Let the mixture rest for some 
time until it settle, and then let the clear fluid be decanted off. Boil the residue 
afresh in about the same quantity of water, treat it in a similar manner, and add 
this decoction to the first. Usually 140 lbs. of the sulphuret, at 12° by the areometer 
are thus obtained. If the liquid be more dense, it should be lowered to this standard 
by the addition of rain water (c).] 

811. In Complicated Itch the local treatment must be preceded by, or 
accompanied with the internal remedies in part already mentioned, sul- 
phur alone, or with antimony, purgatives, woody drinks, and the like. 
If the itch by its long continuance have very much weakened the patient, 
orifascrofulous, syphilitic, scorbutic, gouty, or rheumatic dyscrasy exist, 
the proper remedies for them must be employed. 

812. Itch ulcers may be bathed with sublimate water, aqua phage- 


denica, in addition to sulphur ointment, or any of the above-mentioned 


(a) Above cited. | 

(6) Dr. Seraer, Vergleichende Versuche tiber die Behandlungsarten der Kritze nach 
Vezin, Fricke, und Preurrer; in Wurtemb, Correspondenzblatt, 2839, July 29. 

(c) Brarrawarre’s Retrospect of Practical Medicine and Surgery, vol. x. p. 115, 
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salves. If these ulcers be of long continuance, it is advisable to 
establish issues before stopping them up, which in a very old itch is 
especially not to be neglected. 

813. If the itch be quickly suppressed, we must endeavour to restore 
the eruption by blisters, by rubbing of tartar emetic ointment, washing 
and rubbing the skin with irritating remedies, and even by inoculating 
the itch; at the same time also external remedies acting on the skin, 
especially sulphur and antimony, must be used. 
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814. Venereal Ulcers, Chaneres, (Ulcera Venerea, Syphilitica, Lat. ; 
Schanker, Germ. ; Chancres, Fr.,) are distinguished as primary and se- 
condary (1); the former are consequent on the inoculation of venereal 
poison and occur at the place of infection; the latter are symptoms of 
general infection of the body (2). 


[(1) The terms venereal ulcers, chancres, here used indiscriminately by Cuenius 
in reference to both primary and secondary sores, are incorrect. All the sores 
which result from impure connexion are venereal, in the common acceptation, but 
all venereal sores are not chancres; therefore to name them chancres produces an 
erroneous impression of their nature, and should be avoided. ‘The employment of 
the title, chancre, to sores whether primary or secondary is also improper, for 
although the primary sore, to which alone English Surgeons, following the authority 
of Joun Hunter restrict the name, chancre, may infeet the constitution and cause 
secondary sores and other symptoms, which, together, are by him designated Jues 
venerea, yet the matter from a secondary sore will not produce chancre, as proved 
by Hunrmr’s experiment of inoculating a man who had venereal blotches with 
matter from his own sores, and also with chancrous matter, in which case the former 
wounds healed up, but the latter became chancres. It is therefore preferable to give 
the name syphilis to the whole series of symptoms resulting from the communication 
of the poison of the Hunterian chancre, which is the primary manifestation of the 
disease, as the ulcers in the throat, the eruptions and sores on the skin, and affections 
of the bones are the secondary or constitutional results. 

(2) Joun Huwrer says:— The venereal poison is capable of affecting the human 
body in two different ways; Jocally, that is in those parts only to which it is first 
applied, and constitutionally, that is in consequence of the absorption of the venereal 
pus which affects parts while diffused in the circulation. * * * The local or first 
kind is what I have called immediate, arising immediately upon the application of 
venereal pus. Of this kind there are two sorts seemingly different from one another. 
In the first there is a formation of matter without a breach in the solids, called a 
gonorrhwa. In the second there is a breach in the solids called achancre. Neither 
of these two ways in which the disease shows itself is owing to any thing peculiar 
in the kind of poison applied, but to the difference in the parts contaminated.” 

. 24. 
al The mostimportant feature in the natural history of syphilis is,” says Lawrence, 
‘‘the progress of the complaint from one part of the body to another; the succession 
of symptoms it shows in successive organs and textures; the frequent renewal of 
the disease in the same organs, or textures, after it has apparently ceased. Some 
forms of the disease are attended with considerable suffering, great local suffering 
and considerable constitutional disturbance. When we find that these symptoms 
are capable of showing themselves, from time to time, in different parts; when we 
find the disease come on again and again in the same part; when we find that those 
affections require, as they frequently do, the employment of vigorous and active 
means of treatment, which exert powerful influences on the animal economy, we 
cannot wonder that the constitution is frequently enfeebled by the disease, and that 
in some cases, patients ultimately sink under it. In this point of view, the nature 
of syphilis is sufficiently serious, though not so serious as formerly supposed.” 
(p-. 723-24.) ] 

815. The operation of the venereal contagion pre-supposes a peculiar 
delicate structure of the part or a deprivation of its cuticle. Primary 
syphilitic sores therefore usually arise on the glans, and on the prepuce, 
on the buttocks, on the nipples, on the lips and tongue, according as the 
infection has occurred from connexion, from suckling children, from 


kissing, and the like. 


we 
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816. From two to four days, sometimes longer, sometimes shorter (1), 
after the communication of the venereal poison in an impure connexion, 
there appears on some part of the glans or prepuce in men, and on the 
labia or nymphe in women, a red inflamed spot, accompanied with a 
smarting sensation, and usually in men with frequent erection ; this rises 
to a little vesicle filled with pale fluid, which after some time breaks 
and leaves behind a superficial excoriation; or a hard painful lamp 
arises, which bursting forms a painful ulcer. These ulcerated spots 
enlarge, have more or less hard everted edges, surrounded with an 
inflamed edge, and having a foul lardaceous bottom ; or they are often 
covered with scurf, are often very eating, or have everted but not hard 
edges. ‘They spread more quiekly or more slowly in breadth and depth, 
are more or less painful and inflamed, become sometimes even sloughy, 
cause considerable destruction, and often even bleeding (2). 

The pus secreted by venereal ulcers, is sometimes thin, sometimes of 
more consistent nature, of a yellowish-white or yellowish-green colour, 
and makes on white linen, spots like half-melted tallow. Its quantity 
is always more considerable than from the size of the ulcer might be ex- 
pected. After healing, scars remain, which have the same size as the 


previous ulcers. 


[(1) Joun Hunrer says:—‘‘T have known cases where the chancres have ap- 
peared twenty-four hours after the application of the matter, and I have known them 
seven weeks. * * * An officer in the army had a chancre break out upon him two 
months after he had had any connexion with a woman.” (p. 232.) 

Ricorp, in addition to this, observes that ‘‘ experience has shown him that on the 
third day of inoculation the pus of chancre became contagious and sometimes even 
on the second.” (p. 540.) 

(2) ‘This like most other inflammations which terminate in ulcers, begins, says 
Joun Hunter, “first with an itching in the part; if it is the g/ans that is inflamed, 
generally a small pimple appears full of matter, without much hardness, or seeming 
inflammation, and with very little tumefaction, the glans not being so readil 
tumified from inflammation as many parts are, especially the prepuce; nor are the 
chancres attended with so much pain or inconvenience as those on the prepuce; but 
if upon the fr2num, and more especially the prepuce, an inflammation more consider- 
able than the former soon follows, or at least the effects of the inflammation are more 
extensive and visible. Those parts being composed of very loose cellular membrane, 
afford a ready passage for the extravasated juices; continued sympathy also more 
readily takes place in them. The itching is gradually changed to pain; the surface 
of the prepuce is in some cases excoriated, and afterwards ulcerates; in others a 
small pimple or abscess appears, as on the glans, which forms an ulcer. A thick- 
ening of the part comes on, which at first and while of the true venereal kind, is very 
circumscribed, not diffusing itself gradually and imperceptibly into the surrounding 
parts but terminating rather abruptly. Its base is hard and the edges a little pro- 
minent. When it begins on the frenum or near it, that part is very commonly 
wholly destroyed, or a hole is often ulcerated through it. * * * The original ex- 
coriation or wound may heal although contaminated, and afterwards become a 
chancre. (p, 233.) ‘ 

Lawrence observes, that ‘generally speaking, the process of ulceration in a 
syphilitic sore is not very rapid; it is rather a chronic kind of ulceration, thouch 
there is considerable difference in the various kinds of sores which belong to this 
disease. Usually speaking, the syphilitic sore is of a circular figure, but not ne- 
cessarily so. The sores which are produced by the application of venereal poison 
to the external organs of generation are various in their appearance. We cannot 
deseribe one particular character of sore as the result of venereal poison. We find 
that there are several, all of them seeming to be equally produced by that cause 
and yet differing materially from each other in their characters.” He divides these 
sores into five kinds: Ist, the simple venereal sore, (venerea vulgaris of Evans,) a 
superficial ulceration, taking place very commonly on the internal surface of the pre- 
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puce. Usually there is more than one; generally a sore upon the corona glandis, 
frequently two, three, or four of them, in that situation just behind the prepuce; or 
such a number may form around the orifice of the prepuce itself. In the first place 
there is a degree of excoriation from ulcerative absorption; after a certain time the 
excoriation thus produced is filled up, so that the sore becomes again level with the 
rest of the surface, the continuation of the reproductive process goes on, and pro- 
duces an excess of substance in that particular part, so thatit projects above the sur- 
rounding surface and then the part cicatrizes. ‘These are the stages this sore goes 
through, and it will often occupy four, five, or six weeks in proceeding through the 
different stages. It is also very painful, and commonly the surface bleeds when 
the dressings are changed and the part is exposed. * * * 2d, A venereal sore in 
which the margin of the ulceration is elevated, and a little indurated; * * * there 
is a roundish kind of margin; the surface of the sore itself has something in it of a 
peculiar character, and the discharge from it is scanty in quantity; it bursts and 
forms a thin scab. 3d, The indurated chancre, that is, a venereal ulceration taking 
place on an indurated basis, so that the margins of the sore and the basis on which 
it is formed present an unnatural hardness.’? his is Hunrer’s chancre, but Law- 
RENCE does not agree with his views in reference to the hardened base and edges 
being essential to the character of atrue syphilitic sore. ‘4th, The phagadenic pri- 
mary sore, presenting the removal of a part by ulcerative absorption; the part has a 
sharp edge, is sometimes undermined, and the surface is irregular and ragged ; there 
is an eating away, as the termimplies, of the textures of the part; there is no forma- 
tion of granulations; there is nothing like an attempt at the reproductive process, 
and there is a thin ichorous and very offensive discharge from the sore. Sometimes 
this phagedenic ulceration extends slowly on the prepuce or glans, and greatly 
destroying those parts; at other times it goes on with much more rapidity ; the sur- 
face of the sore assumes a livid appearance; there is an ichorous discharge; the 
ulcerative process goes on, and it frequently destroys the whole of the organ. 5th, 
The sloughing or gangrenous chancre, where there is a loss of vitality, and the sur- 
face of the sore assumes a dark, black, and manifestly a sloughy appearance. The 
surrounding parts are highly inflamed in this case; there is considerable redness, 
swelling, and acute pain; there is also loss of vitality, and the ulcerative surface of 
the part that has sloughed is separated, and a fresh slough forms over the part; thus 
the sore becomes rapidly larger and it spreads in every direction, until the part is 
destroyed by that kind of process constituting sloughing phagedena, * * * This 
sloughing change is found to take place under two different circumstances. We 
very commonly see it as the result of neglect and intemperance, in the cases of sores 
that may not have been sloughy originally, and where persons having primary 
syphilitic sores take none of the precautions to get rid of them, but continue their 
occupations and go on with their intemperate habits, causing a high degree of in- 
flammation to be super-induced upon a*complaint which is of itself originally of an 
inflammatory nature; but in other cases the sloughy state is observed from the very 
first; there is a high degree of constitutional disturbance under this form of change ; 
there is a full and hard pulse, more particularly when it occurs in young robust 
persons; a white tongue, and in fact the general symptoms that characterize high 
inflammatory fever.” (p. 765-66.) ] 

817. The pus of the ulcer is the special vehicle of the venereal con- 
tagion, the proximate nature of which is unknown, but by its absorption 
the general Venereal Disease or Pox (Syphilis universalis, Lues Venerea, 
Lat. ; Lutseuche, Germ.; Vérole, Fr.) is produced, which is manifested 
by various signs. 

{Joun Hunrer’s assertion that the matter produced in gonorrhea and chancre is 
of the same kind, and that the only difference is that the one proceeds from a se- 
creting and the other from a non-secreting surface, having been already discussed. 
(pp. 163, 64,) and clearly refuted by the observations of Bensamin Bett, Hernan- 
pez, Ricorp, and others, does not require further discussion, as it is now universally 
held that they are two distinct and independent diseases.—J. F. Ss. 

Various experiments have been made as to the effects of inoculating matter from 
patients labouring under gonorrhea, or chancre, from sores on the genitals, supposed 
to be syphilitic, and from secondary sores on other parts of the body. Some of 
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these were instituted by Hunrer with a view to determine the identity of the poison 
of gonorrhea and chancre, which he considered he proved, though this opinion is now 
generally held to be erroneous; and also to ascertain whether the matter from pri- 
mary and secondary sores was the same. But we are indebted to Ricorp for having 
proposed inoculation for the purpose of distinguishing syphilitic sores, whether 
primary or secondary, from doubtful sores, the situation and character of which might 
at first lead to the notion of the syphilitic nature, although in reality quite free from 
that disorder. The following are the very interesting and important observations 
he has made on this subject :— ‘. 

‘All the natural or morbid secretions of individuals reputed to be syphilitic have 
been examined by means of inoculation, and one single form has furnished constant 
results, and that form is, the primative ulcer, otherwise called chancre. ‘The chan- 
cre, which is to the constitutional pox what the bite of the mad dog is to hydropho- 
bia, does not produce always a specific pus, but at one certain epoch of its existence, 
and it is certainly from not having appreciated this so simple fact, that the results of 
inoculation have been contested or appeared doubtful. It is very evident that the 
primative syphilitic ulcer cannot be the same atall its periods, and that it cannot arrive 
at scarring, if it do not at least pass to the state of a simple ulcer, by the destruction 
of the cause which tended to keep it up; but we must not require from these diffe- 
rent phases, similar characters, corresponding results; it is in the period of progress, 
or of the statu quo of the ulceration, whilst there is no attempt to scar, that the 
chancre secretes the venereal poison. 

‘“The specific nature of the chancre is neither grounded in the organ actually 
ailing, nor in the vitality or functions and sympathetic reactions of this organ, nor 
yet in relation with the greater or less degree of inflammation which may accompany 
the ulceration. Its seat has so little influence on the special nature of the chancre, 
that that disease cannot be regarded, without error, as peculiar to the generative 
organs. In reality, there js no part of the skin which cannot become its seat; no 
spot in the requisite condition, and can be voluntarily fixed on, is safe from it; de- 
veloped on other regions, than the generative organs, it still preserves all its charac- 
ters without any exception. Thus the chancre of the tip of the finger, of the thigh, 
of the tongue, of the foot, (if it be nat modified,) furnishes pus, inoculable, and ca- 
pable of producing another chancre without the participation of the generative organs ; 
whilst no other alteration of these organs is capable of re-producing a chancre, whatever 
may be its form, its extent, and the degree of the accompanying inflammation. * * * 
This fact then is established by experiment, and may the mere speculations of the 
closet dispute it? ‘The chancre whatever its seat, is the consequence of a specific pus, 
which it alone secretes, and which as has been so wel] named true leven, peculiar 
ferment, (véritable levain, ferment spécial,) reproduces an identical disease wherever 
it is fitly deposited. a 

«But this particular leven, which has no specific action but when it determines 
an ulceration, is produced only during that period of the chancre, which then almost 
makes, if the expression be permitted, an accidental virulent organ. In reality as we 
have seen, the chanere has two very distinct phases; the first, to which the name 
still belongs, is that of growing or stationary ulceration, it is that which furnishes 
the peculiar pus; the second is, that of reparation, which only takes place by its 
passing to the state of simple ulceration, permitting the searring or transformation 
on the spot, and furnishing no more specific virulent secretion. It may be imagined 
how important the distinction between these two periods of chancre is; for without it 
every thing is confusion, and the same ulceration which inoculated a few days be- 
fore no longer giving contagious pus. We must decide on the uncertainty of the 
experiments, where, on the contrary, they are of great value. ; 

+ But if we take some of the secreted matter of a chanchre, at the period we have 
pointed out, and convey it with a lancet beneath the epidermis, see what happens ; 
in the first twenty-four. hours, the puncture, as in cow-pox, reddens; on the second 
or third day, it swells a little, and presents the appearance of a little papule en- 
circled by a xed areola; on the third or fourth day, the epidermis, raised by a liquid 
more or less turbid, takes on a form, often vesicular, presenting on its tip a black 
- point, resulting from the dying of the blood of the little puncture; on the fourth or 
fifth day, the morbid secretion increases, becomes purulent, the pustular form is de- 
cided, and its depressed tone gives it the navel-like appearance which allies it to the 
pustule of small-pox. At this period the areola of which the extent and intensity 
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had increased begins to subside or diminish, especially if the disease have not 
made progress; but after the fifth day, the subjacent tissues, which often have not 
yet been affected, or have been only slightly edematous, infiltrate and harden by 
the pouring out of a plastic lymph which is resistant to the touch, and has the 
elastic feel of certain cartilages; at last, usually after the sixth day, the pus 
thickens, the pustule wrinkles, and crusts soon begin to form. If these be not 
detached, they enlarge at their base, and rising by stratified layers, assume the form 
of a truncated cone with depressed top. If the crusts be detached, or drop off, an 
ulcer is found below, seated on a hard base, presenting a ground of which the depth 
is represented by the whole thickness of the skin, and of which the surface, white, 
more or less deeply tinged with gray, is formed by a lardaceous, sometimes by a 
ultaceous matter, or even bya false membrane which cannot be detached by wiping. 
he edges of the ulcer at this time sharply cut as by a circular punch, are, however, 
undermined to a greater or less extent, and present under a lens slight indentations 
_and a surface similar to that of the ground; their edge, the seat of a gorging and 
hardening corresponding to that of the base, presents a kind of ring of a reddish- 
brown colour, more or Jess tinged with violet, and which, more prominent than the 
neighbouring parts, so raises the edges by turning them a little out, as at first gives 
a funnel-shaped appearance to these ulcerations.”’ (p. 85-90) J. 

818. Swellings of the Glands (Buboes) in the neighbourhood of the 
ulcers, are in many cases to be considered as the first symptoms of gene- 
ral syphilis. They are caused by absorption of the venereal poison 
(idiopathic buboes ); but they may also be the consequence of a consen- 
sual irritation attacking them (sympathetic buboes). ‘They appear mostly 
in the glands of the groins, whilstthe primary ulcer still remains on the 
generative organs, and usually when the inflammation in the ulcers is 
not very great, the ulcer not making progress or even after it has healed. 
The patient first feels a tension and pressure in the groin, and a hard 
painful swelling of one or several glands appears which may be pushed 
about beneath the skin, or is attached to it. The swelling increases, 
the skin over it reddens, the pain becomes constant, and febrile symp- 
toms are not unfrequently set up. ‘The bubo may disperse, but if the 
pain be severe and throbbing, its passage to suppuration 1s certain, when 
the swelling softens at its top, the skin bursts, and an ulcer is produced, 
with hard everted edges, and its foul bottom often beset with granula- 
tions. Burrowing of pus and considerable destruction frequently take 
place. Buboes may even in a very high degree of inflammation and 
under dangerous internal and external influences run into gangrene. 

[‘* The true venereal bubo, in consequence ofa chancre, is,’ says Joun Hunrer, 
‘most commonly confined to one gland. It keeps nearly its specific distance till 
suppuration has taken place, and then becomes more diffused. It is rapid in its 
progress from inflammation to suppuration and uleeration. ‘The suppuration is com- 
monly large for the size of the gland, and but one abscess. The pain is very acute, 
The colour of the skin where the inflammation attacks is florid red.”’ (p. 285). 

Ricorp has ascertained by inoculation that buboes are of seven kinds :—Ist, The 
bubo may be simply inflammatory; a, by propagation of the inflammation, without 
reference to the particular nature of the primary eause of its production, whether a 
clap, a chancre, or every other lesion; b, by sympathetic reftection. 2d, It may be 
virulent, that is, dependent on the direct absorption of the specifie matter of the syphi- 
lis, and then it is the strict consequence of chancre, the pus of which can alone produce 
it. 3d, It may be superficial or deep, or may appear in both forms. 4th, It may 
have its seat in the cellular tissue, in the lymphatic vessels or ganglions, separately 
or conjointly. 5th, It may be acute or chronic. 6th, It may be preceded by the 
other symptoms called primary or it may appear at once. 7th, When other symp- 
toms have appeared before it, it may either follow them immediately, and then be 
only a successive symptom, or it may present itself at the period of the general 
symptoms of the pox, and constitute secondary bubo, * * * * Whenever an in- 
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flammation of the cellular tissue or of the lymphatic system of the inguino-crural or 
other regions has been consequent on any other cause than chancre, and suppuration 
has been the consequence, no result has been obtained by inoculation, whatever have 
been the period and the conditions under which the pus has been taken. Thence, for 
instance, when a clap has preceded the bubo, and suppuration has occurred, no in- 
oculable pus is obtained; it is only when preceded by a chancre, that a specific pus 
capable of incculation is furnished. But it is not sufficient that a chancre should 
have preceded the bubo, for the latter of necessity to furnish a specific pus; for that 
purpose the bubo must be neither the result of a simple sympathetic or successive 
inflammation, but there must have been absorption; but absorption, when it occurs 
after a chancre.of the generative organs, affects only the superficial ganglions, and 
most commonly only one at a time, although more ganglions, either superficial or 
deep, may be inflamed. or swollen at the same time, so that one ganglion actually 
presents all the characters of a virulent bubo, whilst the neighbouring ones, in 
which the inflammation has reached to suppuration, as well as the surrounding 
cellular tissue, present simple and not virulentcharacters. It was some time before 
I could well make out these conditions and explain why all the buboes would not 
inoculate, as those who had repeated my experiments without well knowing them, 
had asserted ; and how it happened that a bubo of which the pus would not inocu- 
late one day would do so on the following; or why in a bubo with separate centres, 
and which might be called multilocular, one centre furnished inoculable pus and the 
other did not. I then set about being more exact in my experiments, and first in- 
oculated all buboes, immediately on opening them, with the first pus that escaped, 
and the result was negative, which explained M. Cunzerier’s statement, who had 
perhaps only experimented under these circumstances, or with simple buboes. I 
then, at two, three, four, five days and more, after opening, took some pus from 
these same buboes, and then the pus exhibited in many instances positive results, 
and in others the inoculation continued to produce nothing. In the former case the 
centre, as well as the edges of the opening, delayed not to take on the characters of 
chancre, whilst in the latter the abscess followed the course of simple phlegmonous 
or lymphatic abscess to its cure. Animportant question then remained for decision, 
whether in the case where the pus of the bubo had not inoculated at the instant of 
the opening, it had not acquired its inoculable quality by contact with the air, or by 
the external mixture, after opening with the pus of a pre-existing chancre, or in some 
other manner. The solution appeared very difficult, when a patient came to me 
with a bubo following a chancre, and with large suppuration. 1 opened the abscess, 
but after having discharged the pus from the cellular tissue, I found in the middle 
of its centre a very large lymphatic gland fluctuating in its centre. This I opened, 
and with the pus it contained made an inoculation, and at the same time a similar 
one with pus from the neighbouring parts, that is, from the cellular tissue; and 
whilst the pus from the ganglion produced the characteristic pustule, that from the 
cellular tissue produced nothing. * * * The same results were obtained by pus 
from the course of the lymphatic vessels. * * * But as to the deep ganglionic 
swellings called deep buboes, when they suppurate, which is much more rarely 
than the superficial, the pus furnished from them never inoculates, unless in a puru- 
lent deposit, they are found after the cut bathed in the pus of a neighbouring 
chancre or by an infected superficial ganglion; but never in this case are the deep 
ganglions infected by absorption.” (p. 62-6; Fr. edit., p. 138-146). 

Upon the question of the existence of syphilitic buboes, without primary sore, 
Hunrer'speaks with caution. He says, indeed, “the first and most simple mode 
(of absorption) is where the matter either of a gonorrhea or chancre has only been 
applied to some sound surface without having produced any local effect on the part, 
but has been absorbed immediately upon its application.” But almost immediately 
after he observes :—* It must be allowed that this mode of absorption is very rare ; 
and if we were to examine the parts very carefully, or inquire of the patient very 
strictly, probably a small chancre might be discovered to have been the cause, 

-which I have more than once seen.” Another concludes, ‘ there is, however, no 
great reason why it should not happen.” (p. 274). From these observations it is 
quite clear that Hunrer’s mind was not satisfied upon this point. 

Ricorp has also inquired into this subject, and observes :—*“ If, however, it be 
true, that after suspicious sexual connexion, the enlargements of the neighbouring 
ganglions of the generative organs become rarely primarily affected, there are, how- 
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ever, circumstances in which it is impossible to find any suspicious antecedent or 
concomitant, and then we are forced to admit a primary bubo (bubo d’embiée). When 
these enlargements are carefully examined without our being led into error by those 
which may resemble them, we find that they most commonly appear in the deep 
ganglions, and as frequently, even in those of the iliac fossa, or at least in the sub- 
aponeurotic ones of the thigh; that their course is often chronic; that they are long 
indolent, and have little disposition to suppurate; but it is very remarkable, that 
when they do suppurate, the pus they produce will not inoculate: never as yet 
have I found a bubo embracing all the positive signs of an immediate bubo which 
produced inoculable pus. If to this important observation be added, that after the 
exact researches which I have made, I have never found that immediate buboes, in 
the strict sense of the word, have been followed by general symptoms of pox, the 
importance of inoculation in this case will be evident.’? Hence he concludes, that 
‘¢a virulent bubo, or that from the absorption of the pus of chancre, isa symptom 
in every respect analogous to chancre as to its nature, and only differs in its seat; 
that virulent bubo is the only one which will inoculate; that the signs indicated by 
authors for distinguishing virulent bubo from the enlargements with which they are 
confounded, without exception, in the greater number of cases, serve only to 
establish a rational or probable diagnosis, and that inoculation alone can be consi- 
dered as the indisputable ond pathognomic sign; and that if in a greater number of 
cases the precise diagnosis of a bubo were not absolutely necessary to direct the 
treatment and to form a prognosis of the coming chances to the patient, when there 
is question of a bubo being immediate, we should never neglect when suppuration 
has taken place, to examine it at every stage of its course, careful examination, close 
observation having proved that buboes which do not inoculate (when the experi- 
ments are properly made) are never followed by secondary symptoms, and that they 
also are not syphilitic; whilst from other causes which often escape us, and with- 
out needing the pox, may give rise to enlargements of the lymphatic system of one 
region of the body as well as another; and that it would therefore be absurd to 
conclude that a bubo is necessarily syphilitic because it had appeared a short time 
after connexion.’ (p. 67-9; Fr. Kdit., p. 148-51.)] 


819. If the disease be general, it attacks especially either the skin, 
mucous membrane, or bones. The length of time from the origin of the 
local syphilitic symptoms to the outbreak of the general venereal dis- 
ease is different. Usually it occurs six weeks after the primary syphilitic 
affection ; a longer as well as a shorter space of time may, however, be 
observed. ‘The attack of the masked syphilis (lues larvata) can only be 
properly applied to this period, when, with a seeming cure of the primi- 
tive syphilitic affections, up to the outbreak of the general disease, no 
decided symptoms are manifest. The appearance of the general syphilis 
is mostly accompanied with slight fever and with burning heat in the 
palms of the hands. 

[‘* The venereal matter,” observes Joun Hunrer, ‘when taken into the constitu- 
tion produces an irritation which is capable of being continued independent of a 
continuance of absorption; and the constitution has no power of relief: therefore 
a lwes venerea continues to increase. This circumstance is perhaps one of the best 
distinguishing marks of the dues venerea; for in its ulcers and blotches, it is often 
‘imitated by other diseases which, not having this property, will therefore heal and 
break out again in some other part; diseases in which this happens show themselves 
not to be venereal ; however, we are not to conclude because they do not heal of 
themselves, and give way only to mercury, that therefore they are venereal, although 
this circumstance, joined to others, gives a strong presumption of their being such.” 


(p- 320.)] 

820. An Inflammation in the Mucous Membrane of the Throat most 
commonly shows itself as a seeming catarrhal affection, with stoppage 
in the nose, difficulty in swallowing, hoarseness, snuffling speech, and 
tears in the eyes. On internal examination of the throat, the mucous 
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membrane is found reddened, the tonsils and wvula swollen; the red- 
ness, specially fixed on certain spots, is on others pale and discoloured. 
These places break up and run into ulcers, which are sufficiently cha- 
racterized by their peculiar appearance. Vesicles often arise on the 
inside of the cheeks or at the corners of the mouth, which sometimes 
run into ulcers. These sores spread quickly, destroy the pendulous 
palate, attack the bones of the nose, produce a stinking secretion from 
it, (Ozena syphilitica,) caries, and destruction of the nose-bones. 

821. On the external skin syphilis appears as blotches, (Macule, Lat.; 
Flecken, Germ.; Taches, Fr.,) vesicles, (Vesicule, Lat. ; Blatterchen, 
Germ.; Vésicules, Fr.,) or pustules, (Pustule Lat.; Pusteln, Germ. ; 
Pustules, Fr.,) which are especially common on the face and forehead, 
(corona Veneris), and at first have a pale but subsequently a copper- 
coloured redness. ‘The pustules are surrounded with a reddish brown 
edge, are sometimes single, sometimes collected in groups; they often 
produce considerable burning, especially at night, and frequently run 
into ulcers which have purple edges, and secrete an ill-conditioned 
ichor; they usually increase only in breadth, though often in depth, and 
even attack the bones. If pustules occur on hairy parts, the hairs fall 
off; if beneath the nails, these fall off also, or are loosened by the ulcers, 
and the fresh growing nail is misshapen. These pustules often appear 
in form of small boils, which do not suppurate, but merely trickle. 


[Lawrence describes four forms of cutaneous syphilitic eruptions: ‘Ist, The 
scaly eruption is one of the most common. The skin before the eruption appears 
exhibits a kind of mottled or marbled appearance all over the body. If you strip 
the patient, though the skin is seen in the natural state, yet there is a streaked or 
mottled appearance underneath ; there are little patches of red appearing through 
the cuticle, which give it that appearance. Very soon you observe spots of a red- 
dish brown, or what would be called a coppery colour on the skin; and this has 
always been the marked character of venereal eruption. This ‘reddish-brown 
superficial discolorations of the skin soon become more deeply coloured. The cuti- 
cle covering them desquamates a little, becomes scaly, and the cuticle separates. 
The spots increase in size; they often run together, so that you have considerable 
patches of the skin in various parts of the body assuming this colour. In the end 
these discolorations generally are large in size and particularly vivid. They have 
a bright coppery-red colour, and the cuticle over them becomes very scaly. They 
are very strongly marked when they occur in the palms of the hands and soles of 
the feet; then the contrast of the colour of the diseased with the healthy skin is 
very strong; and the cuticle being thick, cracks and assumes a whitish appearance, 
and what would have come under the description of that which Wiuan and Bartr- 
MAN call syphilitic lepra or syphilitic psoriasis. 2d. Very frequently syphilitic 
eruption exhibits itself in the tubercular form. In the scaly form just mentioned, 
the discoloration is superficial, and the coppery red spots do not rise above the level 
of the surrounding sound skin, but in the tubercular eruption you have a small kind 
of eruption with the point more raised, and as that proceeds, the cuticle goes into 
the scaly state, so that that is in fact a scaly eruption, although there is a tubercular 
elevation of the cuticle in the first instance. 3d. In other cases there is a more 
acute action of the skin—active inflammation, with the formation of inflamed pim- 
ples, or of papulz, as they are technically termed. ‘These arise in clusters and 
patches in various parts of the body; after remaining for a time, they vesieate and 
Suppurate, and that suppuration dries up, and they go into a scaly state, and you 
have a succession of those pimples forming over various parts of the body; this is 
called papular venereal eruption. 4th, There is another form in which you see it, 
where pustules, that is, inflammation of the skin, takes place, effusion occurs, and 
the cuticle is elevated into inflamed pustules; these proceed and form venereal 
ulcers, that is, the pustular venereal eruption. These are the principal forms of 
eruption, observed as secondary symptoms of syphilis; a scaly eruption which may 
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be called syphiktic lepra or syphilitic psoriasis, a tubercular eruption, a papular erup- 
tion, and a pustular eruption proceeding to ulceration. Now you do not find these 
eruptionsalways distinct; frequently they are so, but sometimes the different characters 
of the eruptions are united; that is, you will find an eruption partly pustular and 
partly scaly. * * * The pustular eruption spreads into ulcerations; the cuticle, 
which has been elevated by lymph or pus, gives way, and the fluid which is dis- 
charged incrusts upon the surface. The skin ulcerates under that incrustation ; 
a greater discharge of matter takes place, and the incrustation is increased. 
If the parts be kept moist, an ulcer is seen; but if less exposed to the 
air, the matter concretes, and the part is covered with incrustations more or less 
thick. The ulcerations thus formed are superficial sores, generally of a circular 
shape and rapidly healing. In other instances they degenerate into very foul and 
intractable ulcerations of a phagedenic character. Very generally they retain the 
circular form and heal up in the centre but not towards the edges; there is a healing 
up in the centre and a very foul or tawny margin by which the ulceration extends. 
Frequently the sores are of a crescent shape, that is, they have a convex edge by 
which they extend, whilst they heal up at the concavity. Sometimes the phage- 
denic edge is simply of a tawny colour; at other times it is considerably elevated 
and almost sloughy, with a very red, angry, and fiery state of a neighbouring skin. 
There is a considerable variety in the characters of these syphilitic ulcerations of 
the skin, all of which originate, in the first instance, from a vesicle or pustule.” 


(pp. 773, 74.)] 

$22. Syphilis often produces on the skin a more herpes-like eruption, 
which exfoliates like scales, especially in the hollows of the hands, 
( Rhagades,) on the thighs, in the neighbourhood of the generative organs, 
on the buttocks. The skin also frequently has cracks, with copper- 
coloured, callous, painful edges, from which an ill-coloured acrid fluid 
is poured out. Or there arise, most commonly on the generative organs 
and the rump, Growths, which according to their different form and con- 
sistence, have various names, as Warts (Verruce,) Fig Warts, (Con- 
dylomata, Fici, Marisce, &c.,) with which are frequently connected ulcers 
on the generative organs, discharge of mucus from the urethra vagina, 
and so on (a). 


[Joun Hunrer first noticed the difference between the pus from a primary and 
that from a secondary syphilitic sore, and not admitting that though mercury cure 
both kinds, both were necessarily the same in their nature, ‘as mercury cures many 
diseases besides the venereal. On the other hand there are many strong reasons for 
believing that the matter is not venereal. ‘There is one curious fact which shows it 
is either not venereal, or if it be, that it is not capable of acting in some respects on 
the same body,or on the same state of constitution, as that matter does which is pro- 
duced from chancre or gonorrhea. 'The pus from these latter, when absorbed gene- 
rally, produces a bubo, but we never find a bubo from the absorption of matter from 
a pocky sore; for instance, where there is a venereal ulcer in the throat, we have 
not buboes in the glands of the neck; when there are venereal sores on the arms, 
or even suppurating nodes on the ulna, there are no swellings of the glands of the 
arm-pit ; although such will take place if fresh venereal matter is applied to a com- 
mon sore on the arm, hand or fingers. No swelling takes place in the glands of the 
groin from either nodes or blotches on the legs and thighs. It may be supposed 
that there is no absorption going on from such sores ; but I think we have no grounds 
for such supposition. Its mode of irritation, or the action of the parts affected, is 
very different from what happens in chancre, gonorrhaa, or bubo being hardly 
attended with inflammation, which in them is generally violent.’ (p. 512.) He 
then mentions some experiments made with the matter of secondary syphilitic sores 
on the skin, and on the tonsils, but from neither was any chancrous sore pro- 
duced. 


(a) Aveers, Ueber die Erkentniss und de la Peau appellées Syphilides, Paris, 
Heilung der syphilitischen Hautkrankheiten. 1833. : 
Bonn, 1832. Martins, Mémoires sur les causes gené- 
Humbert, Manuel pratique “des Maladies rales des Syphilides (extr. de la Révue Mé- 
dicale, vol, i. 1838.) Paris, 1838. 
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The truth of Hunrer’s opinions and observations on this interesting question has 
been of late fully confirmed by the experiments of Ricorp, who says that he has 
thus arrived at the conclusion ‘ that all reputed secondary phenomena are far from 
being specific ; that infection by the venereal virus may excite in the economy dis- 
orders, lesions, the development of morbid symptoms analogous to those produced 
by any non-specific cause ; but that independent of these, perhaps most common 
symptoms, and which afford a deceptive support to the doctrine of non-specificity of 
pox, or of the non-existence of the virus, there are certain regular characteristic 
symptoms occurring as necessary and sure consequences after the primary infection, 
and which are the result of chancre, under one of the forms already mentioned, or 
the product of inheritance, which military surgeons can only deny from want of a 
proper field of observation. When we have followed the pus of a chancre, in its 
penetration into the economy, if I may be so allowed to express it, we have seen that 
whether it was merely by imbibition of the cellular tissue, to whatever depth it 
might reach, it still preserved its characteristic property, the capability of inocu- 
lating: that it was the same with the afferent lymphatics, from the chancre to the 
first ganglion, in which they terminated, and that beyond this point, where first 
began the mixture with the circulation and other organic matters by this kind of 
ganglionary digestion, which takes place in the lymphatic system, the pus under- 
went a transformation which, without depriving it of its specificity as regards the 
symptoms it produces in the economy, takes from it the power of inoculating: that 
it was only by virtue of this modification that this syphilitic temperament could be 
established, to give place more slowly to the diathesis for the development of second- 
ary symptoms: that without traversing the lymphatic system this result was the 
strict consequence of venous absorption; the symptoms of constitutional pox not 
requiring for their manifestation, the passage of the virus by the lymphatics and the 
previous production, in all cases, of buboes.”’ And hence he arrivesat the conclusions, 
First, Vhat though one symptom does not inoculate, it is not therefore to be said 
that it is not syphilitic, because the virus modified by venous absorption and sus- 
ceptible of poisoning the economy, loses this property whilst it preserves alone that 
of propagating by inheritance. Second/y, That whenever a symptom, whatever its 
seat and apparent form, inoculates, it is necessarily the product of direct contagion 
and not the result of general infection depending on absorption from one to another 
part, and does not actually indicate the venereal temperament or in common terms 
constitutional pox.” (p. 74+75; Fr. Edit., p. 162-67.)] 

823. The Syphilitic affection of the Bony System is manifested by 
nightly pains, which are boring and gnawing, and situated, especially in 
tubular bones, and in such bones as are covered with least soft parts, as 
shin-, arm-, breast-, collar-, and skull-bones. These bones, especially 
those of the shin and skull, swell up, in which latter case the bony swell- 
ings usually precede or are accompanied with severe headach. The 
bony swellings are often soft, and formed by a jelly-like mass poured 
out beneath the periosteum, (Gummata,), often hard and immovable, 
(Nodi, Tophi, Ezostoses,) and frequently contain a chalky substance. 
Not unfrequently the bones swell very considerably; inflammation 
often takes place, and expansion of the medullary cavity of the 
tubular bones, (Spina ventos2z). If these bony swellings inflame and run 
on to ulceration, dangerous eating away of the bone (Caries syphilitica, 
Lat. ; Knochenfrass, Germ.) occurs. But commonly by the destruction 
of the soft parts and of the periosteum the bones are laid bare to a great 
extent, killed, (Vecrosis), and thrown off in larger or smaller pieces 
(Exfoliates). Very frequently also in general Lues inflammation of the 
joints and its consequences takes place. 

824. If the Leus have advanced considerably, hectic fever, com- 
plete disorder of the digestion, exhaustion, and death, may be produced 
by the tormenting pain, and by the great loss of the juices from the 
suppurating parts. 


VARIETY OF SORES ON THE GENITALS. &L 


825. Syphilitic’symptoms are subject to various modifications, which 
do not depend on a variety of the syphilitic poison, but on the constitu- 
tion and age of the patient, on the mode of its reception into the body, 
on climate and other circumstances, on the existence of other diseases, 
but perhaps also on a qualitative change of the poison, which it suffers 
in insufficient treatment. The stronger and more powerful the person is, 
so much the more speedy in its course and destructive is the syphilis. 
In warm climates the general symptoms of syphilis are milder, it attacks 
rather the skin and its processes and the cellular tissue ; in cold climates, 
on the contrary, it attacks rather the bony system; in warm climates, 
however, there may be noticed great severity of the primary symptoms, 
in which case severe inflammation follows, and runs into mortifica- 
tion. ‘This disposition to erysepilatous inflammation and mortification 
in primary syphilitic ulcers is observed frequently in bad, tainted, and 
marshy air. ‘The scurvy, or a similar affection, after too frequent use 
of mercury, scrofula, gout, and rheumatic affections, may produce different 
variations of syphilis from its usual course, and thereby render diagnosis 


difficult. ; 

Primary syphilitic ulcers have especially no decided external character ; 
they have a very varied appearance, and cannot, at a mere glance, be 
distinguished from such ulcers as are of a more common or totally 
different nature. 


[‘* It cannot, I think, on due consideration of the subject, be denied,” says Aner: 
NETHY, ‘‘that many sores are induced on the genitals, by sexual intercourse, which 
are not the effects of the venereal poison, and that many of them infect the constitu- 
tion, and produce secondary symptoms resembling those of that disorder. It may 
be asked, however, if these diseases be not venereal, what are they? As they are 
all the consequence of sexual intercourse, they may, in one sense of the word, be 
said to be venereal. ‘To avoid ambiguity, therefore, I shall denominate that disease 
which broke out at the siege at Naples, and which Mr. Hunrur has described as 
the venereal disease by the name given to it by nosological writers, that is, syphilis ; 
and I shall call those diseases, which differ from it in their progress and mode of 
becoming well, though they strikingly resemble it in appearance by a name import- 
ing these circumstances, that is, pseudo-syphilitic diseases.” (pp. 2, 3.) He then 
proceeds to some observations on the probable origin of the latter complaints, and 
mentions that ‘Census describes eight species of sores with which the genitals 
were affected in consequence of sexual intercourse; and as this was long before 
syphilis was known, it follows that there must be other causes producing them. 
Some of the sores descrilied by Census are not unfrequently met with at present, 
and they are not syphilitic. Sores also frequently form upon the genitals of 
females, in consequence of that irritation which accompanies diseased secretions 
from the vagina. Sores, for instance, very frequently succeed to gonorrhea in the 
lower class of females, who pay little attention to cleanliness, and do not abstain 
from sexual intercourse. Sores frequently break out on the prepuce and glans of the 
male, in consequence of the irritation which gonorrhea, or other diseases of the 
urethra produce in these parts. These sores generally heal without mercury, fre 
quently without inducing any constitutional disease; and when they do affect the 
constitution, the disease occasioned by them is not syphilitic. I merely mention 
these circumstances at present to show that it is possible for ulcers to form which 
may not be syphilitic, and yet the discharges from them may prove morbific, and 
produce disease in others. Even discharges from the genitals of one person, where 
no ulcers exist, are capable of exciting ulcers in another.” (pp. 4, 5.) He further 
observes, that ‘the primary infected sores, which are capable of producing secondary 
symptoms, strikingly resembling those of syphilis, do not themselves possess any 
uniform characters.” (p. 40). And he thinks ‘it is probable that the morbific 
re, which produce pseudo-syphilis, may be absorbed without any evident ulcer, 
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or from a trivial ulcer, which may heal spontaneously, much ‘more frequently than 
the syphilitic poison.” (p. 41). , 

As regards the mode of distinguishing the false from the true disease, ABERNETHY 
says :—‘I have not been able to discover any (appropriate characters) ; the fictitious 
disease, in appearance, so exactly resembles syphilis, that no observation, however 
acute, seems to be capable of deciding upon its nature. Although the ulcers in 
these ambiguous cases generally spread more extensively along the surface of the 
part which they affect, yet this does not constantly happen. * * * It must also be 
remarked that true syphilitic spots and ulcers sometimes assume the appearance of 
other diseases, and do not possess their ordinary characteristics. Since then our 
senses fail us in our endeavours to discriminate between these two diseases, and 
since the most important circumstance is to distinguish whether the disease be 
syphilis or not, we may inquire whether there are any circumstances in the progress 
of these different diseases which will serve us in distinguishing one from the other. 
It appears to me that there are. * * * A very simple fact has enabled me in most 
cases to distinguish between the two diseases; yet simple as it is, if it be generally 
true, it is very important; and if it were universally true, it would be of the highest 
consequence. ‘The fact alluded to is that the constitutional symptoms of syphilis are 
progressive, and never disappear unless medicine be employed. It may be added too, 
they are as generally relieved under an adequate effect of mercury on the constitu- 
tion.”” (p. 45-7). 

AperneTuy further remarks, that “‘ Mr. Hunrer thought that syphilitic poison 
might produce a sore which might be modified by the diseased propensities of the 
constitution and the part, and thus lose its distinctive characters.”” And further :— 
“Tf, according to the opinion of Mr. Hunrer, the action of a syphilitic chancre may 
be so modified by the diseased propensities of the constitution or part, as to form an 
ulcer scarcely cognizable as a syphilitic one, it follows &c.” (p. 59, 60). Where 
this opinion of Hunrer’s is to be found, I know not, for I cannot meet with it in his 
work on the Venereal Disease; and the only passage at all like it is the following: 
——‘¢ Chancres, as well as the gonorrhea, are perhaps seldom or never wholly vene- 
real, but are varied by certain peculiarities of the constitution at the time.’ (p. 242). 
It must not, however, be omitted, that the last part of this work is occupied with 
observations ‘‘of diseases resembling the dues venerea, which have been mistaken 
for it,’ and that he closes his book with the observation ‘‘ that undescribed diseases 
resembling the venereal are very numerous, and that what I have said is rather to 
be considered as hints for others to prosecute this inquiry further, than as a complete 
account of the subject.” 

CarmicHazx objects to the use of “those common but arbitrary terms syphilitic, 
syphiloidal and pseudo-syphilitic’’ (p. 48) diseases, which he regards as ‘‘an 
endeavour to conceal our ignorance by the adoption of plausible and delusive epithets 
and appellations.”’ (p. 47). And remarks, that ‘‘as long as syphilis is the name 
attached to a certain form of venereal complaints, we shall never escape from the 
terms pseudo-syphilis, syphiloidal symptoms, and sequele of syphilis. The first is 
an arbitrary term applied to a congeries of symptoms upon the nature and extent of 
which scarcely two practitioners are agreed; and, therefore, when one person calls 
a complaint syphilitic, another disease altogether different may be presented to the 
mind of the person he addresses. Pseudo-syphilis is equally objectionable, as it is 
too general a term for any useful purpose, inasmuch as it embraces not only all those 
venereal complaints which do not correspond to Hunrer’s description of syphilis, 
but all those spontaneous disorders which have no pretension to a venereal origin, 
and are solely attributable to some derangement of the constitution. The term 
syphiloidal symptoms and sequelx of syphilis imply that there is but one venereal 
poison, an opinion which I conceive to be absolutely refuted.” (p. 66). 

Without, as seems to me, any very satisfactory reason, Carmicuart founds his 
arrangement of venereal complaints on the character of the eruption. He says:—In 
arranging under distinct heads the numerous appearances and symptoms produced 
by venereal complaints, I would follow the same rule which has hitherto guided the 
judgment of the profession in arranging and classifying all other morbid poisons 
attended with eruptions. In other words, I would regard the eruption as the most 
proper basis of the arrangement; and, without neglecting such auxiliary evidence as 
other attending symptoms may afford, consider them as of minor importance in 
determining the nature of the disease: By following this method, it is traly gratify- 
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ing to find how easily the numerous symptoms, both primary and constitutional, of 
venereal diseases, which are so various as seemingly to bid defiance to any attempt 
at arrangement, can be disposed of in their appropriate places under the name of the 
eruption which belongs to their respective species. Next to the eruption the symp- 
tom most to be regarded is the primary ulcer, whose characteristics are in general 
found sufficiently distinct to enable us to foretel with tolerable certainty what the 
appearance of the eruption will be.” (pp. 62, 3). Now, if such be the fact, as it 
most undoubtedly is, there does not seem good cause for taking the eruption, which 
is the second, and indeed not unfrequently the third form of the disease, and which 
frequently never appears at all, as the foundation of the arrangement of diseases 
which commonly do not, if properly tendered, proceed beyond the primary sore, of 
which sore CarMICHAEL Says, ‘‘ the characteristics are in general found sufficiently 
distinct,” which sore must always have occurred prior to the appearance of the erup- 
tion, and is the condition of the peculiar eruption, although not necessarily followed 
by the outbreak of any eruption, as indeed Carmicnarr admits :—* On a loose com- 
putation, it may be regarded that nine out of ten of primary ulcers are not attended 
by constitutional symptoms; so that in a great majority of cases the disease has 
never arrived at the stage to which it is indebted for its name. ‘To this objection I 
reply, that the primary ulcers afford a less decisive means of determining the nature 
of the disease than the secondary; yet from their characters when unaltered by irri- 
tation or mercury, we may discriminate their nature with sufficient certainty ‘to 
decide on the precise eruption they would produce in their secondary state.” (p. 68). 
These observations, on his own showing, seem to prove the needlessnese of having 
recourse to the eruption as a nomenclator for his ‘division of venereal complaints 
into four distinct diseases ;’’ but, as if to put the question beyond dispute, he irame- 
diately proceeds to give the following brief description of the several ulcers and 
their consequent eruptions :—F%rst, the ulcer without callosity, raised edges, or 
phagedena, in fact without any very peculiar characters, and which may therefore 
be termed the simple venereal primary ulcer, produces the papular eruption, which 
ends in desquamation; and the same effect is produced by a patchy excoriation of 
the glans and prepuce in men, and of the /abia and vagina in women, and also by a 
gonorrhea virulenta. Second, the ulcer with raised edges produces the pustules 
which terminate in small ulcers covered with thin crusts, and which heal from their 
margins. Third, the phagedenic and sloughing ulcers produce the spots and tuber 
cles which terminate in ulcers covered with thick crusts, which are accompanied 
with phagedena, and heal in general from their centre. Fourth and lastly, the primary 
callous ulcer or chancre is attended with the well known scaly eruption—lepra or 
psoriasis.’ (pp. 68, 9). Carmicuarn thus shows the srounds on which he had 
founded his opinion, that *‘ the difference which was found to exist in the appearance 
and progress of certain groups of symptoms which usually went together, compelled 
him to presume the existence of a plurality of venereal poisons.” (p. 48). But 
subsequently he observes :—‘‘ If any individual object to the division of venereal 
complaints into four distinct diseases, the difference between us is easily reconciled. 
Instead of four distinct diseases, let any one that pleases consider them as so many 
forms or modifications of the one disease, each requiring a peculiar mode of manage- 
ment, and under this view every practical object will be equally well obtained.” 

¥ 69). 

(Phe following excellent observations of Ricorp, whilst explaining the causes on 
which the varied appearances of chancre or primary syphilitic sore depend, at the 
same time negatives the much-disputed question of the plurality of venereal poisons, 
of which Carmicuart is the great supporter. 

“‘Chancre,” says Ricorp, ‘the strict and inevitable consequence of the applica- 
tion of the syphilitic poison, either upon the skin or mucous membranes, in the 
condition requisite for inoculation, often presents such varieties, in its material aspect 
that it then seems to constitute different diseases. These differences of chancre, 
badly understood or ill-appreciated, have afforded to some an argument against the 
identity of the venereal poison and its unity of action, and to others, the proof of the 
existence of a plurality of poison; but, if well studied in its cause, which always 
Temains the same in its mode of development, and its consequences, in the ordinary 
and not complicated cases, the seeming differences are explained with ease, and all | 
contradictions disappear; for whatever be the actual form of the chancre from whence 
the pus has been taken, provided it have reached that period which I have pointed 
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out, a regular and characteristic pustule is, as I have said and proved, obtained, when 
the virulent pus is put beneath the epidermis or epithelium, a direct ulcer (wlcere 
d’emblée), when it is applied on naked tissues, or an abscess, when it is introduced 
into the cellular tissue, into a lymphatic or into a ganglion, always bearing in mind 
the difference arising from the seat and particular tissues affected, there is found im 
the ulcer, at its commencement, a regular and peculiar physiognomy, and that also 
whether it be consequence of the rupture of a pustule, of the opening of a virulent 
abscess of the cellular tissue or lymphatic passages, or whether it have been pro- 
duced direct. The deyiations or special forms neither occur nor are developed, but 
after and under the influence of condition foreign to the specific cause, such as the 
peculiar constitution of the patient, his previous or concomitant ailments, his health, 
the general or local treatment to which he has been subjected. Thus is it that 
persons are affected with phagedenic chancres, who have contracted their malady 
from persons who, seemingly, had only benignant ulcers, and that this vulgar notion, 
participated in by some physicians, who conceive that a severe disease had been 
contracted from a very foul person, is found absolutely false.” (pp. 60, 61; Fr. 
Edit. p. 134-36.) ] ; 

Ingenious as are these distinctions, yet are they by no means confirmed by expe- 
rience; besides the circumstanees already mentioned, on which the modifications of 
syphilis depend, there is still especially the proved fact against the admission of 
various syphilitic contagions, that frequently many persons are infected in different 
_ ways by one and the same person. But the principal ground of this (ABerneTuy’s 
division) that the syphilitic affection if cured only with mercury, but the pseudo- 
syphilitic without it, has, on the contrary, lost all weight, inasmuch as it is perfectly 
well known that all syphilitic uleers may be healed without mercury. . 

If it may also to this be added, that as the result of congress of the sexes, affec- 
tions may occur on the generative organs, wherein, by examination, no perceptible 
disease of the generative organs is observed in the person from whom the disease 
arises; that, farther, as consequences of constitutional ailments, ulcers and other 
affections may appear which resemble syphilis, so this does not disprove the above 
stated opinions, and we must herewith not forget how frequently the patient pur- 
posely deceives the medical attendant, and that especially all the circumstances 
which come into play in contagion are still not sufficiently clear, as the existence 
of primary bubo, without previous affection of the generative organs, which, how- 
ever, cannot be denied, proves the explanation of syphilis from simple irritation 
without contagion (a) is a mere crazy systematie fancy (b). 


826. The same differences observed in primary are noticed also in 
secondary syphilis. Experience indeed seems to show that after vene- 
real gonorrhea and after superficial exfoliation a vesicular eruption, 
inflammation and wound of the throat, and inflammation of the synovial 
membranes, take place. After primary ulcers with everted edges without 
hardness, a pustular eruption, whitish ulcers on different parts of the 
palate, pains in the joints and gummatous swellings; afterwards eating 
and scurfy ulcers, tubercular growths on the skin, pustules, ulcers in the 
throat extending to the nose and destroying its bones, pains in the joints 
and tophi. After ulcers with lardaceous bottom and everted, hard, 
callous edges, a vesicular eruption which scales, deep, hollow ulcers in 
the tonsils, pains in and swellings of the bones. These relations between 
the primary and consecutive affections are not throughout constant; often 
is one kind of primary affection followed in the same patient by an erup- 


(a) Ricnonn; in Froreie’s Annalen, vol. viii. No. 17. 

(b) Evans, Pathological and practical Remarks on Ulceration of the Genital Organs, 
London, 1819. 8vo. 

Gururig, Observations on the Treatment of Syphilis without Mercury; in Med. Chir. 
Trans. vol. viii. 

Wepremeyer, Bermerkungen tber die Syphilis und ihrer verschiedenen Formen und tiber 
die Co und den Gebrauch des Quecksilbers in Derselben ; in Rust’s Magazin, vol, 
Usshp: : 
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tion of entirely different kind, which may occur either at the same time 
on different parts of the body or may break out one after the other. 


On these grounds I consider the admission of a gonorrheal contagion, as proposed 
by Rirrer (a), to be untenable. 


827. In the prognosis of syphilis the following circumstances are to be 
observed :— 

Primary ulcers are more easily healed than secoridary. The connexion 
of syphilis with other dyscrasies renders the cure difficult and may even 
make itimpossible. The more recent is the disease, the more favourable 
is the prognosis. Syphilitic affections of the bones are more difficult to 
be subdued than those of the skin: those of the nose-bones are liable to 
more frequent relapses than those of the tubular bones. In warm 
climates and in summer the cure is more easy than in cold climates and 
in winter. Pregnant women in an advanced state of syphilis miscarr 


or bring forth a weak, ailing child. ‘The ulcers in the throat and in 
the nose often easily produce extremely disfiguring destruction. All 
syphilitic growths are obstinate and easily recur. If, after the cure of 
primary syphilitic ulcers, hard scabs (Tubercula callosa) remain, a relapse 
is always feared. 


[So does not think Joan Hunter, for he observes :—‘ The gonorrhea in its cure 
is the most uncertain of the three (forms of disease,) the chancre next, and the Jwes 
venerea the most certain, although cured by the same medicine which cures the 
chancre. * * * A chancre may sometimes be cured in two weeks, and often requires. 
as many months, which is in tke proportion of four to one. The dues venerea in 
general may be cured in one or two months, which is only two to one.”’ (p. 353.) 

‘‘In the cure of chancres I have sometimes seen,”’ he says further, ‘* when the 
original chancre has been doing well, and probably nearly cured, that new ones: 
have broken out upon the prepuce, near to the first, and have put on all the appear- 
ance of a chancre; but such I have always treated as not venereal. ‘They may be 
similar to some consequences of chancre which will be taken notice of hereafter.” 
(p. 259.) 

“ Chancres,’? AgerneTuy observes, ‘do sometimes heal spontaneously, generally, 
however, though not constantly, leaving a thickening or induration of the part affected. 
They may also be induced to heal by topical means, without mercury, with similar 
events. Some enlargements. of glands in the groin will also, in like manner, sub- 
side. It may be fairly supposed that if some chancres heal spontaneously, constitu- 
tional diseases, arising from the same cause, may, in like manner, sometimes get 
well without mercury. The question can only be solved by experience. Delay 
will, I am sure, frequently enable a surgeon to decide that the disease is not syphilis ; 
but there are cases in which no amendment takes place, and the surgeon is, as it 
were, forced, from the progress of the disease, to employ mercury, though doubtfal 
of its nature.” (pp. 48, 9.) 

‘Tt often happens,” says Joun Hunrmr, “that after chancres are healed and all 
the virus is gone, the cicatrices ulcerate again.and break out in the form of chancres. 
Although this is most common in the seat of the former chancres, yet it is not always: 
confined to them, for sores often break out in other parts of the prepuce; but still 
they appear to be a consequence of a venereal complaint having been there, as they 
seldom attack those who never had gonorrhea or chancres. They often have so 
much the appearance of chancres that I am persuaded many are treated as venereal 
that are really not such; they differ from a chancre in general by not spreading so 
fast nor so far: they are not so painful nor so much inflamed, and have not those 
hard bases that the venereal sores have nor do they produce buboes ;. yet a malignant 
kind of them, when they attack a bad constitution, may be taken for a mild kind of 
chancre, or a chancre in a good constitution. I have seen several that have puzzled 
me extremely. Some stress is to be laid upon the account that the patient gives of 
himself; but when there is:any doubt, a little time will clear it up.. I have seen the: 


(a) Above cited. 
* 
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same appearances after a gonorrhea, but that more rarely happens. It would appear 
that the venereal poison could leave a disposition for ulceration of a different kind 
from what is peculiar to itself. I knew one case where they broke out regularly 
every two months, exactly to a day.” (p. 265.)] 

828. The opinions as to the treatment of syphilis are very much 
divided and may be arranged in two classes :— 

1. The treatment with mercury. 

2. The treatment without mercury. 


1—OF THE TREATMENT OF SYPHILIS WITH MERCURY. 


829. In the cure of the primary syphilitic ulcer the most especial 
indication is to prevent the general venereal disease; it is therefore. 
advisable to connect a general treatment to that effect with a suitable 
local treatment. 

830. The local treatment has for its object the destruction of the 
syphilitic poison in the ulcer, the cleansing of its surface, and by a con- 
tinued use of proper remedies to effect a cure. ‘This is aimed at by 
touching the ulcers with nitrate of silver or caustic potash, most effec- 
tually with a saturated solution of mercury in nitric acid, or with a strong 
solution of sublimate. ‘The ulcer should be frequently washed during 
the day with a weak solution of sublimate, or with phagedenic water 
and charpie moistened in either of these fluids applied over the ulcer; 
or it should be bound up with red or white precipitate, with citron oint- 
ment, and so on, and carefully kept clean. ‘This treatment must always 
be guided by the degree of inflammation; in severe inflammation and 
great pain soothing remedies must be applied. 

The destruction of the ulcer with nitrate of silver which has of late found in Ri- 
corp a zealous advocate, is only of use when the disease is still merely local, a 
period of time which is extremely short and difficult to determine. 

#31. At the same time should be given internally the milder prepara- 
tions of mercury, the mercurius solubilis of HanneMANN, or calomel, at 
a quarter or half a grain, and in increasing doses according to circum- 
stances. ‘lhe patient during this mercurial cure must keep himself as 
quiet as possible and in an equal temperature, must live moderately, take 


neither heating nor acid food nor drink, and further perspiration by a 
decoction of woods. 


[I should state decidedly” says Lawrencr, ‘as the result of my own expe- 
rience that there are very few instances of secondary symptoms occurring where the 
primary sores of the descriptions I have already mentioned, were treated with 
mercury. It is my plan in private practice, to employ mercury moderately—not 
extensively, but moderately—in the treatment of primary syphilitic sores, (excepting 
m the cases of sloughing and phagedenic sores,) and certainly I have been in the 
habit of seeing secondary symptoms very seldom occurring in such cases. * * * I 
would state then that in the description of sores I have mentioned, I should generally 
administer mercury ina moderate way. In the first instance, one would clear out 
the alimentary canal of such patients; one would keep them as quiet as possible, 
put them on a moderate diet, and administer mercury moderately; three, four, or five 
grains of the blue pill two or three times a-day, and apply the black wash, calomel, 
and lime water, to the sores; and this kind of treatment is certainly, gn the average, 
very successful in the cases of which Iam now speaking. The employment of 
mercury 1s more particularly necessary in the cases of indurated chancre; and whe- 
ther the chancre possesses that character originally, or whether the induration comes 
wn subsequently, or whether the induration comes im a secondary way, after the 
primary sore is healed, and shows itself simply as induration without sore, I think 
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the employment of meréury is equally required. We cannot consider our patients 
safe so long as such induration remains, and I think it is desirable to use mercury 
in those cases, and to continue’the employment of it until the induration has com- 
pletely disappeared.” (p. 770-71.) 

With regard to the extent to which the use of mereury should be pushed, Law- 
RENCE proposes two very pertinent questions, to which he gives equally good 
replies,—Jtrst, whether a slight degree of action of mercury on the mouth may be 
considered a proof that it has produced all the effect necessary for the removal of 
the venereal disease; or, second/y, whether a more considerable effect is necessary 
generally, or in particular cases? It has been much the habit, in modern times, to 

roduce a sensible effect on the mouth, and then to discontinue the mercury, under 
Beosion that when the mouth is affected at all, the system has experienced a sufli- 
cient influence for the removal of the disease. I cannot coincide with this opinion. 
In a great number of instances a slight effect of mercury on the mouth is sufficient ; 
but there are instances in which that slight effect does not remove the symptoms, 
and which, when the remedy is carried further, so as to produce more considerable 
influence, the symptoms give way. In fact, I think we never see the symptoms of 
syphilis yield so rapidly, and so favourably, as in certain cases, where the remedy, 
perhaps, without our wishing it, has produced a pretty profuse salivation. Under 
these circumstances we may notice a sudden and rapid amelioration of the symptoms, 
which we are not in the habit of seeing when the mouth is affected in a slighter 
degree only. Another question immediately connected with the same point is, how 
long the remedy should be continued? Is it sufficient to destroy the venereal 
character of a sore and to produce the healthy process of restoration? Would you 
leave it off then and leave the cicatrization to form of itself? May you discontinue 
the use of the mercury the moment the cicatrization is complete, or should you try 
to secure the patient from the occurrence of secondary symptoms, by proceeding 
with the employment of the remedy after that? These are important questions, and 
we have not, perhaps, the means of answering them satisfactorily. With respect 
to the first, however, it is certainly not safe to discontinue the use of the mercury 
before the sore is cicatrized al] over. Then, secondly, is any good produced by 
continuing the use of the mercury after the cicatrization is complete, with a view of 
preventing a return of the symptoms? ‘This is a very important question, and if you 
refer to the best writers on the subject you will find but little to assist you. * * * 
General experience, however, has led to a belief that perseverance in the use of 
mercury for some time, say about ten days or a fortnight after cicatrization, has a 
beneficial effect in protecting the constitution; so that persons when they have used 
mercury to the extent I had mentioned, are not in the habit of suddenly discontinuing 
it, but of carrying it on for a short time after the apparent removal of the disease, 
under belief that its continuance tends to prevent the recurrence of further evil.” 
(p. 732. 

re Thoe are many in the present day,” observes Green (a), ‘‘ who seems to have 
a great aversion to mercury, and certainly if our opinion is to be formed from the 
practice which was adopted by some, within my recollection, and even to a degree 
within these hospitals, there is no doubt very sufficient ground for not following the 
practice of our predecessors. But it would be evidently most injudicious to reject 
the aid of mereury in the cure of the venereal disease on the ground of the ill effects 
that may result from its mismanagement, or have been produced by its abuse. We 
now see the error of the old surgeons, and do not think it necessary that patients 
should spit saliva by the pint, nor do we see them in what were fitly enough, from 
their stench and ill ventilation, called the ‘foul wards’ of the hospital, with their 
tongues ulcerated, swollen, and protruded, their faces tumified, and under all the 
miseries attendant upon a thorough salivation. We give mercury now in moderate 
quantities, and it is, I believe, from this improved method of treatment that we now 
see comparatively few cases of horrible mutilations from sloughing of the penis, from 
losses of the palate and nose, and from extensive and destructive disease of the bones. 
Mercury may no doubt be regarded as a specific in the cure of the venereal disease. 
What this peculiar action of mercury consists in it is impossible to say, and it is 
equally obscure with the effects of other specific remedies; but we judge of its 
operation from its sensible effects, and experience guides us in determining the 


(a) Unpublished Clinical Lectures on the Treatment of Syphilis. 
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quantity of the remedy which may he necessary, and the degree of effect which may 
be requisite for the cure of the disease; mercury, in short, requires the same caution 
and judgment in its administration as any other remedy. And although, as I said 
before, a much milder course than was formerly exhibited may be suflicient to cure 
the disease, yet it will be necessary to adopt it in particular cases, and to vary the 
mode of using it in different stages of the complaint, or you may have some of the 
ill effects which were formerly observed, and the patient’s health may be destroyed 
without curing the disease. The advantage and benefit of mercury are not then 
derived from the quantity introduced or from the violence of its effects, but from 
keeping up a regular and continued action for a certain period. In general the 
action of mercury should be kept up three weeks for a chancre, a month where t 

. primary sore has been succeeded by bubo, and from six weeks to two months in cases 
of secondary symptoms; and if the symptoms should disappear quickly, still it w1 
be right that the remedy should be continued, for the mereury is not given to cure 
the local symptoms only, but to ensure the system against their recurrence, and to 
destroy the disposition to disease in those parts which have been contaminated by 
the poison. oer 

‘Something may be said too with respect to the form of giving mercury. Where 
you wish to continue it fora length of time you should give the mild form ; where you 
wish to effect the system quickly, those kinds should be exhibited which are calcu- 
lated to operate more rapidly. Hence it is not an unimportant matter whether we 
should give calomel, blue pill, hydrarg. c. creta or the oxy-muriate of mercury. 
What we ordinarily employ in private practice is the blue pill; but in the hospital 
we commonly use mercurial friction. Mercurial frictioncan be very thoroughly ef- 
fected in the hospital; but in private practice it is seldom effectually accomplished, 
as it is troublesome, dirty, and leads to the exposure of the complaint, and, there- 
fore, except in peculiar irritability of the bowels, is seldom adopted. Five or ten 
grains of blue pill twice a-day with the addition of opium if the bowels should be 
irritable, will very commonly be sufficient to cure any complaint similar to that 
which we have been considering, in short, any secondary form of the disease; but 
then it must be a sustained cowrse of mereury, its influence must be kept up on the 
system for six weeks or two months, or even for a longer period when the bones have 
been effected. It is necessary not so much to be guided by time as by the disap- 
pearance of the symptoms; and it is right to continue the effect of the mercury 
somewhat longer, a week, ten days, or a fortnight after the symptoms have sub- 
sided. 

‘But you will ask me what proof you are to have of the system being sufficiently. 
influenced by the mercury, and how you are to know that its action is kept up with- 
out prejudice to the patient? During the mercurial treatment we ought to be satis- 
fied that it has a due effect, and we commonly look for this in the affection of the 
gums, which become spongy, swollen, red and tender. An increased flow of saliva is 
the usual accompaniment of this state of the gums, and the term, ptyalism is often used 
as an equivalent term for the requisite influence of the mercury on the system ; but 
the increase of the saliva is not at all a necessary consequence of the affection of the 
system, and is no proof in itself of the efficacy of the remedy ; indeed, in some per- 
sons it does not take place at all, although there is abundant proof of mercurial 
action. In fact, the operation of mercury is that of producing a febrile action in 
some respects similar to hectic, that is, there is increased action of the heart and 
arteries, with an augmentation of the secretions; and we shall find, ina person who 
is the subject of mercurial action, that the pulse is quickened, that the secretions are 
increased, and the predominant increase may be in the saliva, in the urine, in the 
perspiration, or in the secretions from the bowels, that the muscular strength is di- 
minished, and that the body wastes. We may be therefore satisfied if any of these 
effects are produced, and we must be careful not to push the operation too far.” 


832. Ifthe ulcer be obstinate, or the condition of the patient render 
the observation of the dietetic treatment already mentioned impossible, 
then sublimate must be used, beginning with the eighth of a grain 
daily and gradually ascending. In chancres which spread unusually 
quickly even during the internal and external use of the sublimate, in 
which the edges of the ulcer are extremely hard, and their surface has 
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a carcinomatous appearance, the quieting and cleansing of the ulcer is 
effected merely by the external use of the red precipitate, and smart 
touching of the whole surface of the sore with lunar caustic. This local 
treatment is, however, hurtful if there be general irritation present, under 
which circumstances only a soothing treatment to diminish the irritation 
should be employed. 


The recommendation that in the treatment of primary syphilitic affections nothing 
should be applied locally, so that the changes of the sore may indicate more certainly 
the corresponding destruction of the disease by the mercury employed only inter- 
nally, is objectionable, because by local treatment the sore is often easily brought 
to a simple state, and the longer the ulcer exists, the more is the general infection to be 
feared from absorption of the poison. 

Devpecn (a) considers that in primary syphilitic affections, mercury in the way 
of friction of ung. hydr. cin. may be most efficiently employed in the neighbourhood 
of the infected part for the prevention of general infection. 

[When a chancre takes on a sloughing character, as described by Lawrence, it 
must not on any accoust be treated with mereury in any form, either internally or 
externally, for its employment will only aggravate the mischief, render the sore stil! 
more irritable and active, and hasten and extend the spread of the sloughing process. 
When therefore a chancre begins to slough under the use of mercury, that must 
be immediately suspended. The local treatmentof brushing over the whole surface 
with strong nitric acid as recommended by Wexpank (0), once or twice, is the best that 
can be adopted. In the course of a few hours, generally, the pain subsides, the 
sloughing process is arrested, the angry red edges around the slough begin to grow 
pale, suppuration is set up, and the line of demarcation between the living and dead 
parts appears, and gradually deepening, the slough is completely defined, and slowly 
Separates from the healthy parts beneath. After the application of the acid, a sti- 
mulating poultice of yeast, stale beer, or treacle, should be applied, either directly to 
the surface of the sloughing sore, or Jint dipped in nitric acid wash, or in solation 
of chloride of soda, may be interposed. As in these cases there is always great 
restlessness as well as depression of the constitutional powers, opium, either as 
Jaudanum, or as the salts of morphia, must be given in sufficient quantity to produce 
quiet and sleep. The patient’s strength must be supported by the most nourish- 
ing diet, and brandy, or gin, or porter, or both, in sufficient quantity, roust be given; 
two, four, or six ounces of the former, with one or two pints of the latter daily, are 
almost always requisite, as these frightful cases usually occur in persons, especially 
women, who are accustomed to live almost entirely on spirits and can take little 
food. Some recommend the application of leeches upon the inflamed circumference 
of the sore, but they should never be used as they only assist in diminishing the 
patient’s powers, already too much depressed. : 

The recovery from this complaint, after the separation of the slough, is very slow, 
and the discharge very profuse ; good diet, with the spirits, or porter, in diminishing 
quantity, is therefore, to be continued ; and the wound may be treated, either simply 
with nitric acid wash and poultice, with the latter alone, or with some mild greasy 
application, to which the medical attendant will be guided, by observing what best 
agrees with the sore, and which will not be the same with all patients. 

It is a very interesting fact, that secondary symptoms, after sloughing chancre, 
are extremely rare, the disease seeming to exhaust itself by the virulency with which 
it has seized on the part attached. Therefore, mercury ought not on any account to 
be exhibited as a preventive against symptoms which probably will never occur.— 
De He Soi) 


833. If the ulcer heal with this local and general treatment, the tn- 
ternal use of the mercury must not at once be given up, but should be 
continued in smaller doses for some time. 

834. The treatment of Buboes is to be guided according to the degree 
of their inflammation. If they be painful, the patient must be kept 
quiet, cold poultices of bread crumbs with lead wash, linen dipped in 

(a) Above cited. (b) In Med.-Chir. Trans, vol. xiii. 
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lead wash applied, and leeches, or even bleeding employed if the 
patient be strong and inflammatory affection of the whole body be pre- 
sent. In the more cold swellings gray mercurial ointment is to be 
rubbed in, and mercurial and hemlock plaster applied over it. In hard 
swellings softening poultices are especially serviceable. 

Idiopathic buboes have a decided disposition to suppurate; when, 
therefore, the dispersion of a bubo does not easily and soon follow, it 
must not be urged by violent remedies, but suppuration must be pro- 
moted by softening poultices, by mercurial and hemlock plasters; and 
this treatment must be continued till the bubo have opened itself (1). 
These remedies serve also, after the opening of the bubo, to resolve the 
surrounding hardness. The still remaining ulcer must be treated as a 
venereal sore. To prevent burrowing of the pus, enlargement of the 
opening is frequently necessary. ‘The violent dispersion of an idiopa- 
thic bubo may accelerate the outbreak of the general venereal disease. 
If the bubo run on to hardening, then besides the proper mercurial cure 
must be employed friction of gray mercurial ointment with camphor, 
hemlock and mercurial plaster, or friction of iodine ointment. 


According to my experience, I assent to the opening of buboes in the same man- 
ner as abscesses, by a simple puncture, by a transverse cut, by the introduction of 
seton threads or by caustic, as advised by many persons (a). 

The compression of buboes recommended by Fereuson is especially employed by 
FRICKE in connexion with strict antiphlogistic treatment. Any hard properly-shaped 
body, for instance, according to Fricke, a piece of wood or a stone sown up in linen 
will answer the purpose (2). For the dispersion of buboes without distinction of 
their nature and duration, Reynaup, Ricorp, and others have recommended the 
application of blisters of the size of a shilling or half-crown upon she middle of the 
swelling, and after the removal of the cuticle raised by the blister to touch the part 
with a feather moistened in a solution of sublimate, twenty grains to an ounce: if, 
after two hours, no slough has been produced, the touching is to be renewed and a 
bread poultice applied (3). The suppurating parts heal in a few days, and by con- 
tinued use of the poultice, the bubo either entirely subsides, or it diminishes and 
disappears at the second or third application. 

{(1) A bubo should always be punctured, ds soon as fluctuation can be felt near 
the surface, with a moderately large opening ; about half an inch in length is gene- 
rally, I think, sufficient, but some surgeons prefer slitting it up from end to end, and 
believe it heals more readily, I think, however, the less large aperture is sufficient. 
Occasionally, it happens, whatever be the size of the opening, that the pus will 
burrow and sinuses will form. If not irritable these may often be cured by gentle 
and well-applied pressure from the extremities of the sinuses towards the wound, 
care being taken to leave the latter free for the discharge of the pus. This, how- 
ever, will not always be effectual, and it then becomes necessary to lay the cavities 
freely open and keep them so by inserting lint between their edges; and this may 
be either dipped in black wash or nitric acid wash, or smeared with red precipitate 
ointment. Oftentimes the ulceration continues eating beneath the skin of the edges 
of an indolent open bubo; which thus undermined, has a bluish appearance, with 
a white irregular and insensible edge, and has not sufficient power to take on the 
adhesive action and unite with the parts beneath. It must then be removed, which 
is sometimes done by shaving off with the knife. I think, however, destroying it 
with strong nitric acid is best, as it produces a healthy excitement, and the skin 
usually soon shoots over the sore surface. The quantity of undermined skin will 
show the medical attendant how much should be destroyed ata time; if there be little, 
one application of the acid is sufficient; butif much, it will be advisable to destroy 
portions successively till the whole is got rid of. Ifa bubo takes to sloughing, as it 
will do occasionally, it must be soothed, or even treated with nitric acid as directed 
for sloughing chancre. I have known it destroy life by ulcerating the femoral 


(a) Fricks, chirurgische Annalen des Hamb. Krankenhauses, vol. i. 
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artery and producing fatal bleeding. I doubt not much benefit would be derived by 
taking up the artery above the sore. 


(2) Iam not in the habit of using pressure for dispersing buboes, but I have seen 
it occasionally beneficial. 

(3) Of the employment of sublimate after blistering to produce a slough I have 
no experience, but think it must be rather sharp practice. The application of blisters 
alone to indolent buboes is often very advantageous ; sometimes they excite the 
absorbents, and the swelling is removed; at other times they excite increased vas- 
cular action, and the bubo suppurates, and after opening, or having been opened, 
gets well: so that in either case the blister does good service. I have occasionally 
removed the skin from the blistered surface and dressed it with iodide of potash 
ointment, or with mercurial ointment, and with beneficial result.—s. r. s.] 


835. The treatment of the general venereal disease requires a more 
powerful use of mercury than in primary syphilitic affections. Mercury 
is employed internally or externally. 

836. The external use of mercury is to be recommended only in those 
cases where the patient cannot bear it even in connexion with opium, 
mucilaginous remedies and so on, in consequence of habitual purging ; 
in some persons also especially on account of pains in the bones. This 
mode of treatment, however, usually excites little salivation, and by 
many persons cannot be borne on account of the peculiar sensibility of 
the skin. From half a drachm to a drachm and sull more of the gray 
mercurial ointment is to be rubbed on different parts of the body daily 
or at longer intervals. Sublimate baths have also been recommended, 
and the rubbing in of half a drachm of sublimate with as much muriate 
of ammonia every evening upon the soles of the feet, (after they have been 
softened by some days’ previous warm foot-baths), together with the 
simultaneous use of a luke-warm bath every other day, of decoction of 
sarsaparilla (a), as also the rubbing in of red precipitate, dry or mixed 
with spittle, and many other modes of treatment (6). The last two 
modes of treatment are, however, much less efficient than rubbing in 
gray ointment. 

837. In the ordinary and not very old cases of venereal disease, the 
internal use of mercury is preferable to the external. The mercurius 
solubilis of Hannemann, or calomel, are given; or because these pre- 
parations easily excite salivation, which prevents their continuance, su- 
blimate is especially used. Under this treatment the patient must closely 
follow the dietetic rules already laid down, and according to the dif- 
ferent degrees of irritation they must alternate with the preparations of 
mercury. 

838. Besides this general treatment, certain appearances of Lues 
require especial attention. Ri 

In syphilitic ulceration of the throat and palate the penciling recom- 
mended by Rust (c) is especially useful, and to be applied once or twice 
a-day to the surface of the ulcer by means of a pencil of charpie (1). 


(a) Cirttxo, Praktische Bemerkungen iiber mended to be rubbed in nightly.—s. Fr, s, 
die venerischen Krankheiten, translated from Hureranp, Jourual der praktischen Heil: 
the Italian by Dauner, Leipzig, 1790. There kunst. 1819, March, 4 ; 
is also a French translation by Avugrrr. (b) Anstaux, Clinique chirurgicale, 


Paris, 1803. (c) Mere. subl. corros, gr. vj.—xii. 

Iam sorry I have not been able to see Extract. cicute, 2 
either the original or the translations of this > flor. chamom. aa Bij. 
work, for I cannot imagine the possibility Tinct. anodyn, simp. j. 


of half a drachm of sublimate being recom- Mell. rosar. Jj. 


92 TREATMENT OF SECONDARY SYPHILIS WITH MERCURY. 


In syphilitic eruptions washes of sublimate water, of aqua phagadenica, 
sublimate baths, various kinds of mercurial ointments, and drinks ope- 
rating on the skin, are employed (2). 

If the granulations do not diminish under the general mercurial treat- 
ment, they must be washed with a strong solution of sublimate, strewed 
with savine powder touched with caustics, especially with lig. hydr. mtr., 
or removed with the knife or scissors, and the places where they were, 
touched with caustic. Even when the general Lues has been long cured 
they are often extremely obstinate. 


Syphilitic diseases of the bones require a commensurate mercurial 
cure, according to some, especially Mercurius nitrosus and wood drinks. 
In nodes and gummatous swelling, hemlock poultices and rubbing in 
mercurial ointment with opiam are used. In most cases, these swellings, 
which depend on exudation beneath the periosteum become softer, 
Jess painful, and gradually diminish, and a slight depression and irre- 
gularity remains in their place. In ¢ophus, irritating remedies, as mer- 
curial and hemlock plasters with ammoniacum or blisters are to be used ; 
and the same applies to exostosis. But if these swellings be ac- 
companied with inflammation leeches are to be applied and mercurial 
ointment rubbed in. In pains in the bones the combination of mer- 
cury with opium internally and externally is fitting, and the use of wood 


drinks (38). 


[(1) Mercurial fumigation of the throat in syphilitic ulceration of the tonsils and 
pharynx is a very efficient mode of treatment, as the mercurial fumes get at all those 
parts of the sores which cannot be reached by pencilling. Nitric acid, or chloride of 
soda gargle, are also very useful applications. 

(2) When secondary syphilitic sores have formed, which, as Lawrence has ob- 
served, are sometimes the result of pustules, and which pustules, it might have been 
added, often commence in vesicles, the scabs generally assume a conical form, and 
sometimes attain great height by circular rings being continually produced at their 
base, corresponding with the enlargement of the sores, resulting from the confined 
matter producing ulceration by its pressure; and, as at this part the scab is softest, 
it bulges around the sore, and thus ring below ring of scab, each of greater circum- 
ference than the other, is produced, and thus a graduated or step-like conical seab 
is formed which has close resemblance to the scab of a rupial sore. If this scab be 
rubbed off, the edges of the wound are very painful and irritate, and soon set about 
forming another, but imperfect scab, which’ worries the patient exceedingly. So 
long as such scabs remain on the sores, so long do they continue increasing and the 
sores spreading; and as they are thick and hard, no application to them is of the 
least service. They should therefore always be removed by poulticing, after which, 
by the application of red precipitate ointment, together with constitutional treat- 
ment, they generally heal kindly. The same internal remedies for such erup- 
tion will not always be found suited to different cases. Sometimes the use of 
generous and strengthening diet, with porter or wine, is sufficient, as such patients 
are usually much out of health and worn down by the suppuration. It is, therefore, 
advisable always to commence with this mode of practice, with the risk of a reappear- 
ance of secondary symptoms, which is not unfrequent. But sometimes this treat- 
ment is utterly useless, and it is requisite to use mercury to affect the constitution: 
this must, however, be done with the greatest caution, and with constant watching. 
If the sores improve and the patient’s appearance betters, and he begin to get flesh, 
it is'a proof, that this is the proper treatment; if, on the contrary, the sores become 
more irritable and spread, and there be increased general disturbance, the mercury 
must be left off, and the general irritation quieted if possible by merely soothing 
treatment witli sarsaparilla or gentle tonics and sedativeseither opium or hyos- 
cyamus. But it may be still necessary to resume the mercury, and sometimes, 
though the constitution will not bear it at its first or second use; it will at last seem 
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to yield to the necessity of its employment will first bear with it without seeming 
benefit, then gradually become accustomed to it, and at last improve under it, and 
be freed from the disease. I have seen this result again and again, and I am con- 
vinced of the occasional absolute necessity for the employment of mercury in this 
form of syphilitic eruption, although it may at first seem to be impossible to persist 
mits use. The other forms of syphilitic eruption are more quickly and effectually 
cured by the use of mercury, but they may also be cured by iodide of potash, which 
1S a most valuable remedy for persons, who, as occasionally happens, cannot bear 
the use of mercury; which, however, I believe much less frequent than supposed, 
and that rather the failure is in want of proper attention on the part of the medical at« 
tendant in the use of the medicine, than in the action of the medicine itself. In the 
employment of iodide of potash in these eruptions it must not be expected that the 
disease is at once cured; for such is not the case. The eruption not unfrequently 
recurs two or three times, as if a contest were going on betweenit and the medicine, 
but it is at last worn out and appears no more. I must confess, however, that if 
the patient’s constitutional appearance do not oppose it, I prefer treating these erup- 
tions with mercury, as the cure is more speedy and most certain. 

[(3) The best and most certain treatment for nodés is that by mereury which must 
be continued for six or seven weeks; and under its use these swellings, whether 
from fluid or from the actual diseased growth of the bones, slowly but steadily sub- 
sides, so soon as the constitution becomes affected. The same effect takes place 
even more rapidly by the use of iodide of potash, which may be taken internally in 
doses of from three to five grains, with a drachm of syrup of poppies, and in either 
decoction of sarsaparilla, or compound infusion of gentian with some warm tincture. 
The quick absorption under this treatment is often very surprising, but the cure is 
not permanent, and the nodes reappearing again and again, call for the repetition of 
the medicine till the disposition to their production is overcome, just as in the erup- 
tions already mentioned. It is rarely necessary in these cases to cut down through 
the skin and periosteum, as was formerly almost always practised when there was 
much fluctuation; and its absorption may be hastened by blistering, and either 
dressing the sore with simple ointment or with iodide of potash ointment. But 
when fluctuation is accompanied with much pain and tenderness, and with redness 
of the skin, and the swelling increases instead of diminishing, then it may be ex- 
pected that suppuration has taken place, and itis best to make a free incision for 
the escape of the matter. If this be not done, the pus gradually separates the 
periosteum more extensively from the bone, and there is great danger of it being de- 
stroyed. This death of bone from syphilitic suppuration beneath the perzosteum, is 
more common on the skull, than elsewhere and more serious, as not unfrequently 
both tables of the bone are destroyed. It rarely however happens except in per- 
sons of irritable habit and broken up Constitution. Such fluctuating nodes should 
therefore be emptied by incision, if they do not early yield to the local and consti- 
tutional treatment.—s. F. s.] 


839. I have endeavoured to point out the various preparations of 
mercury according to their special and ascertained operation on the 
several *eonditions of the disease; it must, however, be premised on 
this point, that there are indefinable peculiarities in certain constitutions. 
There must therefore be a variation of these preparations, when one 
preparation has at first produced improvement, but on long continuance 
and more powerful application no further benefit results; or if from one 
preparation even in an increased dose scarce any advantage is gained, 
in such cases the preparation selected is not suited to the constitution. 
In syphilitic ulcers with severe inflammatory symptoms, every employ- 
ment of mercury is at the onset improper; baths, softening and purga- 
tive remedies are alone to be employed, and in strong persons blood- 
lettings. 


Besides the mercurial preparations already mientioned, there have been of late 
brought into use Hydrarg. phosphor. to grain doses, (Starke), the iodide and _bro- 
mide of mercury 4th of a grain three times a-day, (von Gragrs), and the Hydr. 
cyanic. to 4d and 5!,th of a grain dose (Menpaca, Parent). 
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840. The Flow of Spittle (Salivation) is not necessary for the cure 
of the venereal disease, and is rather to be avoided, as thereby the further 
use of the mercury is interfered with, and often no trifling destruction of 
the mouth and teeth produced. When, therefore, the precursors of 
salivation, as swelling of the gums, metallic taste, and offensive breath 
have set in, the dose of mercury must be diminished, the preparation 
changed, or it must be entirely given up. ‘The patient must be kept 
warm, and when these symptoms have subsided, the mercury must be 
resumed. When salivation has commenced, many remedies are ad- 
vised ; as purgatives, sulphur, camphor, opium, blisters, and so on, but 
experience does not confirm their particular effect. The most suitable, 
however, are keeping warm, change of linen, warm bed, attention to 
keeping the bowels open, the use of astringent gargles for the mouth ; 
internally, bark, acids, especially the phosphoric. It must not, however, 
be overlooked that in confirmed Lwes it is necessary for its fundamental 
cure, that the mercury should be continued to incipient salivation, which 
should be kept up for several weeks, as frequently that alone proves the 
sufficient operation of the mercury upon the constitution. 

841. In cases of very old venereal disease, in which often the modes 
of treatment prescribed are insufficient, several very active modes of cure 
have been proposed, among which may be especially reckoned, 1, the 
Friction and Hunger Cure ; 2, the Mercurial Cure, after WrINHOLD’sS 

lan ; and, 3, Zirrmann’s Decoction. 

842. The Friction-Cure Jong since (a) highly esteemed, has recently 
been brought into great repute by Lovvrier (b) and Rust (c). The 
latter has also extended its employment to diseases not syphilitic, of 
which, however, a complete destruction is the foundation of the repro- 
ductive processes. ‘The mercury does not in this treatment, operate as 
a specific against scrofulous, gouty, syphilitic and other diseases, but 
simply as exciting the activity of the lymphatic system, by which the ab- 
sorption may go on to completion, the previous degeneracy return to the 
natural condition, the entirely useless deposits be got rid of, and so a 
perfect consent of the organism produced. 

843. This cure is indicated in syphilitic disease where disordered 
digestive organs forbid the internal use of mercury; when from the mer- 
cury a too little or too great affection of the bowels or of the whole sys- 
tem occurs ; when the syphilis, having become a general affection, attacks 
the bones and tendons ; when caries, exudation into the joints, hardening 
or disorganization of the different tissues are present; and when a 
syphis will not yield to the internal use of mercury: in diseases not 
syphilitic, in which from mere gouty, scrofulous, or rickety causes, swell- 
ings in the skin, glands, and bones, growth or other diseased affections 
are produced as the result of an anomalous vegetation, and cannot be re- 
moved by other means, for instance, swellings of the joints, dropsy of the 
Joints, spina ventosa, and wide-spreading ulcers: also in herpetic, leproid 
eruptions, hardening of the testicles, of the breasts, and so on. Even in 
those cases where diseases arise from simply local causes, hardening and 

(a) Faner, above cited. 

(b) Above cited. 


(c) Ueber die Heilkraft der methodischen 
Quecksilbereinreibungen in syphilitischen 


und nicht syphilitischen Krankheiten; in 


his Magazin fur die gesammte Heilkunde, 
vol. i. p, 354, 
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degeneration of the cellular tissue, callous changes, carious destructions, 
fistulous ulcers and the like, which on account of their unnatural condi- 
tion and situation often for years withstand every kind of treatment, even 
Sn ues al application of the knife, or even render the latter impos- 
sible. 

844. The friction cure is always a very severe mode of treatment, and 
for the patient accompanied with much trouble (1). It must therefore 
not be employed on those patients who are very weakly, who have very 
irritable nerves, in hysterical, hypochondriacal patients, in those who 
are much disposed to agitation or are affected with other diseases, as 
complaints of the chest, coughing up of blood, hectic fever, dropsy, 
scurvy, and the like. When, however, these diseases are the conse- 
quence of syphilis, the friction-cure is indicated. The skin of many per- 
sons has also a too great or too little receptivity for mercury, which at 
first cannot be determined. In the former case generally the cure is not 
completed ; in the second no cure ensues. 

((1) I cannot at all agree with Curzivs’s opinion on this point; for, beyond all 
doubt, the employment of mercury by friction is the mildest mode in which it can 
be used, and the only way in which it should be used, if imperatively called for, in 
the very cases where Cuexius forbids it. One very important point must not, how- 
ever, be lost sight of, to wit, the support of the constitution by generous diet, with 
porter or wine.—u. F. s.] 

845. The cure itself primarily consists in the proper preparation of the 
patient by bathing, purging, and a strict diet, by which the susceptibility 
for the operation of the mereury is increased and the absorbing process 
promoted, so that even a smaller quantity of mercury may produce the 
alteration of the constitution. ‘The patient should first take a purge, 
then every other day a bath not warmer than 29° R. [= about 97° 
Faur.] Without any contrary indication twelve baths should be taken, 
but where the destruction of an important part is to be feared, then less 
may be used. In robust full-blooded persons the effect of the cure isalways 
rendered more powerful by one or two blood-lettings. Phlegmatic puffy 
persons often derive no benefit from bathing, and therefore must not bathe 
beyond three days. During the use of the bath, and subsequently during 
the rubbing in, the patient should take thrice a-day a lightly boiled por- 
ridge of a pint of meat broth with some grits, barley, rice ; or instead of 
the porridge a cup of coffee on the first day, also some boiled ripe 
fruit or pears ; and for drink a decoction of rad. bardane, liquiritie and 
althee, not exceeding three pints in the twenty-four hours. But fre- 
quently it is necessary with old weakly persons to give more strengthen- 
ing diet, wine, meat broth, with eggs and the like. In women the pre- 
paratory treatment must be complete before the commencement of the 
menses; and when they are over, then the rubbing in may be begun. 
If the menses recur at every fourteen days, the treatment must be so 
arranged, that they should have ceased before the critical days, and not 
interfere either with the medical treatment or with the evening frictions. 
If it should come on unexpectedly during the cure, the friction must be 
putaside. After the bathing is finished a second purge is to be ordered, 
and then the rubbing-in proceeded with. 


[Of all the preparations here recommended English surgeons take no heed, ex- 
cepting the clearance of the bowelsat the onset, and a light unstimulating diet during 
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the treatment. Nor is there any necessity to suspend the rubbing; in women during 
their monthly courses.—s. F. s.] 

846. Twelve rubbings are nearly always sufficient to cure the inve- 
terate venereal disease ; frequently from five to six, most commonly nine ; 
mostly no syphilitic disease requires more. Nothing definite can, how- 
ever, here be fixed ; the number of rubbings must depend on circum- 
stances. For rubbing in, at first, one drachm, and afterwards one and 
a-half or two drachms of well-prepared gray mercurial ointment is to be 
used. The hand with which the rubbing is to be done should be 
previously warmed before the fire, and the rubbing should be continued 
five minutes. 

According to Wepemeyer (a), in old and stubborn cases from eighteen to twenty 
rubbings of a drachm and a-half each are necessary ; in very old and very stubborn 
cases, especially if the salivation be backward and sparing, from twenty-four to thirty 
rubbings of a drachm and a-half each, but seldom more are required. On the con 
trary, Rusr (b) thinks he has never found this necessary ; but when it was practi- 
cable, he increased the quantity of the ointment to be rubbed in commonly to two, 
two and a-half, and even to three drachms, which agrees with my own experience. 

[Our common hospital practice is to rub in a drachm of mercurial ointment every 
other night till the gums begin to swell, become spongy and sore, and the fiow of 
spittle be increased ; which effected, the rubbing is continued either as frequently 
or less frequently according as the soreness of the gums and the salivation continue 
the same or increase. The state of the gums and the flow of spittle are not, how- 
ever, always indicative of the effect of the mercurial rubbing on the eonstitution ; 
often is there neither soreness of gums nor salivation, but other excretions are in- 
creased, as the perspiration, or urine, or both, or there may be neither even of these, 
but the constitutional affection is shown by the wasting of the body and of the 
strength. The best guide, however, is the condition of the sore, which improves 
as the rubbing lays hold on the constitution.—zs. r. s.] 

847. The following is the order in which the rubbings-in are to be 
conducted : 

On the first day, in the morning, the patient rubs in the prescribed 
quantity divided on the two legs, on the third day on the thighs, on the 
sixth day on the two arms, from the wrists to the shoulders, on the 
eighth or ninth day on the back, from the hips to the neck. From the 
seventh to the fifteenth day, according to circumstances, two, three, or 
four rubbings on these parts may be made in the way mentioned. Be- 
tween the fourteenth and sixteenth day a more or less remarkable change 
occurs in the patient. He becomes restless, anxious, his breathing is 
oppressed, the pulse quickened, tongue loaded, and the belly puffed up. 
At the same time come on colicky pains, palpitation of the heart, crying 
out in his sleep, troublesome dreams, rumblings in the belly, and so on; 
from which discomforts the patient is relieved by a perspiration often 
continuing from twenty-four to forty-eight hours, and by increased secre- 
tion from the bowels and kidneys. On the sixteenth day another rub- 
bing is to be made at evening, then on the next morning a purge, and 
so continuing to the twenty-fifth day, when, if there be not convulsions, 
severe oppression, great weakness, and so on, an early termination of 
the cure may be expected. On the twenty-sixth day the patient is to 
be put into a warm bath, and after half an hour washed quite clean 
with soap-spirit and a sponge, and dried. He is then to have fresh 
linen and to be carried into another room. The patient must during the 

(2) Bemerkungen tiber die Syphilis und brauch des Quecksilbers in derselben ; in 


ihre verschiedenen Formen und den Ge- Rust’s Magazin, vol. ix. pt. ii. p. 297. 
(b) Above cited. 
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whole cure be kept in a regularly warm room, and should neither get 
up, change his linen, nor cleanse the parts smeared with the ointment. 

848. The following are the principal symptoms to be observed during 
this cure. ‘The salivation usually appears between the fourth and fifth 
rubbing in, and is only to be checked when severe. The inconveniences 
attendant upon it may be best diminished by syringing the mouth with 
mild or slightly astringent decoctions. If the tongue swell so that it 
squeeze itself between the teeth, a piece of cork must be introduced be- 
tween the grinding-teeth. But if from its swelling there be danger of 
stifling, the cure must be suspended and the tongue scarified. Ulcers 
on the tongue and gums are to be touched with a mixture of a drachm 
of camphor to an ounce of oilof almonds. ‘The patient must frequently 
move his tongue to prevent its growing together. 

If the salivation appear before the third rubbing-in, a smaller quantity 
of the ointment must be used, and at more distant intervals. But the 
salivation frequently diminishes when the rubbing-in is continued, and 
nearly always if it be restricted to the evening. The salivation often- 
times continues after the cure is completed and ceases of itself. If 
during the whole cure there be no effect upon the salivary glands, it 
must not be forced; the hope of a happy result is then, however, always 
slight. In this case there often occur frequent intestinal and urinary 
evacuations, increased perspiration, and critical symptoms. Spasms, 
faintings, high fever, weakening perspirations, if occurring previous to 
the third rubbing in, and cannot be removed by chamomile and pepper- 
mint tea, by old wine, coffee, Horrmann’s spirit, and require the sus- 
pension of the cure. 

From my own experience I cannot recommend the modification of the friction-cure 
adopted by some, and formerly known by the name of the Monrpenier treatment, 
or steam-cure, in which the diet is neither so strict, nor the rubbing-in made so 
regularly, or in such quantity as directed by Louvrimr and Rusr to produce saliva- 
tion; but itis rather endeavoured to avoid it by suspending the rubbing-in, by purging, 
and so on; and then the friction is recommenced, and subsequently wood drinks 
are employed. 

849. If the salivation or critical sweating be checked by cold and 
sO On, in Consequence of which severe spasmodic symptoms and even 
sudden death may ensue, the patient must be cleansed in a warm bath, 
put into a clean warm bed, the whole body rubbed with warm, cloths, 
and with these also may be employed, mustard poultices, diaphoreties, 
and even emetics. 

850. During the time of the evening frictions. spasmodic symptoms, 
oppression, fainting, convulsions, nausea, and small contracted pulse, 
which often arise, are either forerunners of a second crisis, especially if 
the fifteenth day be not completed; or they are consequent on the use 
of purgatives. In the former case, stimulating remedies must be given; 
in the latter, the operation of the purgative* must be stopped, and the 
next time a less powerful one given. But if under this treatment the 
symptoms do not subside, the treatment must be suspended. 

851. When the cure is perfected, the patient, by the use of nourish-. 
ing food, care being taken to avoid overloading the stomach, soon ac- 
quires a healthy blooming appearance: but if this do not follow, there 
is great probability of an imperfect cure. Should it be necessary still 
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to repeat the cure once more, the patient must be first recovered from 
the previous treatment. ; ; 

852. Wernuorp (a) employs a grand Mercurial Cure with calomel, 
which, as well as the friction cure, may be of greater service, and not 
only in old syphilitic, but also in rheumatic, scrofulous, and gouty dis- 
eases, as well also as in those cases in which often we are unaware on 
what the diseased action depends. Its object is, that a sufficiently large 
quantity of calomel should, at long intervals, so operate on the organism, 

‘that no salivation should be produced, because it would prevent the 
continuance of the calomel, and suspend'the operation of the mercury 
on the unnatural reproduction. 

853. In this cure the patient takes every evening, two hours before 
bed-time, on an empty stomach, a powder of ten grains of calomel and 
fifteen of sugar, and drinks two cups of warm beef tea; half an hour 
after, he takes a second like dose, and if he be a strong person, at the 
third half-hour he takes half a dose, so that together twenty-five grains 
of calomel and six cups of beef tea are taken. He then goes to bed, 
and drinks in the morning a couple of cups of moderately strong cotfee, 
which usually produces three or four thin motions. If this do not hap- 
pen at the tenth or twelfth hour after having taken the medicine, a pow- 
der of fifteen or twenty grains of jalap, and as much tartrate of potash, 
must be given in order to produce at least one evacuation. After two 
days’ rest, the patient must, according to circumstances, take the same 
dose of calomel in two or three portions ; on the seventh day, the third ; 
on the tenth, the fourth; on the thirteenth, the fifth; on the sixteenth, 
the sixth; and the conclusion is made on the nineteenth or twenty-first 
day, with the seventh or eighth dose. As at the third and fourth dose, 
the stomach becomes accustomed to the irritation of the mercury, from 
five to six grains of jalap must be added to each dose. At the same 
time, a weak decoction of bark must be taken to support the repro- 
ductive powers, whilst the mercury destroys the dyscrasic. During this 
cure the patient must keep in-doors at least two or three hours in the 
forenoon, to promote perspiration; in not very bad weather he may, 
without harm, go about his business. The principal object of this treat- 
ment is, to produce stools, because they more certainly prevent saliva- 
tion; but if that come on, which frequently happens in persons who 
have already used much mercury, the cure must be suspended. 

854, Zirrmann’s decoction (bd) is to be used in the following manner: 


(a4) Von den Krankheiten der Gesichts- 
knochen und ihrer Schleimhaute der Aus- 
rottung eines grossen Polypen in der linken 
Oberkieferhéhle, dem Verhtten des Ein- 
sinkens der gichtisehen und venerischen 
Nase und der Einsetzung kinstlicher Choa- Rad. sarsap. Gvi. coq. cum 
nen, Halle, 1818. 4to. p. 36. « Aq. fontan. ibxxiv. sub fine coct. 

(6) B Rad. sarse Zxij. et coque cum adde 


Sem. anis. vulg. 
feenicnl, aa Giv. 
Colat. lib. xvi. D, ad lagen, viii. S. 
Decoct. forte. 
FB Resid. decoct. fort. 


Aq. font. txxiv. pro + hor., et adde 

Alum, sacchar. 3 jss. 

Mere. dule, Giv. 

Cinnab, antim. 3] in nodul. ligat. 
sub fine coct. admisee 

Fol. seon. Ziij. 

Rad. liquirit. Zjss, 


Pulv. cort, citr. 

cinnamoni, 

cardamom. aa Giil. 

Rad. liquirit. Gij. 

Colat. lib. xvi. D. ad lag. vii. S. 
Decoctum tenue. 
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on the first morning the patient takes sixteen portions of pil. mefc. 
laxant ; on the four following days he drinks in the morning a bottle of 
warm strong, and at noon a bottle of not warmed weak decoction; on 
the sixth day, again he takes the purging pills, as at first; and on the 
four following days, the decoction in like manner. Herewith the patient 
should eat only two ounces of roast meat, and as much white bread 
daily ; and soup three times on those days when the purge is taken. The 
patient keeps in bed during the whole time, for the purpose of properly 
producing the perspiration. After the use of the decoction, he should 
keep his room for some time, drink infusion of spec. lignorum, or of 
sarsaparilla, and observe a weak diet. If the patient be not restored, 
the whole cure must be repeated a second time. In very robust persons, 
the purging pills must be once given en the eleventh day. The ulcers 
during the cure are merely to be cleansed with lukewarm water, and 
covered with charpie, either dry or spread with mild ointment. On an 
average, the use of the decoction is followed by five or six, and more, 
thin watery motions, and more or less, great perspiration. I have never 
noticed any accident which rendered breaking off this cure necessary. 
In largely spreading eruptions and very weak persons, it may be advan- 
tageous that only one bottle of the decoction should be drunk daily for 
the purpose of lengthening the cure by the prescribed diet. Frequently 
the pills are thrown up and then they must be again taken in divided 
doses. Nausea, disposition to vomit, and even actual vomiting, during 
the use of the decoction subside, if a smaller quantity of the decoction 
be drunk at onetime. I have observed, in one instance, severe pain 
in the belly every time after taking the weak decoction, and frequently 
a gentle, not very lengthened salivation, has been noticed (a). 

The Arabian treatment and dry diet resembles that with Zivrmawnn’s decoction (0). 

Here also must be mentioned the plan of treatment proposed by Dzonn1 (c), in 
which the patient commences with one-fifth of a grain of sublimate in four pills, 
taken immediately after dinner; from day to day the medicine is increased by two 
additional pills, so that on the last day of the cure, which occupies twenty-seven 
days, thirty pills, or 13 grains of the sublimate, is taken at a dose. ll this time 
the patient lives moderately, keeps himself warm, and drinks sarsaparilla tea. If 
the cure be disturbed by salivation, after that has been relieved, the number of pills 


still remaining must be continued. If mercury have been previously immoderately 
or irregularly used, sulphur should be first employed internally or in baths. 


(a) Cuetius, Ueber die Anwendung des Syphilitiques ou anciennes ou dégénérées. 


Decoct. Zivrm. in Vergleiche mit anderen 
gegen iaverterirte Lustseuche und andere 
Krankheiten empfohlenen Behandlungswei- 
sen; in Heidelb. klinisch. Annal. vol. 1. pt. 1. 
PGs 

3 Hacker; in Heidelberger klinischen An- 
nalen; in Rusv’s Magazin, vol. xxxix. pt. i. 
p. 1.—vol. Ixvii. pt. ii. p. 203. 

Hane, Ueber die Heilkraft des ZirTMann 
Decoctes in sectindarer Syphilis; in Med. 
Jahrbuchern des dsten Staates. Neue Folge, 
vol. ix. 1835. 

Martius, Einige Bemerkungen tber das 
Decoctum Zirrmannt; in Heidelberg med. 
Annalen, vol. ix. pt. iii. p. 418. 

(b) S. Ganpy, Apergu sur lefficacité du 
Traitément dit arabique dans les Maladies 


Montpellier, 1827. 

Kriaatscu; in Rust’s Magazin, vol. xvii 
py L77; 

Scu#rrer, Dissert.sur l'emploi du Mercure 
Sublimé et le Traitement arabique dans les 
Maladies Syphilitiques. Strasbourg, 1825. 

(c) Dzonpr, Neue zuverlissige Heilart der. 
Lustseuche. Halle, 1832. Second Edit.— 
F, A. Simon, jun., Ueber den sublimat. und 
die Inunctionskur, mit besonderer Beziehung 
auf Dzonpi’s neue zuverlissige Heiiart von 
Lustseuche, und die Louvrirr’s Rust'sche 
Inunctionskur. Hamburg, 1826. 

Barrets einige Bemurkungen tiber Dzon- 
pi’s neve Heilart der Lustseuche; in von 
Grarre und von Wautuer’s Journ al, vol. ix. 
p. 513. 
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* According to Kiuce (a), Dzonpi’s treatment is not to be depended on ; in certain 
cases, however, especially in ulcers of the bones and nose, it is very efficacious. 

855. In reference to the efficacy of the friction cure, of Zrrrmann’s 
decoction and of Wrinuonp’s treatment, I must undoubtedly give the 
preference to the former over the latter, which, according to my expe- 
rience more frequently checks than actually cure the disease ; often in- 
deed it cannot be borne, and may often continue injurious and scarcely 
to be gotten rid of disturbance in the functions of the alimentary canal, 
which depend on a usual and peculiar treatment. The friction cure 
and Zirrmann’s decoction, in general, act more surely; but the latter 
is connected with by far less inconvenience to the patient, on which 
account, according to my present experience, I prefer Zirrmann’s 
decoction to the friction cure, and only employ the latter when the former 
has been inefficient. The effeet of this decoction I have proved, not 
merely in all forms of syphilis, but also in other inveterate diseases. 

Compare my above-mentioned statement, in which I have endeavoured to contra- 
dict the opinions put forward by Neumann (0) against the friction-cure, and in favour 
of WeINnHOLD’s mode of treatment. 

What is the result of WrinnoLp’s treatment, when, from the coming on of saliva- 
tion, it be not determined to interrupt the cure, (which WernHotp and Neumann 
expressly enjoin,) I cannot from my own experience determine. 


2.—TREATMENT OF SYPHILIS WITHOUT MERCURY. 


856. The various diseased conditions which have been considered 
incompatible with the use of mercury, as great debility, with a disposi- 
tion of the juices to deficient mixture, suppuration of internal organs, 
aneurisms, scorbutic diathesis, have, on the one hand, as also the evils 
ascribed to the use of mercury, have on the other, led to the proposal 
of the various modes of treatment without mercury. To these belong, 
the sudorific decoctions of the radix sarse, caricis arenaria, chine, as- 
tragalt ex scapi, and bardane, of the lignum guiaiaci, corter mezeret, 
slipites dulcamare and green walnut shells. Poxtini’s decoction, the 
rob anti-syphalitique of Larrecreur, the sarsaparilla cure of Sr. Marte, 
(drank like mineral water,) Vicoroux’s drink, the hunger cure of Ossorn 
and Srrove, the volatile alkalies, (Bernarpv’s Tinctura anti-syphilitica,) 
various antimonial preparations, the acids, especially muriatic acid, gold, 
especially its muriate (1); bydriodate of potash, and various other 
remedies. These modes of treatment were, for the most part, less 
destined for the primary, than for the secondary and older symptoms of 
the venereal disease, especially for those where much mercury had been 


(a) Bericht tiber die, auf hoheren. Befehl 
mit der Dzonpr’schen Heilmethod gegen die 
Lustseuche in dem Berl. Charité-Krankén- 
hause angestellten Kurversuche und deren 
Resultate, nebst Gutachten tiber die Methode 
ee in Rust’s Magazin, vol. xxvi. p. 

(b) Vergleichung der Louvrimr’schen und 
Weinnorn’schen Methode, das Quecksilber 


anzuwenden; in von Grarre und von Wax- 
ruer’s Journal, vol. it. p. 405. 

Wirrcxe, Dissert. de Weinsonon Hydrar- 
gyrum adhibendi methodo. Berol. 1821. 

Neumann, tiber die Lustseuche; in von 
Grarre und von Watruer’s Journal, vol. 
xvii. ps I. 

Hetzx,, Ueber die Bekampfung der Lust- 
seuche durch eine modificirte Inunctionskur, 


u.s..w. Wien, 1836. 
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already used without effect; or where, on account of the state of the 
constitution, its use could not be borne. The greater number of these 
remedies had merely ephemeral reputation, and could not supplant 
mercury. 


See my opinion already given upon Zirrmann’s decoction, in which the greater 
number of these modes of treatment have been more fully mentioned, and their effects 
compared. 

Gold, first substituted for mercury by Prrcatrn, but especially introduced by 
Curestien, was as gold filings, gold powder, oxide of gold, and muriate of gold, 
(Curestien’s salt of gold,) recommended in primary and secondary syphilitic affece 
tions; it increased the appetite, raised the pulse and heat, produced thirst, burning 
of the gums, salivation, (of a milder character without smell, without ulcers, and 
not exhausting as when mercury is used,) febrile re-action, sweating, increased 
secretion of urine. It called forth the syphilitic symptoms previously suppressed, 
and the recovery when it took place was permanent. The effect is greater in using 
the salt, less in the use of the oxide, and weakest with the powder. Inan irritable state 
it could not be employed. Of the gold powder, the first grain was divided into 
twelve, the second into eleven, the third into ten, and the’ fourth into nine parts; it 
was used so many days as there were parts into which the medicine had been 
divided, and it was rubbed into the tongue, the gums, or the sensible parts of the 
face. In buboes and very painful ulcers, rubbing in the powder or salts of gold was 
effected with cerate. Very numerous observations show that the effect of the gold 
against syphilis was much less and more uncertain than Curestien and Niew had 
held: in our climate, large doses (according to my experience) are required to bring 
about the before-mentioned results. In irritable constitutions gold is a dangerous 
remedy (a). 

Ricorp (b) treated in 1824 of the use of iodine in gonorrhea and bubo; EuseBr 
DE SALLE is fond of it in hard swellings of the testicles, and also Latiemann, Biert, 
and Pam.anp; but especially Waxuace (c), Ropert Wiuuiams, M. D., Jupp (d), 
Tyrrewu (¢), Epers (f), Von Hasseipere and others (g) have used the hydriodide 
of potash in the different forms of the general venereal disease, and in doubtful 
cases, with remarkable success. The iodine tincture, the hydriodie acid and iodine 
strong have been used; the hydriodide of potash, however, with especial success. 
According to Watuacer, two, three, or four table-spoonfuls, and according to HackEr 
(A) eight or nine spoonfuls daily are given, of a mixture composed of hydriodide of 
potash two drachms, and distilled water eight ounces. Its operations generally are 
increase of the vital activity, cheerfulness, increased appetite, increase of flesh, 
brighter colour of the skin, return of sleep, greater activity of the excreting organs; 
sometimes diarrhea and colic; in one case salivation occurred (7). The hydriodide 
of potash is especially efficient in secondary syphilis, with increase of substance 
particularly in the bones and skin. Hacker observed in eleven cases that there 
was always remarkably quick improvement, but not proportionately quick cure. 
The treatment must often be continued for more than two months. According to 
Evers, the urine is to be tested during the cure with sulphuric acid, with solution 
of starch or of chlorate of lime. 


(e) Tyrrett, On the use of lodine in 


(a) Curestizen, Méthode iatraleptique,— 
Syphilis. 


Paris, 1814. Second Edit. 


Gozzi, Sopra!’ uso di alcuni remedii au- 
rifici nelle Malattie Veneree annotation1 
teoretico-pratiche, Bologna, 1817. 

Dictionnaire des Sciences Meédicales,— 
Art., Jatraleptique. 

Percy; in Journal] Complémentaire du 
Dict. des Sciences Médicales. Oct., 1818. 

Opueiivs; in Hurenanp’s Journal, vol. 
xliv. p. 117. 

Devrecu, above cited. 

(6) Journal Complément., vol. xix. 

(¢) Wautacr, above cited, 

(d) Jupp, A practical Treatise on Urethri- 
tis and Syphilis, London, 1836, 


¥ odin. gr. 3; potass. iod. gr. 3; syr. 
papav. Giv. aq. destill.”Zviij. Ft. mist. ; coch, 
duo ter die sumend. 

(f) Exsers, Ueber Anwendung des Kali 
hydrojod. gegensecundire Lustseuche; in 
med, Veriarzeitung in Preussen, 1836, 5 
October. 

(g) Srasrron; in Casrer’s Wochensehrift, 
1838. No. 5. 

‘\(h) Hacker; in Summarium, u.s. w., vol. 
viii. part vii, 1836, 

(t) Buttock; in Edinb, Med. and Surg. 

Journ., 1837, 
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[(1) Forsrrr gives\some cases (a) of syphilis cured by the conjoined use of 
chloride of gold and soda, and observes, “in all these cases and in some which have 
since occurred, the only evident effect of this remedy was, the perspiration, which 
gradually diminished in quantity as the system became accustomed to the stimulus. 
In only one case was any dressing but dry lint applied, and this difference did not 
seem to be influential.”” The form of preparation of this remedy was the following : 
—‘ Dissolve ninety-six grains of pure gold in nitro-muriatic acid; evaporate and 
crystallize; dissolve the crystals of the chloride of gold obtained, in pure water; 
add thirty grains of decrepitated chloride of soda. Evaporate the solution and 
crystallize. The salt is slightly deliquescent, and must therefore be kept in a 
stopped phial.”’ 

857. In England, however, the treatment without mercury, formerly 
restricted to the so-called pseudo-syphilitic diseases, has been extended 
to all syphilitic affections, and this has been continued and mercury dis- 
carded for more than eighteen years in the greater number of the military 
hospitals, and by many of the most distinguished civil practitioners (1). 
The mode of treatment is the following: 

In primary syphilitic sores, as long as their inflammatory character 
continues local, and in severe inflammation general blood-letting must 
be employed, especially in phimosis and paraphimosis; the patient must 
preserve the strictest quiet, and be continually in the horizontal posture ; 
he must use purging neutral salts and strict antiphlogistic diet. The 
local treatment of the ulcer is to be guided only according to its special 
condition and not with reference to a specific contagion. In painful 
sores with everted, hard, irregular edges, and scabs, softening anodyne 
fomentations and applications must be used two or three times a-day ; and 
after these symptoms have subsided, solutions of lead, of sulphate of 
zine and copper, lime water, and so on. In phagedenic and gangrenous 
sores, whilst inflammation exists, bleeding must be employed, with strict 
antiphlogistic diet, softening anodyne applications, afterwards solutions 
of lunar caustic, diluted sulphuric acid, tincture of myrrh, turpentine and 
similar remedies, in which the frequent change of the remedies specially 
promotes the healing, and very much seems to depend on keeping the 
dressings moist. In indolent ulcers more stimulating remedies must be 
employed. By this treatment all ulcers of the generative parts may, 
without exception, be healed ina short time. The dispersion of buboes 
is to be promoted by a compressing bandage, and in their painful state 
they must be treated by the frequent application of leeches. If suppura- 
tion occur, the abscess must be opened with caustic, and the wound 
afterwards treated as a primary sore. Secondary symptoms, when oc- 
curring after the just-mentioned treatment, appear as inflammation of the 
throat, eruptions of various kind, inflammation of the eyes, periostitis, 
and swellings of the bones. If these symptoms be very mild they may 
be cured by sudorific woody drinks, antimonials, strict diet, and anti- 
phlogistic treatment, agreeable to circumstances. Severe and dangerous 
symptoms, as great and continued pain in the bones, caries, destructive 


ulcers, of the throat and other parts, will never be seen after this treat- 
ment. 


[As regards the continuance of this treatment, the frequency of buboes following 


upon primary ulcers, and subsequently the occurrence of secondary symptoms, the 
opinions of English practitioners differ from each other. According to Hit, ulcers 


(a) Lancet, 1829-30. vol, ii. p. 590. 
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with the proper syphilitic character heal in from eight to twenty-five days; accord- 
ing to Hennen, the primary in fifty-five and the secondary in from fifty-five to 
eighty-five days. Previous mercurial treatment and scrofulous constitution have 
special influence on the difficulty of the cure. The proportion of the secondary to 
the primary symptoms is, according to Rose, 1: 3; to Gururiz, 1 : 10; to Tuom- 
son, 1 : 12; to Hennen, 1 : 5; and to Hutz, 1 : 10. 

(1) It must not be supposed that the practice of treating syphilis without mer- 
cury is at all the general practice throughout England; for beyond all doubts it is de- 
cidedly the reverse, as the treatment of these cases in almost all, if not all, the civil 
hospitals, and by the greater number of surgeons proves. It is not to be supposed, 
however, that mercury is used in the profuse and improper manner in which in former 
times, and even within my own recollection, it was employed for true syphilitic 
symptoms, either primary or secondary. Nor indeed is it used for all or for a large 
proportion of sores on the genitals, in which heretofore it was indiscriminately pre- 
scribed. ‘The surgeon now first takes care to discriminate between the syphilitic 
and non-syphilitic sore, and adapts his treatment accordingly, with mercury, under 
careful regulations, for the former as a specific, but for the latter, as either an altera- 
tive, or simply as an occasional purge, taking care at the same time to improve the 
general health by diet, medicine, and good air. 

Far from employing mercury too frequently or too freely, the fault is now rather 
in the contrary direction, and an imperfect cure is the result of leaving off that 
medicine too quickly, and not continuing it a week or ten days or more after the 
symptoms have apparently subsided, whilst in reality the syphilitic poison has not 
been entirely cast out. The consequence of this is, that secondary symptoms, espe- 
cially eruptions, are, so far as I have had opportunity of observing, much more 
frequent than formerly. The surgeon therefore should be especially cautious, that 
whilst he avoids overdosing with mercury, in whatever form it be used, that a 
sufficient quantity should be administered to affect the constitution fully, and this 
should be steadily, though moderately, kept up till some days after all symptoms have 
disappeared. CueExius’s own observations in the following paragraph fully bear out 
all here mentioned.—zs. r. s.] 


858. Many of the objections formerly made against this plan of treat- 
ment when the here mentioned observations had not been sufficiently 
numerous nor sufficiently long continued, though the pseudo-syphilitic 
affections were cured by it, but not the true syphilis, have on the con- 
trary lost all weight, if it be remembered how long this treatment has 
been employed, and by some of the most experienced and best instructed 
English practitioners. The frequency of the secondary symptoms always 
remains as the most important objection; but seeing that we are still in 
want of careful and sufficiently numerous statements in reference to the 
employment of mercury, so must, after the impressive testimony of the 
English practitioners, the mild and by far less destructive character of 
the secondary symptoms outweigh this objection. Certain as it may be 
on the other hand, that by the emmoderate use of mercury, syphilis as~ 
sumes a peculiar destructive character, so little can I, however, agree 
with the banishment of mercury in the treatment of syphilitic dis- 
eases, that I am convinced by experience, that a moderate use of mercury, 
with a strict and corresponding dietetic treatment, effects more quickly 
and constantly the cure of syphilis. ‘The reproach, that the mercurial 
treatment of syphilis first imparts to it a direct destructive character, 
applies, only to the negligent, common use of this remedy without re- 
ference to the constitution, and without correspondent mode of living. 
It is satisfactory in other respects to know, that in those conditions which 
especially contra-indicate the use of mercury, this treatment may be em- 
ployed with confidence. 

For the literature of this subject, see— 


Fereuson, Observations on the Venereal Disease in Portugal, as affecting the 
Constitutions of the British Soldiers and Natives; in Med.-Chir. Trans., vol. iv. 
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Roser, Observations on the Treatment of Syphilis, with an account of several 
cases of that disease in which a cure was effected without the use of Mercury; in 
Med.-Chir. Trans., vol. viii. p. 349. 

Gururiz, On the Treatment of the Venereal Disease without Mercury. 

Hennen, Joun, Observations on the cure of Syphilis without Mercury, &c.; in 
Edinburgh Med. and Surg. Journal, vol. xiv. p. 201, 1818. 

Hit, Samu., M. D., On the Simple Treatment of Syphilis without Mercury; in 
Edinburgh Med. and Surg. Journal, vol. xviii. p. 567. 1822. ‘ 

Tuomson, Joun, Observations on the Treatment of Syphilis without Mercury; in 
Edinburgh Med. and Surg. Journal, vol. xiv. p. 84. 

Axcock, Observations on the successful Treatment of Syphilis in its primary 
stage without Mercury; in London Med. Repos., vol. ix. p. 489. 

Rousseau, J. B. C., M. D., On Venereal Complaints; in American Med. Re- 
corder, vol. iii. p. 171. 

Puiney; in New England Journal, vol. ix. p. 235. 

Wars, ibid. vol. iv. p. 354. ; 

Srevens; in Med. and Surg. Register of the New York Hospital, part ii. 1820. 


[Harris, THos., in N. American Med. and Surg. Journ.—e. w. N.] 


Topp; in Dublin Hospital Reports, 1810, vol. ii. p. 147. 
Kriicer, Darstellung der jezt in England, tiblichen Behandlung venerischer und 
Syphilitischer Krankheiten ohne Mercur; in Horn’s Archiv., 1822, Jan. Feb., 
oo: : 


Hurexanp, Bemerkungen iiber die neue Englische Methode, die Syphilis ohne 
Mercur zu behandeln; in his Journal, 1822, Sept., p. 20. 

WebDEMEYER; above cited. 

Huser, Bemerkungen tiber die Geschichte und Behandlung der venerischer 
Krankheiten. Stuttgart und Tlibingen, 1825. 

Orro, C., M. D., Ueber die Behandlung der Syphilis ohne Merkur, und die Aus- 
breitung dieser Heil-methode in Grossbritannien; in Von Grarrze und Watruer’s 
Journal, vol. vili. part i. p. 46. 

Becker, Ueber die Behandlung der Syphilis ohne Quecksilber, mit Beriichsich- 
tigung der in Grossbritannien angestellten Beobactungen; in Horn’s Archiv. fiir 
Med. Erfahrung. 

Oppenuerm, die Beliandlung der Lustseuche ohne Quecksilber oder die nicht Mer- 
curiellen Mittel und Methoden zur Heilung der Lustseuche. Hamburg, 1827. 

Fricke, Annalen der Chirurgischen Abtheilung des allgemeinen Krankenhauses 
in Hamburg, vol. i. Hamburg, 1828. 

Wituetm, Clinische Chirurgie; mit Kupf. Muinchen, 1830. 8vo. vol. i. 
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SYPHILIS IN INFANTS. 


[Infant children are occasionally affected with syphzlis, either whilst still in the 
womb, during birth, or from sucking a diseased nurse. The latter two modes of 
infection are those generally denied but Evanson and Maunsext state that ‘ the 
first mentioned has been in their experience by far the most usual, and that they 
have not in their own recollection any cases decidedly proving the occurrence of 
the third.”” J do not, however, see any sufficient reason why infection during de- 
livery should be infrequent, as it is far from uncommon that the medical attendant 
of a woman ‘with primary sores, and whose hands are not long in contact with 
the sores, becomes subject of chancre. Evanson and Mavunse.x state that the 
communication of syphilis to the fetus in the womb ‘“ happens commonly in one of 
the following ways: one or both parents may have the disease at the time of the 
conception of the child, or they may have had it previously, and perhaps, at the 
period in question, present no sign of ill health whatsoever. Under either of these 
circumstances a child may be born apparently healthy, and continue so for an un- 
certain period, varying from a fortnight to five or six months,) when marks of 
syphilis may show themselves; the most usual period for the disease to appear, is, 
according to our experience, from the third to the fifth week.” (Hucuier (a) says 


(a) Archives Générales de Médecine. Aug., 1840, 
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that syphilis shows itself in an infant in from three to thirty days after birth.) “In 
this way the symptoms may be developed in several] successive children of the same 

arents, but usually such cases are alternated with miscarriages or premature births 
of children, dead and covered with syphilitic eruption ; or all these occurrences may 
take place in the same family ; for example, a woman may miscarry once or twice; 
may then produce a dead syphilitic child, and subsequently give birth to one ap- 
parently healthy, but showing disease when it has attained the age of four or five 
weeks, ‘There is no regular succession in the occurrence of these different events, 
as they indifferently precede or follow each other. During the whole period of the 
production of these diseased children, both parents may appear perfectly healthy, 
and one of them may never have had any sign of the disease.”” The child may 
also be infected from a syphilitic nurse, but whether simply from the infected milk, 
or whether only from sore nipples, lam not prepared to state ; for though Dyckman 
(a) maintains that a child may become diseased simply by the milk of an:infected 
nurse, Lawrence’s case presently mentioned. however, seems to disprove this state- 
ment. But, on the other hand, the child can infect the nurse of which the case re- 
lated by Joun Hunrer (p. 413) as one instance of disease resembling syphilis, is a 
most excellent example, for the history of the case proves beyond all doubt that the 
disease was genuine syphilis, and the child successively infected three wet-nurses, 
by the first two of whom their own children were consequently infected. Law- 
RENCE also mentions a case in which a syphilitic child gave the disease to a healthy 
woman who nursed it, but at the same time, her own child having been kept at the 
other breast, did not receive it. ‘*The woman that so nursed this child had a pri- 
mary sore on the breast, an affection of the absorbent glands, and an eruption over 
certain parts of the body similar to what we would regard in other cases as second- 
ary symptoms of the venereal disease. The child then appearing to be well, was 
put to a second nurse, who had also a primary sore on the breast, and eruptions on 
the body ; she became pregnant and five weeks after delivery her infant was covered 
over from top to toe with syphilitic eruptions.”’ (p. 783.) Whether in these cases 
the nurse be infected through a sore on her nipple, or merely by the application of 
the poison to the skin, is disputed. Cotues doubts whether the child can infect the 
nurse unless she have ulceration of the nipple. Topp mentions (0) a very re- 
markable case of an old woman of seventy years of age who spoon-fed her grand- 
child which was infected with syphilis, and died a fortnight after birth. Three days 
after the woman had a rash on the arms like itch, and in three or four days more 
she had excrescences on the Jabia, a few elevated blotches on her breast and back, 
and a deep ulcer in each tonsil. This woman was speedily cured by the mercurial 
treatment, 

When a child is born dead, and has been so for some time previous, its putridity 
revents determination from its appearance of the existence of the disease ; but when 
orn alive, the child appears healthy for an uncertain period (from a fortnight to five 

or six months) after birth. The first distinct symptom usually is the occurrence of 
a peculiar mode of breathing through the nose, known by nurses as the snuffles, 
(and depending on the nostrils being inflamed and stuffed with a thick viscid yel- 
low secretion) ; at the commencement this is attributed to cold, and seldom attended 
to until the eruption appears. In the interim, however, the child’s health is much 
affected, and without any obvious reason. It has no bowel complaint, and is not 
undergoing dentition, but yet wastes away, and is feverish, fretful, and pallid. In 
about a fortnight an eruption comes out rather suddenly, at first upon the lower ex- 
tremities and buttocks, and subsequently upon the face and body; * * * first in 
the form of copper-coloured blotches, about the size of a split pea, and slightly 
raised above the level of the skin. These are, in a slight degree, moist upon the 
surface, and in situations exposed to the air they soon become scaly, and subse- 
quently are converted into dark-yellowish scabs. Where portions of skin are. 
naturally in contact, as between the buttocks, in the wrinkles of the neck, &c., scales 
are not formed, but raised condylomatous sores. As the disease advances, the skin 
in the intervals of the scabs becomes throughout of a copper colour, and perpen- 


(a) On the Pathology of the Human are generally considered as primary symp- 
Fluids. toms of Syphilis, &c.; in Dublin Hospital 


(b) Surgical Report, coritaining an ac- Reports, vol. ii. p. 182. 
count of those Affections of the Penis which 


Vor. 11.—10 + | ; 
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dicular fissures are formed in the lips, giving the mouth a very peculiar and cha~ 
racteristic appearance, which cannot be verbally described, but to those familiar with 
the disease, is in itself diagnostic of its real nature. The voice at this period be- 
comes feeble and stridulous ; the inside of the mouth often covered with aphthz’; 
extreme emaciation attends, and, if medical aid be not afforded, the child is reduced 
to a state of excessive debility, and lies covered with disgusting scabs and ulcera- 
tions.” (Evanson and Maunseri.) In addition to these, Lawrence mentions 
that he has seen two cases of iritis as symptoms of syphilis in infants; and that 
sometimes there are ulcers pretty much indurated, that is, with a superficial edge, 
and rather indurated base, about the anus. ‘The diagnosis is to be derived partly 
from its history, but in investigating this the greatest caution is required, as a hint of 
any suspicion upon the subject might, in many instances, be productive of the most 
unhappy domestic results. * * * The snuffles of syphilis having nothing at first to 
distinguish them from those of common catarrh, the disease with which the eruption 
is most likely to be confounded is common itch, which in the delicate skin of the 
child may assume a frightfully severe form. It is to be known from syphilis by its 
pustular character, by the itchiness which it occasions, and by the absence of the 
copper colour of the skin, and the peculiar fissured appearance of the mouth. Itch 
is also commonly communicated to the attendants. * * * The prognosis is always 
favourable when the case is seen early and properly treated, few diseases being more 
under the influence of medicine. If left to itself, however, Syphilis infantum is cer- 
tainly fatal. : 

“The treatment is exceedingly simple—mercury being always required, and, when 
judiciously exhibited, seldom failing to produce a beneficial effect. * * * Adminis- 
ter from one to two grains of hydragyrum cum cretd two or three times a-day (accord- 
ing to the age) until the eruption and snuffles disappear. The child usually fattens 
under this treatment; and salivation is never produced, at least we have never seen 
it, ina child under three years of age. Should the mercury affect the bowels, which 
sometimes happens, we must combine with each dose from half a grain to a grain 
of Dover’s powder, or of the powder of chalk and opium. The time required for 
treatment is from six weeks to two or three months, and the medicine should always be 
continued for two or three weeks after every symptom has disappeared ; even when 
this precaution has been observed, the disease may return and the mercurial treat- 
ment must be again and again resumed.” Black wash or dilute citrine ointment 
may be applied to the sores, and when they become indolent they may be stimulated 
with nitrate of silver or sulphate of copper. Giving mercury to the nurse so as 
indirectly to affect the child is insufficient for the cure of the disease in the latter. 
When the mother is suckling her own child it will be well to treat her with alter- 
atives, as for example, sarsaparilla; but unless she labours under actual syphilitic 
symptoms the giving of mercury to her should not be thought of until the child is 
weaned, as by affecting her general health it would be likely to deteriorate her quali- 
ties as a nurse.” (Evanson and Maunsexu.) Some practitioners make use of cor- 
tosive sublimate in treating syphilitic infants; but it is objected to both by Swe- 
piaur and Bacor as likely to disagree and produce violent griping. 

In connexion with this subject one very important question may be here adverted 
to, namely, whether syphilis can be communicated by co-habitation, if the husband 
labour only under secondary symptoms. Hey is, of opinion that the wife may be 
so infected, although he is not able to state any positive facts supporting it. 
Lawrence also says that the same is the impression on his mind from circumstances 
that have come under his own observation; and Topn’s ease of the grandmother 
already mentioned might be brought in support of these views, as in her case as 
well as in those of married people, the only conceivable way of the infection 
being communicated is, the application of the secretion of the secondary sores 
to the surface of the healthy party. It must not, however, be forgotten that 
Hunter, from experiment, asserted that the secretion of secondary sores is not in-- 
fectious, and Ricorp says that his own experiments on the same point have confirmed 
Henrnr’s statement. The possibility of infection from secondary syphilis would 
therefore seem more than doubtful; and I am rather disposed to believe, that iti 
cases where it is said to take place, that the ‘male patient purposely deceives his 
medical attendant with a false history of his ailment or of the correctness of his 
moral conduct after marriage, than that two so able and attentive observers as Jonn 
Hunter and Ricord should be in error. Be this however as it may, the con- 
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Sequences to the female and her children are so distressing and so serious, that in 
my opinion an infected person ought not to be allowed intercourse with his wife; 
or should at least be warmed of the results which, according to the opinions of some 
able and Eee ai surgeons, might by possibility accrue from such intercourse. 
—J.F. Ss. 
Hey, Wituiam, Facts illustrating the effects of the Venereal Disease on the 
Child cn wtero; in Med.-Chir. Trans., vol. vii. p. 541. . 
_ Evanson, Ricuarp, T., M.D. and Mavunsexz, Henry, M.D., A Practical Trea- 
ae on the Management and Diseases of Children. Dublin, 1838. Second Edit. 
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859. The immoderate and too long-continued use of mercury, espe- 
cially with improper dietetic treatment, and catching cold, produces a 
peculiar cachexy, which has been first well described within the last 
thirty years, as the Morbus Mercurialis (1), Erethismus Mercurialis (2), 
Erythema, and Exanthema Mercuriale, &c. 

This disease has various stages, and appears, 

1. As an eruption which generally occurs on suddenly catching cold, 
during the use of mercury ; it is preceded by a feeling of great debility, 
oppressive sensation at the pit of the stomach, and frequent horripila- 
tions, followed by increased heat, quick pulse, headach, nausea, and 
thirst; then pale or dusky-red vesicles, rarely a purple-red eruption 
without vesicles, or similar to nettle-rash, appear most commonly first 
on the purse, on the insides of the thighs or fore-arms, and gradually 
spread over the whole body. After a shorter or longer time, the cuticle 
is shed in thin whitish scales; but if the ailment be left to itself, a large 
quantity of vesicles or pustules arise which contain an acrid, stinking, 
very irritating fluid, and on their bursting more or less thick crusts are 
formed by the drying of the fluid (3). 

2. As ulcers in the throat and mouth which are characterized, not 
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merely by their grayish-white and flabby appearance, but also by their 
whole external form, which is more easily distinguishable by the eye than 
to be described by words. Pain and tension arise in the soft palate, and 
in the tonsils, with heat and a peculiar sensation of dragging of the pa- 
late towards the hinder part of the nostrils; much excoriation on the 
soft palate, the uvuda, and tonsils, and actual ulcers, having the appear- 
ance of whitish discoloured spots, especially on the hinder wall of the 
pharynx (4). A peculiar characteristic is the disposition the ulcer shows 
to change its place. Even true syphilitic sores may, by the too long 
continued use of mercury, degenerate into mercurial sores. As the dis- 
ease proceeds the pendulous palate is destroyed, and ozena, caries of 
the nose-bones, pains in the bones, (wanting, however, the nightly ex- 
acerbation), enlargement of the bones, and caries occur. 


Upon the varied appearances and degrees of the mercurial cachexy, see the be- 
fore-mentioned excellent Paper of Dizrricu. 


((1) Carmicuart does nothold with the notion of a mercurial disease. He says :— 
“In ascribing those symptoms (mercurial chaneres, ulcers, pains, &c.) to mercury, 
we have entirely overlooked this obvious circumstance, that that medicine, when 
exhibited even to profusion for liver, or any disease which is not venereal, has never 
in any one instance produeed those results. With respect to the deteriorating influ- 
ence of mercury, I am perfectly willing to allow, that when it does not altogether 
supersede the actions of a morbid poison, it may so far alter or modify its symptoms, 
as to change, in a great measure the appearance and natural progress of the disease, 
but this is essentially different from an admission, that the remedy will produce 
ae which can scarcely be distinguished from those of the poison itself.” 

p- 46.) 

Lawrence observes :—‘‘ Among the prejudicial effects of mercury, are enumerated, 
by those who are unfavourable to its use, eruptions, zrdtzs, affections of the nose, 
affections of the bones, and affections of the joints, that is, a considerable portion of 
those symptoms whieh we. know are secondary symptoms of syphilis. It has been con- 
tended by those who in modern times have been the great advocates for the treatment 
of syphilis without mercury, thata great portion of those symptoms ordinarily described 
as secondary, are really owing to the action of the remedies employed to counteract 
the syphilis. Now, in the first place, we may observe that all these symptoms may 
be produced without the employment of mercury; we know perfectly well that each 
of them is seen in individuals who have taken no mercury at all. We have, there- 
fore, clear evidence that all these effects may be produced by the disease. We 
have not the same evidence that they may be produced on the contrary, by the em- 
ployment of mercury. Mercury is given in many cases besides those of syphilis; it 
is given to a very considerable extent in other cases, but in no instance where it is 
given in other diseases do we find it produce eruptions like syphilitic eruptions ; in 
no such instance, do we find it produce ¢rztés, swelling of the nose, or of the bones, 
or of the periosteum. ‘The effects then, in question can be produced by pox without 
mercury, but we have not the same evidence that they can be produced by mercury 
without pox; now, it is true, that mercury and pox acting together may produce a 
something that neither would produce singly. TI can readily admit that the injudi- 
cious use of mercury; that the employment of it in cases in which it ought not to 
be used ; that persevering in the employment of it in cases where it exerts one or 
other of its noxious effects, may aggravate the symptoms, may tend to produce their 
teturn, more readily make them more difficult. of cure; and thus, I think, we can 
have no difficulty in admitting that the employment of mercury, under such cireum- 
stances, may add to the difficulties which may attach to the disease itself. I can- 
not, however, for my own part, see any evidence that mercury is capable of pro- 
ducing those effects which we are in the habit of observing from syphilitic poisons 
in cases where no mercury has been used.” (pp. 731, 732.) 

To the same effect, also, Travers (a) observes, in speaking of syphilitic cachexia: 


(a) A further Inquiry concerning Constitutional Irritation, &e. London, 1835. 8vo. 
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—‘ Mercury, it may be said, has much to do with the production of this cachexia; 
C an aggravant, I do not deny this to be frequently the case, but not as an element.” 
p87). 

(2) The Erethismus mercurialis, as it was named by Jonn Prarson, differs from 
either of the two forms of mercurial affections mentioned by Cuenius, as from it 
results no local manifestations, but merely disturbance, severe enough indeed, of the 
constitutional powers, Prarson’s attention appears to have been directed to this 
formidable complaint, by having ‘ observed that in almost every year one, and some- 
times two instances of sudden death occurred among the patients admitted into the 
Lock Hospital; that these accidents could not be traced to any evident cause, and 
that the subjects were commonly men who had nearly, and sometimes entirely, 
completed their mercurial course.” (p. 154). He obtained no satisfactory informa- 
tion by inquiring of his colleagues as to the cause of these fatal cases; but after 
having given ‘‘a constant and minute attention to the operation of mercury on the 
constitution in general, as well as to its effécts on the disease for which it was ad- 
ministered, and after some time had elapsed, I ascertained,” says he, “that these 
Sinister events were to be ascribed’ to mercury acting as a poison on the system, 
quite unconnected with its agency as a remedy, and that its deleterious qualities 
were neither in proportion to the inflammation of the mouth, nor to the actual quan- 
tity of the mineral absorbed into the body. The morbid condition of the system 
which supervenes on these occasions during a mercurial course, and which tends to 
a fatal issue, is a state which I have denominated Hrethismus (a); and is charac- 
terized by great depression of strength, a sense of anxiety about the precordia, 
irregular action of the heart, frequent sighing, trembling partial or universal, a small, 
quick, and sometimes an intermitting pulse, occasional vomiting, a pale contracted 
countenance, a sense of coldness, but the tongue is seldom. furred; nor-are the vital 
or natural functions much disordered. [What then are to be considered. the symp- 
toms just mentioned.—sz. Fr. s.] When these, or the greater part of these symptoms 
are present, a sudden and violent exertion of the animal power will sometimes prove 
fatal; for instance, walking hastily across the ward’; rising up suddenly in the bed 
to take food or drink; or slightly: struggling’ with some of their fellow. patients, are 
among the circumstances which have commonly preceded the sudden death of those 
afflicted with the mercurial erethismus.”’ (p. 155-57). Burner says (b) :—* This 
peculiar irritation may arise fiom, the administration of mercury in any form, and 
may occur during any period of a mercurial course, though most commonly at. its 
commencement. The exact circumstances which favour its occurrence in the parti- 
cular individuals attacked have not hitherto been ascertained. While resident 
medical officer of the Lock Hospital he has seen it produced by the inunction of a 
single drachm of mercurial ointment, and reproduced’ in the same individual, after 
the discontinuance of the medicine for a whole month, by three frictions, each con- 
sisting of only one drachm: of the ointment. It is remarkable, however, that in the 
greater number of instances, a full and’ adequate course of mercury has been after- 
wards borne without any recurrence of erethismus, by the very persons, who had 
suffered from it during the commencent of the course.” (p. 105). 

The seeming rarity of this disease, even ‘in public institutions where the atmo- 
sphere of the wards was.actually loaded with the remedy,” (mercury,) “would,” as 
Bacor has very justly observed, ‘* be a very imperfect mode of estimating the fre- 
quency of the occurrence of erethismus ; because although few die, very many. perr 
sons have been affected: by it in an inferior degree, without, in fact, being at all 
aware of the cause of’ their sufferings.” (p. 272). ‘To this I would, however, addy, 
that this violent degree of constitutional disturbance is now rarely if ever seen even 
in hospitals, not only because their syphilitic wards are no longer polluted by a 
mercurial atmosphere, but, because surgeons, using mercury in the treatment of 
syphilis, take especial care to suspend or give up its use, when, the constitutional 
symptoms show that the mercury is beginning to do mischief, and if persisted in 
would excite the irritable condition above described. , 

The relation of’ Dr. BArzman’s own case by himself (c) 18 probably the best 


a) Principles of Surgery. London, 1788. 8vo. if. a 
. aed TwrEDIE, ay Conouuy’s Cyclopedia of Practical Medicine, vol. ii—article,. 


Evethismus Mercurialis. ; ; 7 
(c) Notes of a Case of Mercurial Erethism; in Med. Chir.,'Trans,. vol. ix. p..220,, 
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account of this disease. Being the subject of amaurosis, he rubbed in a drachm of 
strong mercurial ointment nightly ; on the seventh day his gums were a little tender, 
and he had slight fever at night; on the eighth he was languid and feverish, and the 
gums reddish and spongy; on the following day he had violent and irregular action 
of the heart, which did not yield to laudanum or stimulants, but went off suddenly 
in the afternoon; on the next two days he was severely griped and purged; on the 
tenth day, the mouth being sore, and the irregularity of the circulation continuing, 
the mercury was omitted, but as he was more comfortable on the following day, it 
was resumed, but the palpitation returned, and continuing on the twelfth day, the 
mercury was abandoned. During the whole of the following month the symptoms 
of irregular action of the heart, of extreme debility, and a strong tendency to syncope, 
accompanied with cough, evidently proceeding from a deranged stomach, and 
attended with violent retchings, continued to increase in severity, and his condition 
became very precarious. No solid food could be taken without an alarming increase 
of the feelings of oppression and faintness; and stimulants, as brandy in small 
quantities, ammonia, and ather, were principally beneficial. , Among the most cu- 
rious circumstances of this case, was the impossibility of attaining sleep even for a 
very short period, without bringing on the most painful sense of suffocation and dis- 
tress; so that he was obliged to be removed immediately into a current of fresh air. 
These attacks were so violent, and recurred so frequently, as to entirely banish 
sleep. He recovered, but for more than a twelvemonth after, complained of a hur- 
ried circulation, want of strength, and lassitude.”’ 

Pearson speaks of a Cachexia syphiloidea, of which he says, he has ‘‘not yet 
attained to that complete and satisfactory knowledge which would authorize him to 
obtrude a publication on the subject; but,’”’ observes, ‘the experience I have already 
had in the treatment of that multiform disease, has tanght me that it may appear 
under the following different circumstances:—1. Where the syphilitic virus has 
lately existed in the constitution, and the patient has employed the accustomed 
course of mercury; 2. Where the patient has been repeatedly diseased with syphilis, 
and has used several courses of mercury; 3. Where a great length of time, from 
three to twelve, and sometimes twenty years, has elapsed since the patient has been 
exposed to the agency of the disease and its remedy !! 4. After the gonorrhea, 
where small quantities of mercury have been used; 5. Where no venereal com- 
plaints, general nor local, have preceded the appearance of the Cachexia syphiloidea, 
and where the patient has never been exposed to the hazard of contracting that dis- 
ease, nor has laboured under complaints requiring the aid of mercury.” (pp. liv. v). 
This is all he says upon the subject, and why he shonld prefer applying the term 
Cachexia syphiloidea to Cachexia mercurialis, which the disorder undoubtedly is, 
does, not appear very satisfactory. No more reasonable is Bacor’s persistance in 
using the same title, under which he well enumerates the symptoms which occur in 
this affection, to wit, ‘*emaciation, long-continued, and severe nocturnal pains and 
enlargement of the bones; severe and extensive ulcerations, fever, profuse perspira- 
tion, followed not unfrequently by hectic fever and death. The most usual history 
which a case of this kind affords, is that of a patient, who, perhaps for some common 
sore of no great extent or severity, has employed mercury until his health has given 
way, and until symptoms have arisen of so equivocal a nature as to lead to the belief 
that the original disease is making inroads into the constitution; it is under this 
conviction that the patient either devotes himself to a fresh course of mercury, or his 
surgeon, if a decided mercurialist, advocates the same plan; from that moment the 
disease becomes complicated; bone generally becomes affected, fresh attacks of 
nocturnal pains, new and unobserved forms of eruption make their appearance, and are 
all referred to the original poison, until perhaps a severe form of fever is excited, or 
some local mischief obliges a discontinuance of the treatment. Then it is that the 
patient rallies, the constitution appears daily to acquire strength; but, as in this 
condition it is not unusual for the osteopic pains to be renewed, and partial relapses 
to take place, the fatal misapprehension is again renewed, until another exhibition 
of mercury effectually overpowers the efforts of nature, and the patient sinks under 
the exhausting influence of the remedy.” (pp. 276, 77). 

_ “'Phe mereurial cachexia,” says Travers, “is characterized by irritable cireula- 

tion, extreme pallor.and: emaciation, an acute and rapid hectic, and an almost invari- 
able termination in phthisis, the utter destruction of the palate, extensive cicatrices, 
eruptions, or ulcers of'an anomalous character in various parts of the body, and large 
cranial exfoliations are seen in combination with it.” (p. 87). 


« ECZEMA MERCURIALE. , #Et 


(3) This disease is called Lezema rubrum by Witian and Bareman, who state 
that it ‘tis not exclusively occasioned by mercury, either in its general or more 
partial attacks ; it has been observed to follow exposure to cold, and to recur in the 
same individual at irregular intervals, sometimes without any obvious or adequate 
cause.”’ (p. 254.) ‘The quantity of this ichorous discharge,” says these distin- 
guished writers, ‘‘is very considerable, and it gradually becomes thicker and more 
adhesive, stiffening the linen which absorbs it, and which thus becomes a new source 
of irritation; it emits also a very fetid odour. This process takes place in the suc- 
cessive patches of the eruption, until the whole surface of the body, from head to 
foot, is sometimes in a state of painful excoriation, with deep fissures in the bends 
of the joints, and in the folds of the skin of the trunk; and with partial scaly in- 
crustations of a yellowish hue, produced by the drying of the humour, by which 
also the irritation is augmented. The extreme pain arising from the pressure of 
the weight of the body upon an extensive portion of such a raw surface, is suffi- 
cient to give rise to an acceleration of the pulse and white tongue, but the functions 
of the stomach and of the sensorium commune are not evidently disturbed by this 
disease. The duration of this excoriation and discharge is uncertain and irregular; 
when only a small part of the body is affected it may terminate in ten days, but 
when the disorder has been universal, the patient seldom completely recovers in 
less than six weeks, and is often afflicted to the end of eight or ten weeks. By so 
severe an inflammation the whole epzdermis is destroyed in its organization; and 
when the discharge ceases it lies loose, assuming a pale brown colour, which changes 
almost to black before it falls off in large flakes.. As in other superficial inflamma- 
tions, however, the new red cuticle that is left is liable to desquamate again, even 
to the third or fourth time, but in smaller branny scales of a white colour, and a 
roughness sometimes remains for a considerable period, like a slight degree of 
psoriasis. In some instances, not only the cuticle but the hair and nails are also 
observed to fall off; and the latter, when renewed are incurvated, thickened, and 
furrowed, as in lepra.’’ (pp. 255, 56.) 

CarmicHaEL mentions that he ‘‘ knew a gentleman who was always attacked by 
this eruption when he took but a single grain of calomel, and also an instance of 
the disease being produced by the application of the black mercurial wash to a 
venereal ulcer.” (p. 326). 

‘Although the Lezema mercuriale is produced by the action of mercury, yet the 
disease is not always exasperated by persisting in the use of it; for in some par- 
ticular cases, ‘ where,’ says Pearson, ‘I judged it to be of great moment to continue 
the mercurial frictions, the eruption neither spread universally, nor was it materially 
increased, although the patients were not relieved from it till mercury was discon- 
tinued.” ”’ (p. 173). 

(4) Bacor says :—‘** The character of the mercurial ulceration of the throat is 
that of an apthous superficial sore, surrounded with a generai blush of inflammation. 
The tonsils are the usual seats of the ulceration, and they are sometimes also met 
with on the velum pendulum palati. Occasionally there is much stiffness and diffi- 
culty of swallowing, without the appearance of any breach of surface at all. Now, 
independently of the mere appearance of the sore, these symptoms will always be 
found in connexion with, or almost immediately following the use of the remedy— 
that is to say, that when towards the termination of a mercurial course, whether the 
effects of the mineral have been such as might have been wished for and expected 
or not, if the patient begins to complain of pain or difficulty in swallowing, and 
upon examination the tonsils are found either studded with small ulcers or affected 
with only one larger superficial sore, the patient being himself not quite free from 
fever, with disturbed rest and feelings of general discomfort, there can be no hesi- 
tation in believing that this disease is the result of mercurial action. The same 
symptoms making their approach within two or three weeks after the mercury has 
been discontinued, will also admit of the same explanation, and more espe- 
cially if our patient, after having been confined to the house, or nearly so, during 
his cure, has been exposed to. sudden or severe transitions of temperature.” (pp. 
265, 66.) ] 


860. The character of the mercurial disease is diminished cohesion 
and atony; it is a cachexy similar to the scorbutic. ‘The means recom- 
mended for it are, leaving off the mercury, the employment of warm 
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and strengthening dietetic treatment, sarsaparilla, saponaria, smilan 
chine, dulcamara, bardana, guiaiacum, mineral acids in connexion with 
wood-drinks, the tinct. arom. acida,—sulphurico-acida in decoction of 
fine buds or malt; mild, strengthening, and astringent remedies, bark, 
cascarilla, folia aurantiorum and fol. clicis aquifolu in decoction or in- 
fusion ; subsequently, steel. In the mercurial disease, disturbance | of 
the functions of the liver usually occurs, against which the laxative 
extracts, and especially the extract. chelid. maj., recommended by the 
English practitioners, in connexion with soda and the like, are of con- 
siderable service (1). ' 

For the local treatment, penciling the ulcers with muriatic acid, and 
gargles of hemlock and honey; in the eruptions on the skin, sometimes 
antimonial, sometimes guéaicum preparations, lig. sapon. stibiati, tinct. 
guiaic. ammon.; in pains.of the bones, bark, opium, and aromatic baths, 
Srruve’s hunger-cure has been recommended as a most important 
remedy, as also the use of sulphur and ferruginous baths. If after the 
removal of this cachexy syphilis still exist, the red precipitate of mer- 
cury, with wood-drinks, is very efficient. Although it is characteristic 
of the mercurial disease, that it becomes worse under the use of mer- 
cury, and although this disease arises by the immoderate use of mercury, 
without syphilis being present, for instance, from the operation of mer- 
curial vapour, and so on; yet, however, on the other hand, it is certain, 
that it frequently is only the consequence of immoderate and improper 
mercurial treatment, of a repeated suppression of the syphilitic dis- 
ease, which however continues only under an altered form; a me- 
thodical suitable mercurial treatment is therefore capable of curing both 
the mercurial disease and the syphilis. From my own experience, I 
must give the preference to ZirtmMann’s decoction before all other treat- 
ment (a). 

Scumauz has, in electrifying patients, in whom. it could not be. made out, which 
was to be considered the consequences of syphilis, or which of the immoderate and 
improper use of mercury, observed salivation occur without further employment of 
mercury, and to such an extent, that severe mercurial fever and: profuse sweating 
came on at the fifteenth day. He administered, the electric awra to the patient either 
by a dome placed on his head, or put the chain into his hand, and continued the 
electric stream at first only for a quarter of an;hour. Therewith also he gave water- 
gruel, with medicine twice a-day; took care to keep the bowels.open, and to pre- 
eae () warm temperature of the chamber, which the patient was not allowed to 

eave . 

{(1) ‘To prevent the dangerous consequences of this diseased, state (Hrethismus 
mercurtalis) the patient ought to discontinue the use of the mercury,’ says Joun 
Pearson; ‘nor is this rule. to, be deviated from, whatever may be the stage, or 
extent, or violence of the venereal symptoms; the impending destruction of the 
patient forms an argument paramount to all others. * * * The patient must be 
expressly directed to expose himself freely to a dry and cool air, in such a manner 
as shall be attended with the least fatigue. It will not be sufficient to sit in a room 
with the windows open; he must be taken into a garden ora field, and live as much 
as possible in the open air until, the beforementioned symptoms be considerably 
abated. The good effect of this mode of treatment, conjoined with a generous 
course of diet, will be soon manifested ;, and L have frequently seen patients so far 
recovered in the space of from ten to fourteen days, that they could safely resume 
the use of mercury, and, what may appear remarkable, they can very often employ 
that specific efficiently afterwards without sufféring any inconvenience. * * * In 


(a) Wepemetrr, above cited. 
(5) Frorizr’s Notizen, 1826, Oct., p. 207.—Hecxen’s lit, Annalen, Mai, 1827, p. 107. 
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the early stage the farther progress of mercurial erethismus may be frequently pre- 
vented by giving the camphor mixture, with large doses of volatile alkali, at the 
Same time suspending the use of mercury.’’ (p. 157-159.) 

“Asa general rule,” in Eczema mercuriale, says Pearson, “I would premise that 
the administration of mercury must be discontinued on the first appearance of the 
eruption. The Eczema mercuriale certainly admits of a natural cure, not only when 
it affects the body partially, but when it is universal; yet, although the troublesome 
Symptoms which arise may be relieved by their proper remedies, I am doubtful 
whether any plan of treatment has the power of interrupting its regular course, or 
abridging its duration. I have been confirmed in this opinion of the inefficiency of 
any medical aid in curing the disease, in the proper sense of the term, by observing 
that under all the various modes of treatment which I employed, this disease, like 
some of the exanthemata, pursued its usual mode of progress, without undergoing 
any apparent change, either in the number of its essential symptoms, or in the com- 
parative mildness and continuance of them.” (pp. 176, 177.) Prarson, however, 
thinks the patient may derive advantage from medical treatment, so’that his general 
health should not suffer material or permanent injury; and recommends anti- 
monial powder and saline draughts, or liquor of acetated ammonia at the onset, 
with gentle purging, and opium to allay irritation either with camphor or 
Horrmann’s anodyne (spir. eth. sulph. comp.); and ‘when the discharge is no 
longer ichorous, and the tumefaction is subsiding, sarsaparilla with bark may be 
given liberally.” 

“The cure of the sore throat proceeding from constitutional irritation or cold taken 
upon mercury must,”’ says Bacor, ‘be effected by purging, by antimonials, by an ab- 
stinent diet, as faras animal food and fermented liquors are eoneerned. * * * When 
all febrile heat is removed, the bark or sarsaparilla will be found of great efficacy 
in restoring the vigour of the constitution and expediting the healing of the sore.” 


(p- 266.)] 
The subjects gwmmata and nodes are considered under Exostoses. 
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A.—OF CARIES. 


(Caries, Lat.; Knochenfrass, Beinfaule, Germ. ; Carie, Fr.) 


861. Caries consist in a diseased change of the substance of bone, 
analogous to ulcers in soft parts(1). If the diseased bone be bared of 
the soft parts covering it, it is found to be brownish, often blackish, its 
surface rough and uneven, yielding, worm-eaten and destroyed to a 
considerable extent; the bony layers are fragile, may be easily penetrated 
with a silver probe, and a grayish brownish or blackish ichor escapes, 
which gives outa filthy and peculiar smell; the bony layers are fre- 


quently loosened, and spongy or fleshy growths (Caries fungosa) spring 
up from the surface of the ulcer (2). 


[(1) “The term caries,”’ says Lawrence, “ does not apply toall the cireumstances 
under which ulceration of a bone takes place. When a portion of a bone dies, that 
part is separated from the sound portion by a process of ulceration; but that ulcera- 
tion does not come under the denomination of carzes. Ulceration of bone, in fact, 
like that of the soft parts, is various in its nature. There is a healthy ulceration in 
soft parts, enabling them to repair injuries, and there is a similar ulceration in 
bone. Now to that healing kind of ulceration we do not give the term carzes; but 
we apply the term caries of the bone to an unhealthy species of ulceration, an ulcera- 
tion which is not of a salutary but of a destructive nature. This kind of ulceration, 
like the morbid ulceration of soft parts, is preceded by inflammation; the bone first 
inflames and then ulcerates, just as you observe in the case of a sore leg, where the 
skin inflames first and then proceeds into a state of ulceration. This state, too, is 
accompanied by the formation of matter, in which respect cardes, or the ulceration of 
a bone, is analogous to the same process in the soft structures of the body. Such 
then, is the sense in which we employ the term carves; it is a morbid ulceration of 
the bone, preceded by inflammation, and attended with some kind of suppuration or 
formation of matter.” (p. 356.) 

(2) As Miescuer states, “ Granulations are not entirely deficient, inasmuch as 
every bony surface, affected with carzes, is covered with a certain soft substance, 
corresponding to the growing granulations in healthy suppuration; but they are of 
a bad kind, of livid colour, and when touched bleed easily; mostly they are scanty, 
but sometimes so luxuriate in a kind of fungus, that the roughness of the bone itself 
can be scarcely, or not at all, examined. Of whatever kind they be, they never go 
on to scar, but having been produced by humours, the commixture of which has been 
corrupted by general disease, and agquiring their life from that part of the body of 
which its own life has been altered by disease, they have an organic structure but 
little perfect, and only enjoy a short existence, in consequence of which they soon 
die, and together with them also larger or smaller particles of the bone itself. Under 
them new granulations sprout up, but unless the existing disease be got rid of, are 
not better than the former, and die also in a short time; and thus, with the caries 
always creeping further, the suppurative inflammation elsewhere of its own nature 
producing new substance, here seems to run on to nothing but a sort of destructive 
process. But nevertheless even in caries itappears nature provides, that new organic 
substance should be produced from the growing granulations, which although of 
scanty and of bad character, are never entirely deficient. Indeed this is often proved 
even by the formation of new bony substance; for dyscrasic inflammations as they 
are called, and especially the syphilitic, not unfrequently, from the very first, pro- 
duce new formations, from which we know that evostoses are mostly first pro- 
duced; but the very carious surface is sometimes studded with new bony, spiny, 
Spongy fomentations, which as Cxocquer observes, ‘are analogous to the fungous 
flesh springing up in soft parts.’ The surrounding periosteum is swollen, and 
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between it and the bone itself new bony matter is poured out, and often forms large 
exostoses.” (p. 209-10.) 


‘“‘The distinguishing character of cardes,”’ observes Syme, ‘is the same as that of 
cancerous ulcers in the soft parts, viz., obstinacy of action. * * * The disease has, 
for the most part, remissions more or less complete, and of considerable duration, 
in which the pain and discharge nearly or altogether cease and the ulcer seems to 
be on the point of healing, or actually becomes covered with a thin soft cicatrix. 
But these amendments are only partially and temporary, being always followed by 
relapse, and there is no natural limit to the duration of the disease, except the life 
of the patient, who, after months, or even many years of suffering, becomes finally 
exhausted, either by the carzes itself or some other disorder which the irritation pro- 
duced by the caries has excited.” (p. 170.) 

“The diseased part,’? observes Mayo, ‘‘often neither can recover itself, nor be 
absorbed; neither does it become necrosed. Left to itself, the cardes would continue 
year after year, undermining the constitution of the patient, gradually invading the 
adjacent sound bone and finally threatening with destruction the neighbouring joint. 
It is often extremely difficult to tell whether an inflammatory enlargement of bone 
is abscess, or caries, or necrosis.” (p. 38.) ] 

862. These changes of the bone are always dependent on previous 
inflammation, which has its seat either in the periostewm and outer layers 
of the bone, or in the medullary membrane, in the parenchyma of the 
bone. The formation of a bony ulcer is therefore always preceded by 
dull, deep-seated, frequently very severe, wide-spreading pain, the 
swelling, not very great but slow, over which the colour of the skin is 
not changed. After a shorter or longer time a swelling dependent on 
the collection of puriform fluid takes place, sometimes on the very seat 
of the diseased bone, sometimes at a distance from it, which, if the bone 
be covered with few soft parts, seems connected with it, and is sur- 
rounded at its base with a hard edge. If this swelling be opened, an 
ill-conditioned variously-coloured chor is discharged, which sometimes 
has a very bad smell. If the destruction be great, hectic fever some- 
times occurs. If the inflammation have begun in the interior of the 
bone, it is often thereby changed partially, or throughout its whole extent, 
into a spongy, wide-spreading inass accompanied with severe pains which 
increase especially as the patient warms in bed; the neighbouring soft 
parts are also much expanded, and finally fistulous sores arise (Spina 
ventosa, Caries centralis, Pedarthroce, Lat.; Winddorn, Germ.) 

Besides these appearances the diagnosis is specially determined by 
examination with the probe, in which the bone is found rough and 
variously changed ; further, by the peculiar form of the ulcerated open- 
ings in the soft parts, which have a shrivelled appearance, are con- 
tracted, and callous, or have their circumference surrounded with fungous 
excrescences. The silver probes employed in examining carious ulcers 
are frequently blackened; this, however, is no very definite sign, as it 
may be produced by any impure and ill-conditioned pus. The patient 
usually feels deep-seated pain. 

[**In considering the primary attack of bone by caries, the question,”’ says 
Miescuer, ‘arises, in what way is the bony substance in this disease destroyed ? 
how is it that suppuration, naturally producing a new substance, should in this casé 
deviate into a destructive process? Comparison of caries with ulcers in soft parts 
throws no light on the subject, nor is it more set forth in them, how organic substance 
is destroyed by ulceration. * * * Doubtless ulceration of bones or caries, is most 
suitable for clearing up this ambiguous question, because this tissue, abounding in 
earthy parts, even when deprived of life, for a long while resists chemical decom- 
position, and then may be distinguished in the pus or athering to the very surface 
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of the ulcer. We see it asserted in the works of not few writers, that in a carious 
ulcer the pus may be perceived to be as it were sandy to the touch, and containing 
bony particles oftentimes pretty apparent, and that if a probe cannot be used to the 
affected bone, that this alone certainly indicates caries. But nothing final can be 
obtained on this very point, as no one speaks distinctly upon the question. For 
what Himty (a) contends for, that the surface of the bone always dies, is not suf- 
ficiently confirmed by argument. And the same may be observed as to Brtu’s 
statement, that in caries there is often no exfoliation; and who has even described 
that peculiar form of it which he calls phagedenic, which spreads most rapidly on 
every side, without any exfoliation, and merely by the violently excited action of 
the absorbent vessels.” (p. 210-12). In the instances of caries in different bones 
examined by Miescuer, he says:—‘‘In all these, minute bony plates were dis- 
covered dead, and more or less separated; some entirely separated lay on the sur- 
face of the ulcer, and beneath them was a soft substance, consisting of numerous 
vessels, overspread with bone, as is constantly observed in a separated necrotic 
bone; some still adhered to this soft substance by some tougher filaments; in 
others the separation had proceeded less far, so that more or less still adhered to the 
bone itself. These dead plates were not only found on the external surface of the 
bone, but more frequently at that part where the ulcer penetrated more deeply, and 
their irregular surface appeared here and there covered with mucous dirty matter, 
which probably was produced by the decomposed soft substance. Elsewhere, this 
soft substance only was observed; in which places the dead parts seem to have 
flowed off with the pus. The whole surface therefore attacked with caries presented 
various stages of separation of the dead plates, by which the roughness felt witha 
probe, was easily explained as well as the corroded appearance.of the softened bone, 
which although less conspicuous, is discovered after the separation of large pieces of 
bone.”? From the review of these circumstances and of those connected with sim- 
ple suppuration of bone, Mirscurer concludes, that ‘the organic matter in cardes 
is destroyed by necrosis, and that cardes might very properly be named ‘ necrosis in 
particles,’ as the very able and experienced Rusr had called it in his Lectures. It 
appears that dead and separated bony particles are not to be found in every carious 
ulcer; for when that destructive process exists, ulceration proceeds no further, but 
it is only occupied in secreting sanious pus and producing granulations of a bad 
character, the previously dead particles having separated, and been thrown out with 
the pus, and no more make their appearance. Itis further to be observed, thatit is of no 
consequence what dead parts are separated and what destroyed by caries, but that in 
the destruction of the organic tissue much is to be attributed to the more active ab- 
sorption as fitted for separating the dead parts.”” (p. 212-13). 

“« When a carious bone has been macerated, the diseased part,”’ remarks Syn, ‘is 
found, excavated and rough, the cancellated structure being remarkably spicular, 
white and brittle, so as to resemble a spongy bone which has been exposed to the 
action of fire. ‘The surface thus affected, is often of considerable extent, though fre- 
quently very small, even in cases of old standing; but the disease seldom reaches 
to a considerable depth. ‘The field of the disease seems to be determined by the 
primary inflammation, and after being thus established, has little or no tendency to 
become larger. Around the carious part there is always an effusion of new osseous 
matter, in the form of warts or tubercles, extending to a considerable distance, and 
greatly increasing the thickness of the bone. ‘This new mass, which is no doubt 
produced in consequence of the irritation of the disease, like that formed to re-unite 
fractures, and supply the place of exfoliations, is characterized by compactness and 
smoothness when minutely examined, though on superficial inspection it appears 
rough and porous. ‘The pores are apertures for the transmission of blood vessels 
but their form is circular, and their edges rounded off, so that sharp edges cae 
not any where be perceived. ‘The newly effused bone may thus be readily dis- 
tinguished from the diseased part, to the irritation of which it owes its origin,” 
(p. 170-71)]. - 


863. All injuries, producing inflammation of bone which ends in ulcer- 
ation may be considered as causes of caries(1). They are either ec- 
ternal or internal; to the former belong external hurts, kicks, blows, 


(a) Ueber den Brand der harten und weichen Theile. Goet., 1800, p. 96. 
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wounds, tearing of the periosteum, fractured bones, continued pressure, 
suppuration in the neighbourhood of the bone; exposure of the latter, 
especially if the air be freely admitted or the treatment have been im- 
proper. The internal causes are especially, scrofula, syphilis, scurvy, 
rickets, gout, rheumatism, suppression of customary discharges, metas- 
tasis after previous active or chronic eruptions of the skin (2). Ordinarily 
from the external causes rather the superficial, and from the internal 
rather the parenchyma or internal substance of the bone is affected. 
Caries most commonly occurs in the soft spongy bones. 


As regards the distinction of bony ulcers from suppurating wounds of bone, and 
the exposure of the bone, what has been already said (par. 746) of the distinction 
of ulcers, especially from abscesses, here applies. 

De.rrcs (a) believes that the diseased changes which syphilis produces in bones 
does not deserve the name of caries, as therein the bones suffer little from change in 
their structure, but rather become necrotic. Although this is commonly the case, as 
already mentioned, (par. 823), yet is it, however an opinion, which cannot in 
general be assented to. 

[(1) “In caries,” says Mayo, ‘absorption is preceded by a change in the bone, 
which (with very few doubtful exceptions) has a well-marked inflammatory cha- 
racter. The same condition exists during the progress of the absorption. There is 
further present an imperfect restorative action, which is shown in the more or less 
partial growth of unwholesome granulations from the ulcerated surface. Of these 
changes, the inflamed condition of the bone is the primary and most important; the 
absorption is secondary and accidental.” (p. 86). 

_ (2) Mrescrer points out the seat of the various kinds of caries from internal 

causes as follows :—* Scrofulous cartes, for the most part, attacks the spongy tex- 
ture, as the bodies of the vertebra, the carpal and tarsal bones, and the joint-ends of 
the long bones; beginning in the previously formed internal tubercles of which, it 
excites in them inflammation and swelling, and afterwards attacks the soft parts, 
which at the commencement of the disease, were almost, or entirely free from it. The 
scrofulous differs especially from rhewmatic caries, which is also situated in the 
joint-ends, but arises from inflammation of the soft parts, the ligaments and syno- 
vial membrane, and thence sometimes seizes on the articular surface itself. The 
arthritic no less prefers the region of the joints, but attacks the external surface of 
the bone, having been mostly preceded by the formation of exosloses. In general, 
arthritic concretions are observed in its immediate neighbourhood. The syphilitic 
caries seems to be next to the scrofulous, most frequent, but contrariwise, almost 
only resides in the compact substance of the bone; and then the scorbutic. 'Thege are 
especially distinguished, in that for the most part, the former is accompanied with 
the formation of exostoses, and these exostoses are the seat of ulceration; whilst in 
the latter, but very rarely do eostoses appear.” (p. 216)]. 

864. The prognosis depends on the constitution, age, and, circum- 
stances of the patient, on the causes which have produced the carves, 
and on its seat. The prognosis is most unsatisfactory in very great 
general and especially in scrofulous ailment, and if the carves exist in 
the neighbourhood of a joint. If the hectic fever have exhausted the 
powers of the patient, the removal of the limb is often the only remedy. 
But in many cases, especially in young persons who have reached the 
age of puberty, nature effects the cure by her own powers, and in the 
following manner :—the air being kept from the diseased bone by the 
contraction of the fungous edges of the aperture of the ulcer, it either 
dies completely and is thrown off with suppuration as a granular pow- 
der, or in flakes, or in its whole thickness (Ezfoliatio sensibilis) ; or it is 
removed by absorption, (Exfoliatio insensibilis), whilst at the same time 


(a) Chirurgie Clinique de Montpellier, Paris et Montpellier, 1823, p. 454. 
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granulations arise from the bone, the suppuration improves and ‘dimi- 
nishes, and the external ulcer gradually closes. : 
865. As regards the treatment of caries, its causes must be first eoun- 
teracted ; the suitable mode of cure must be direeted against scrofula, 
syphilis, rickets, gout, and so-on, and close attention must be paid to 
the state of the patient’s powers which are to be supported by proper 
remedies, and especially by good nourishing diet, and by the enjoyment 
of good air. : 

866. The local treatment of the uleers requires great cleanliness in 
dressing ; the carious part must be defended from the approach of the 
air, and the free escape of the ichor must be provided for. To this end, 
if the situation of the ulcer in the soft parts do not permit the ready 
escape of the ichor, enlargement of the uleerated opening is frequently 
needed. In other respects the local treatment agrees entirely with that 
generally applied to ulcers. The openings of the sores are to be covered 
superficially with lint, all stuffing and introduetion of tents are to be 
avoided, moist warm applications of chamomile or other aromatic vege- 
tables are to be used, rubbing in of volatile salves or spirituous fluids on 
the neighbouring parts, and the use of general or local aromatic baths. 
In inflammatory affections, leeches should be applied around ; gray mer- 
curial ointment rubbed in, and softening applications made. By this 
treatment it is expected that the vitality of the diseased bone may be 
changed, and that it should exfoliate impereeptibly or perceptibly; and 
in the latter case, provision must be made for the removal of the sepa- 
rated portion of bone. ‘This mode of treatment is preferable to the use 
of injections of warm water, of slightly astringent decoctions, or aromatic 
vegetables, as chamomiles, oak, chestnut, or Peruvian bark, or green 
walnut shells; of dilute phosphoric acid, of a weak solution of subli- 
mate, of lime-water, kreosote, and so on; or if the secretion of the ichor 
be copious and stinking, some slight aromatic remedy must be strewed 
in powder on the ulcers. But if the treatment mentioned be inefficient, 
the ulcers not being kept up by a general diseased cause, and the posi- 
tion of the carious bone permitting, the cure may be attempted by the 
removal of the carious part and the simple treatment of an exposed sound 
bone, by cutting into the cartes of a rib, of the breast and collar bones, 
the skull and face bones, the bones of the meta-carpus and -tarsus, of 
the articular surfaces, if the caries be not very extensive. Ifthe latter 
be the case with the bones of the limbs, and especially in the joints, and 
destruction is to be feared from hectic fever, amputation or exarticula- 
tion of the limb is the only remedy. 

The numerous remedies proposed for caries, as asafetida, phosphorie aeid, rubia 
linctorum, semina phellandrii aquatic, muriate of barytes and so on, are not sus~ 
tained by experience. Rusr (a) recommends pills of equal parts of asafwtida, phos- 
phoric acid, and rad. calam. arom., from six to ten portions, three times a-day, as 
especially effective, particularly if scrofula be the cause of the disease. The use of 
acrid remedies, as tinct. euphorbii, aloes, myrrhe, the acrid etherial oils, and the 
like for the purpose of bringing about a more complete death of the diseased bone, 
for which purpose also the actual cautery has been employed, are to be entirely dis- 


carded, as their effect is not restricted merely to the diseased bone, but may also 
extend to the underlying healthy bone; only in caries fungosa, has the actual cautery 


(@) Handbuch der Chirurgie, vol. ik p, 398. 
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often appeared advantageous. Fricke (a) considers the complete exposure of the 
diseased bone as the best mode of producing its quick exfoliation. 

[‘*The absorption may be prevented,” says Mayo, “ by subduing the inflamma- 
tion; or may, having begun, be arrested, and the crop of unhealthy granulations 
converted into a healthy restorative growth, if the case is of such a nature as to 
allow of the suppression of the inflammatory or specific action.” (p. 36). 

“The treatment must, in the inflammatory stage of carzes, be antiphlogistic,” says 
Lawrence; ‘take blood from the part locally, and adopt other antiphlogistic mea- 
sures, and after this, counter-irritation, by the application of tartar emetic ointment, 
moxa, and so on, in the neighbourhood of the diseased bone. When we come to 
the ulcerative stage of the affection, we must employ the counter-irritant plan. So 
far as local means go, perhaps, we have no more effective methods of producing it, 
than by counter-irritation, issues, and moxe. Further, asa local means of treatment, 
we are recommended, when the carious affection occupies a small portion of bone 
within our reach, to denude the bone, and remove the diseased part by means of 
Hery’s saw, or a stout pair of scissors, or pliers, or by any other mechanical means, 
to eut away that which is the seat of disease.”’ (p. 359). 

“The treatment of caries,’ says Syme, ‘‘is to be conducted on the same principle 
as that of cancer, and consists in the use of means which have the effect either of 
destroying the life of the morbid part, or of removing it at once from the system. 
There is this difference, however, that there being no malignant tendency to take on 
the same diseased action in the neighbouring parts, it is not necessary to remove 
any of them, except in order to gain access to the seat of the evil. Notwithstanding 
this favourable circumstance, it is found extremely difficult to eradicate the disease 
by depriving the part affected of its vitality. * * * The effect of all these appli- 
cations, to wit, the concentrated mineral acids, nitrates of silver and mercury, red 
oxide of mercury, and the actual cautery, (with a view of killing the morbid part), 
however carefully employed, is very superficial, and it is extremely difficult, if 
not impossible, to ensure their operation on the whole surface of the diseased 
part. ‘They therefore always require to be frequently repeated, and generally prove 
quite inadequate to destroy the disease, unless it is very limited and accessible ; 
and it is even not improbable that some of them, as the actual cautery, may occa- 
sionally make the matter worse, and extend the disease to the neighbouring bone 
by exciting inflammationin it. For these reasons, excision ought to be preferred to 
eaustics for removing the carious bone; and if the part affected be within reach, 
which can always be ascertained previous to commencing the operation, it may by 
this method, be surely and thoroughly eradicated at once. If the disease is super- 
ficial, and of small extent, if is easily scooped out with a gouge, the toughness and 
compactness of the sound bone distinguishing it from the morbid portion. If exten- 
sive and deep-seated, it is best removed by taking away the whole of the articu- 
jating extremities. When the situation of the carves prevents it from being cut out, 
amputation ought, if possible, to be performed ; if this be impracticable, the disease 
will sooner or later, prove inevitably fatal.”” (p. 172)]. 


867. If from examination with the probe it appear, that the diseased 
bone is partially or completely loose, it must be seized with the forceps, 
and drawn out} for which purpose the ulcer in the soft parts oftentimes 
must be enlarged. Commonly after the removal of the bone, the part 
upon which it was situated is covered with granulations, which must 
be very carefully destroyed with stimulating remedies. In cases where 
a large piece of bone has been completely destroyed, but will not 
separate, its removal must be effected by taking hold with the forceps, 
and moving it backwards and forwards; or if this be insufficient, it 
must be assisted even with the trepan, or with the scraper, if the posi- 
tion of the diseased part permit. 


(a) Finfter Bericht tber die Verwaltung des allgemeinen Krankenhauses zu Ham, 
burg, 1832, p. 237. 
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868. Its low degree of vitality, is the cause of bone easily dying, and 
necrosis, which is analogous to the gangrene of soft parts, occurs as a 
consequence of inflammation, suppuration, or of a considerable tearing 
of the periostewn. According as the necrosis occurs from inflammation 
and suppuration, or from destruction of the connexion of the nourishing 
vessels of the bone, it may be distinguished into consecutive and pri- 
mary. wd. : 

869. JVecrosis takes place at every age, in every condition of life and 
in both sexes, although usually in childhood and at the period of man- 
hood; it is most frequent in the compact part of tubular bones, in the 
shin-bone, thigh, lower jaw, collar-bone, upper arm-bone, splint-bone, 
spoke-bone, and cubit ; rarely in their spongy extremities. It also fre- 
quently attacks the flat bones. JVecrosts is situated sometimes in the 
external, sometimes in the internal layer of the bone, or attacks it 
throughout its whole bulk. 

All ailments which destroy the nourishment of the bone by the per?- 
osteum, or by the medullary membrane are to be considered as causes 
of necrosis. They may be either external, as mechanical violence, tear- 
ing of the periosteum, exposure of the bone, particularly if it be long 
subjected to the influence of the air, or be treated with acrid irritating 
remedies, contusions, and so on; or tnfernal, in which may be included 
all the dyscrasie diseases already mentioned (par. 863) from whence in- 
flammation and death of bone arise. The external causes rather pro- 
duce necrosis of the external layers of the bone, as the internal causes 
do internal necrosts. Oftentimes both causes operate together. 

(If the periosteum, which, by its own vessels is in most intimate connexion 
with the vessels of the bone, be destroyed to any considerable extent, the external 
layer of the bone (not its whole thickness) dies,’ says Miner (@), “because the 
vessels of the outer layer are rendered useless by the destruction of the periosteum. 
If the medullary tissue alone be destroyed by inflammation, or artificially in an 
animal’s bone which has been sawn through, the imner layer (not the whole thick- 
ness) of the bone dies, because the vessels of the inner layer of the bone are in the 
closest connexion with the medullary vessels. Now the process which ensues, in 
internal necrosis, in the still living external part of the bone, and in external necrosis 
in the still living internal part of the bone, is remarkable: it becomes inflamed to 
the extent of exudative effusion, as in an inflamed fractured bone, and subsequently 
the effused matter, as in that case, becomes organized and ossified. If the bone be 
injured externally and there be an outer necrosis, the exudation takes place within 
the cavity of a tubular bone, and the medullary cavity is thereby diminished. This 
callus on the interior of the cavity of a tubular bone strengthens its walls, of which 
the outer layerisdead. If, on the other hand, the meduilla of a sawn-through tubular 
bone be destroyed, in consequence of which the inner layer dies, the exudation 
takes place on the outer surface, from the external still living layer of the bone. 
Most writers have not distinguished the swelling of an inflamed bone, called by 
Scarpa its expansion from the deposition of bone following the exudative condition 
in the former case into the medullary cavity, and in the latter on the external surface 
between the periosieum and the bone. The exudation is a process continuing only 
for a certain time, but the swelling continues during the whole period of the inflam- 
mation, and first appears distinct when the bone softens and becomes very vascular 
opposite the necrosed piece. This expansion of the inflamed and softened bone, in 
the mammatia, plays the principal part in the regeneration of the necrosed piece of 

(a) Physiologie des Menschen, vol. i. 
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bone. At the part where the healthy external layer touches the internal necrotic, 
or where the sound internal layer touches the dead external, the still living inflamed 
bony layer is quite soft, red, and granulating, and in internal necrosis increases ex- 
ternally, whence, however, no new tube is formed around the internal necrotic 
layer, (sequester), but a strengthening of the outer layer, or beneath the external 
separated necrotic layer, a strengthening of the internal layer ensues, both externally 
as well as towards the medullary cavity. This swelling proceeds whilst the sur- 
face of the inflamed and softened bone begins to suppurate, either internally opposite 
the internal necrosis, or externally opposite the external necrosis. If the whole thick- 
ness of a bone be dead, no bone is regenerated; the periosteum has nothing to do 
with it; on the contrary, regeneration ordinarily takes place when merely the outer 
or inner layer is destroyed; here, however, no new bone is formed, but the dead por- 
tion of the tube in internal necrosis is only the inner layer of the tubular bone, and the 
new tube around the dead is only the strengthened and swollen outer layer of the 
tubular bone.” (pp. 403, 404). 

Of necrosis produced by irritation, two very remarkable instances may be here 
mentioned, Bromriexp’s (a) case, in which the pea of an issue slipping frequently 
out of its bed, was confined by ‘*a compress with a shilling in it bound very 
tightly; this, by its pressure, soon destroyed the periosteum, and not long after made 
its way through the surface of the bone into its spongy parts. ‘Though a deep bed 
was thus obtained for the pea, yet violent pain and great swelling of the knee en- 
sued; by throwing out the pea and dressing the bone properly a large piece of the 
spongy substance came away and the sore healed.” (p. 10.) In the case referred 
to by Lawrence, ‘the patient had received a slight injury over the {7bia, the sore 
put on the appearance of sloughing phagedena or gangrene, and the concentrated 
nitric acid was applied to it. It appears that the acid affected the periosteum of the 
bone, at the part to which it was applied, and inflammation and necrosis of the tibia 
were the consequence.” (p. 361.) ] 


870. The inflammation preceding necrosis has either an acute or 
chronic course, and is accompanied with more or less severe symptoms. 
If the inflammation be seated within the bone, there is first produced 
violent deep-seated pain, not increased by motion nor pressure, and fre- 
quently accompanied with severe fever, and exhausting perspiration ; 
a hard swelling appears, which gradually spreads, and over which the 
skin is neither tense nor red. After a longer or shorter time, according 
to the severity of the abot! ay abscesses form in different parts, 
which burst and discharge pus, without the swelling being diminished. 


These openings often correspond to the position of the diseased bone, 


often they form, especially if the bone be covered with much soft parts, 
fistulous passages, of which the external openings are surrounded with 
a wall of flesh, a line thick; some of them close and others again break 
out. 


[‘* When the ossific inflammation is not cured,” says Jonn Hunrer, ‘suppura- 
tion takes place, first, on the surface of bones or on the periosteum; secondly, in 
the substance; thirdly, (p. 508), in the medullary parts. * * * The first spectes.— 
When inflammation attacks the surface of a bone, the first effects are adhesive ; 
and when suppuration takes place, the periosteum is separated as far as the suppu- 
ration extends, making underneath a cavity for the matter. As the adhesive states 
take place some way round the abscess, there is in many cases a circle of adventi- 
tious bone formed in the periostewm round the abscess. * * * Often, from the 
separation of the periostewm, part of the bone dies, and must exfoliate. The second 
species is of greater consequence, as more of the bone becomes diseased. When 
inflammation attacks the substance of the bone, it isseldom that the whole diameter 
of the bone swells, generally only one side, where the suppuration is. ‘This must 
at first be much confined, from the solid parts around, and ulcerative inflammation 
is obliged to take place early; and accordingly as in common abscesses, the ulcera- 
tion goes on towards the soft parts, and until it arrives there it is impossible to tell 


(a) Chirurzical Observations and Cases, vol. ii. London, 1773, 
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whether there is abscess in the bone or not. * * * The third species.—Inflamma- 
tion in the medullary part is still more serious in its consequence than the last. 
The body of the bone thickens from the adhesive disposition, and also the ossific 
disposition takes place in some degree in the periosteum all round, so that the 
external parts are much increased in bulk: this only takes place in the bones of the 
extremities, where strength is necessary, and never in the scalp, &c. The ossific 
disposition in the medullary parts takes place at all points of the abscess, and by 
this the other part of the marrow is saved. When suppuration takes place, there 
being no vent obliges the ulcerative inflammation to take place. * * * In the two 
last mentioned we have often exfoliations,as well as in the first (species); but they 
are less favourable from their situation being different, and are called internal exfo- 
liations.’’ (pp. 513-15.)] 

871. The diagnosis is more certain, if the piece of bone be apparent 
in the aperture of the ulcer and be black ; but if it be white and dry, 
the previous symptoms and the duration of the disease must decide 
whether it be exposure or actual death of the bone. In all cases, ex- 
amination with the probe or with the finger, if the size of the aperture 
will allow its introduction, with which the dead bone is sometimes felt 
to be moveable, affords sufficient information. If the previous symp- 
toms have been slight, it is probable that the necrosis is superficial. 
This may be presumed with more certainty, if the earlier swelling have 
not spread to the whole extent of the bone and the pain be more super- 
ficial. The size of the dead piece of bone is determined by the extent 
of the swelling, and the distance of the orifices of the fistulous openings 
from each other. If there be several dead pieces of bone at the same 
time, they are felt on examination by the several apertures at different 
places, and a swelling answering to each of them is observed. The 
corresponding fistulous apertures also do not heal, although some pieces 
of bone have been removed ; they often, however, do not heal after the 
complete removal of the dead pieces of bone, because they go very 
deeply, and considerable suppuration occurs. Ill-conditioned, stinking 
blackish pus is no certain sign of necrosis ; on the contrary, the suppu- 


ration is mostly good, and only degenerates when the general health 
is disturbed. 


Although caries and necrosis are alike.in many symptoms, as in the two diseases 
similar causes give rise to both, as the bones are laid bare by the removal of the soft 
parts, and less or greater portion of the substance of the bone is lost and suppuration 
is present, yet they are distinguished by the following circumstances :—Caries 
eccurs especially in bones of a spongy texture, necrosis, on the contrary, in bones of 
a closer character; in superficial carzes the swelling has not at first so great extent 
as in bony gangrene ; the swelling in caries mostly opens itself to a greater extent, 
fistulous passages often occur which become:callous ; in necrosis these openings have 
ordinarily a fleshy wall; in caries stinking ichor flows but in necros?s true pus, which 
is only bad when retained too long by improper treatment, or when the neighbour- 
hood 1s much irritated, or when caries also exists; in cartes there are vital appear- 
ances, injection of vessels, locssning up, suppuration and successive destruction, 
therefore is the touch of the probe painful, whilst the necrosed bone is insensible 
and pain is only produced by harsh touching, and which spreads to the sound parts; 
the softening which accompanies or precedes caries extends further and loses itself 
imperceptibly, and above all, where it exists the bony cells are filled with reddish 
fluid ; in necros¢s it is developed in sound parts, is less extensive, and produces only 
one layer of granulations, which are formed between the healthy and dead parts ; the 
fungosities of a carious bone are softer, grayer, more discoloured than those above 
and below a piece of the necrosed bone, and the latter have more of the appearance 
of the granulations of as uppurating wound; in caries the bone is rough, uneven, 
soft, broken up, fungous, and the probe easily penetrates it; in necrosis the bone is 
even and hard, and though rough, not, however, yielding and soft; the bony splin- 
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ters thrown off are in caries small, dust-like, and destructible ; in superficial necroszs 
they are layer-like, in deep necrosis large, firm, and of the natural condition of bone; 
the pertosteum or medullary membrane is in caries usually much changed or de- 
stroyed, whilst the one or the other or even both in necros?s preserve their integrity, 
therefore nature does little in carzes; in favourable cases the openings become cal- 
lous, and similar changes are produced in the bony substance, or granulations arise 
from the bone which become connected with those from the soft parts butare rarely 
converted into bone and form only misshapen masses, whilst in necrosis a more or 
less complete reproduction of the destroyed bone is effected. The course of necrosis 
is mostly tedious, but often also quick and connected with active inflaramation, 
which is rarely the case in cartes. After opening the abscess, the pain in necrosis 
usually subsides, whilst in caries it mostly increases (a). 

The notion that in caries the organic principle (bony gelatine) has entirely disap- 
peared, and instead of it a peculiar fatty matter produced which fills the cells of the 
carious bone, whilst in necrosis the formative principle remains unchanged and its 
respective relations, that is as they are found in health, remain, (DeLpecu, Brerarp, 
Poueer and others,) is not confirmed by Mouret’s experiments (0), as according to 
him the fatty matter in which every writer believed, is always found in recent 
caries, well distinguished from rancid fat by its smell, which may serve as its cha- 
racteristic ; but all the bones he examined have a fibrous jelly-like substance, and 
contain a proportionate quantity of saline substances, as in healthy bone; itis there- 
fore impossible by the chemical characters indicated to distinguish cardes from 
necrosis. 

872. Nature endeavours to separate a piece of dead bone, usually 
called a sequester, from a healthy bone, by the process of absorption, 
which at the line of connexion between the dead and the healthy bone, 
produces a loss of substance (1). As long as the exfoliation goes on by 

-absorption and granulation, the small fleshy wall surrounding the fistu- 
lous opening remains, according to Dzonp1’s observations, unchanged ; 
but it shrivels as soon as that process is completed, and the separated 
piece is thrown off externally, at the same time the previously very small 
round hole becomes irregularly enlarged. After this separation of the 
sequester, its expulsion is possible, and usually happens without hin- 
drance, excepting such as the soft parts offer, if the dead piece belong 
to the external surface of a flat or tubular bone. Compensation for the 
lost piece of bone is effected by nature in various ways. If the necrosis 

“extend only to the external layer of the bone, whilst the internal re- 
mains alive, which happens only in slight injuries from mechanical in- 
fluence, abscess and the like, the piece of bone, if the pertostewm and 
soft parts remain uninjured, is enclosed in bone newly formed by the 
periosteum and is separated within by the granulations formed from the 
living layer. The piece of bone exhibits a rough surface, produced by 
absorption. If the periosteum and the soft parts be destroyed on the af- 
fected parts of the bone, and it is bared of soft parts, or entirely sepa- 
rated from them by blood, suppuration, and the like, the granulations 
arising from the compact bony mass can only effect imperfect compensa- 
tion so that a depression or deficiency remains at the place of loss. Here 
the piece of dead bone keeps its smooth surface and its whole thickness. 
In every severe inflammatory irritation of the surface of the bone, there 
occurs a corresponding plastic activity in the medullary canal, and new 
bone is produced, which opposite the point of greatest irritation, fills up 
the medullary cavity, In internal necrosis, if the layer of bone concealed 

(a) Ricurer, above cited, vol. viii. pt. i. p. 128.—Dictionnaire de Médecine et Chirurgie 
Prat., Article, Ostéite. 

(b) Révue Médicale, 1835. 
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within the medullary canal die, the compensating substance 1s formed 
from the periosteum, and becomes one with the external layer of the cor- 
tical substance, which remains healthy, excepting that the latter swells 
and softens, and thus assists in repairing the loss. If the whole thick- 
ness of the bone die, new bone is formed by the periosteum around the 
old, and the latter is diminished by absorption, in consequence of these in- 
creased vascular action and sympathy with the pertostewm, and thereby 
its bulk is lessened, in proportion as the formation of the new bone from 
the periosteum proceeds. Ifa portion of a tubular bone with the invest- 
ing periosteum be destroyed and separated, the compensation results less 
from the opposite ends of the bone than from the soft parts. The granula- 
tions filling up the interspace gradually thicken to a cartilage-like mass, in 
which subsequently ossification follows. In the capsule which surrounds 
the sequester, openings (cloace) are produced, the origin of which is not 
yet sufficiently made out, of various form, size and number, which com- 
municate with the fistulous passages in the soft parts. 


The reproduction of the bone does not depend on the periosteum, but only on the 
softened and outstretched tissue, which naturally close set, forms the thick texture 
of the bony walls. ’ 

[(1) “Necrosis and exfoliation are not,” justly observes Lawrence, ‘‘synony- 
mous expressions. When a portion of bone has perished, has become mortified or 
gangrenous, it is separated bya natural process from the healthy portion of the bone; 
and that separation, under certain circumstances, is called exfolatéon; so that exfo- 
liation is consequent on the necrosds; that is, the necrosed or mortified or dead por- 
tion of bone exfoliates or separates. Exfoliation is, therefore, a subsequent process, 
consequent on the previous death or necrosis of the bone.’’ (p. 360). 

The term exfoliation commonly applied to the separating sloughs of bone, in con- 
sequence of their occasional leaf-like form, is not improperly objected to by Wetn- 
HOLD, who observes, that ‘‘as much more frequently the sloughs assume other and 
very different forms, it is evident that this designation is not quite fitting, but thatit 
would be better to call it separation, by which would be more correctly expressed 
what was intended to be said.”’ (p. 22). : 

At least as early as 1786-7 (a) Joun Hunter observed :—** We have many opi- 
nions of this process (exfoliation) frorn different authors, but all are very imperfect. 
The bone that separates cannot come away by rotting, for it is only dead, and not 
in the least putrefied. * * * When a piece of bone becomes absolutely dead it is” 
then to the animal machine as any other extraneous body, and adheres only by the 
attraction of cohesion to the machine. The first business of the machine, therefore, 
is to get rid of thiscohesion and discharge it. For effecting this separation there are 
several natural and successive operations. The first effect of the stimulus is on the 
surface of the living bone, which becomes inflamed; whether new vessels are formed, 
or the old ones become larger, is undetermined; but by injecting the surface of the 
part it appears evidently much more vascular than the other parts. The surrounding 
parts also inflame, as the periostewm and cellular membrane often take on ossific in- 
flammation. This produces another process; first, absorption of the earthy matter 
and all the surface between the living and dead parts of the bone become as soft as 
if steeped in acid, while the dead parts remains as hard as ever. To complete the 
separation the absorbents continue their office and absorb the living parts also, and 
the first process is in a small degree attended with the second. The operation of 
separation does not take place equally; it begins at the circumference, and conti- 
nues on to the centre, and before the centre has begun the absorption of the earth the 
circumference has begun the second. This progressive process in the suppuration 
causes the exfoliation to be tedious, so that the centre is the last place that separates. 
In pretty broad exfoliations, long before the centre has gone through the operation 
the living parts perform their office in producing granulations from the surface, and 
continue, In proportion to the waste, to fill up the space.” Shortly after, in speak- 


(a) The date of the copy of notes from which Parmer has published his editi 
TaR’s Lectures on the Principles of Surgery. r liileaia od 
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ing of the spicula which remains on the exfoliating ring of a trephine-hole in the 
skull, Hunrer also observes :—“ It appears from this last supposed case that it is 
my opinion that the absorption is of the surface of the living bone, but I by no means 
wish to be understood that no absorption of the dead piece can take place; for, on 
the contrary, I believe that nature sometimes finds it necessary to the completion of 
her process; it generally takes place when the separation is slow and the granu- 
lating process is quick. This absorption of the dead bone takes place in the fangs of 
the shedding teeth.” (pp. 525-27). This extract proves that Joun Hunrer had 
taught the true nature of the exfoliating process at least six or seven years before 
the publication of Weripmawnn’s work on Necrosis. And it is very remarkable how 
nearly the expression of WeipMann’s opinion on this subject corresponds with 
Hounrer’s. ‘The actual cause,” says he, “of that separation consists in the re- 
moval of those adjacent and cohering particles between the living and dead part, in 
such way, however, that the greater portion is removed from the living and some 
from the dead part.’’ (p. 25.) 

“The first appearance of separation,’’ says Hunter, ‘is an alteration in the part 
round the exfoliating piece. ‘This alteration is first a sponginess; next its becoming 
fuller of little holes; then a small groove is produced, a kind of worm-eaten canal 
about the thickness of a shilling, becoming gradually deeper and deeper, and the 
depth is irregular, according to the extent of the original cause. The small holes 
appear at first in the surrounding parts and these appear more vascular the more so 
the nearer the diseased bone. Sometimes parts become dead without any change 
of colour, dying almost suddenly, perhaps by exposure or a blow, and the surround- 
ing parts become spongy ; the dead portion then looks the soundest, but when killed 
by previous diseases it is black. After exfoliation the living surface still continues 
soft until bone is formed. If it be a cylindrical bone it has the appearance of a 
fetus’s bone deprived of its epiphysis; it is hollow, but fills like a growing bone, in 
every respect, by bony matter deposited.” (p. 527). 

The subject of exfoliation has been well gone into by Miescuer, and it is inte- 
resting to observe how completely his experiments and observations confirm Hunrer’s 
statements. 

‘For the first few days,’’ says Miescuer, “it is not possible to determine how 
far the necrosis extends; although the colour appears changed in the external surface, 
yet it so gradually subsides into the healthy colour of the bone, that it is impossible 
certainly to define the boundary between them. Gradually, however, there appears 
a certain thinning of the bony tissue, the medullary canalicules seem here and there 
enlarged, so that a sort of diploé, as it were, is produced, the cells of which are filled 
with a kind of soft reddish substance. The walls of the cells become daily thinner 
and thinner, till at length they entirely disappear, so that the living and dead bone 

"are no longer connected by bony substance ; the necrotic part now alone adheres by 
a few very delicate fibres to the soft substance I have mentioned, and is moveable, 
but at length these fibres either subside of their own accord, or are easily separated ; 
which done, the exfoliation is completed, and the bone appears covered with a layer 
of that soft substance, or with granulations. These changes do not take place at 
the same time in the necrotic piece, but first at its external edge forming the so- 
called groove, and thence by little and little pass on towards the centre. Hence it 
appears that in the part where the dead and living bone touch, absorption of the bony 
substance is taking place, proceeding as it would seem from the medullary canal- 
icules and thence gradually breaking up the cohesion between the dead and living 
bone, till at last it is completely destroyed. The gaps, moreover, as they are gra- 
dually formed, we perceive to be filled with soft substance, which, when the sepa- 
ration is perfected, covers the bone sometimes with a thicker, sometimes with a 
thinner layer, secretes pus, and rises into granulations. Many have considered this 
to be softened bone; but this doctrine agrees neither with the production nor struc- 
ture of that substance, for following it out from its beginning, we find, as already 
noticed by that very able and diligent observer Rosa, first, a reddish matter, little 
tenacious, almost gelatinous; subsequently when it has become somewhat firmer 
we perceive, by the aid of the microscope, a structure similar to granulations, such 
as are on soft parts; not, indeed, like the cartilage of bones, which ought to be found, 
if this matter be taken for softened bony tissue, that is deprived of its earthy parts. 
Therefore is itbelieved to be recently formed, precisely as every kind of granulation ; 
which opinion, its very nature, afterwards, especially favours. * * * What has 
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been here said in regard to superficial necrosis and the external powers, applies to 
every kind of necrosis; which from whatever cause arising whether it attack the ex- 
ternal or internal surface of the bone, or its whole mags or only part, always presents 
in its exfoliation the same phenomena, and always when separated, leaves the sur- 
face of the bone covered with granulations and secreting pus. (pp. 200, 201.) 

Upon the disputed question whether in the separation of a necrotic piece of bone 
there be any absorption of the dead portion, or whether the absorption be confined 
only to the living bone, Miescuer declares himself a supporter of the latter opinion, 
“‘T have already observed,” says he, ‘that at the same time the groove began to 
form around the necrosis, the thin edge of the bent plate was somewhat bent down 
by the just growing granulations and that it wasted in minute scales. I was able 
to follow this out, as it were, step by step, by observation in necroses produced by 
baring the surface of bones in rabbits, cats, and in the calf, in which throughout the 
whole proceeding, the wound remained dry; the little scales, separated in the crust 
covering the lips of the external wound, could be most distinctly demonstrated; which 
crust having been cautiously removed, the very thin edge of the dead plate appeared 
as it were corroded, and a lancet being introduced beneath it, very readily fell into 
minute particles. Small particles, therefore, having separated, it seems, like scales 
the necrotic plate gradually diminished to sometimes more than half its size; nor 
was it doubtful, that in the cases mentioned by Ruyscu, La Peyronie, and Rov- 
HAULT, the dead piece of bone thus by degrees entirely disappeared. ‘This exfola- 
tion in particies might be more difficult to demonstrate in those cases in which the 
wound is constantly moist with pus and poultices, and the thin plate is as yet 
perhaps dead; but, when the other phenomena do not at all differ, and absorption 
by a solid lifeless body seems opposed to the very laws of physiology, and when 
there is no fluid, by the solvent power of which it can happen that the dissolved dead 
bone should be absorbed,—we cannot, even in these cases, though more doubtful, 
but think that the exfoliation by particles, or insensible exfoliation is performed. In 
addition to this, the acute Trnon says, that in the experiments he performed on 
dogs, he always observed, that the granulations which sprung up from the bared 
surface of the bone, as soon as they made their appearance, were covered with a 
minute crust, which might justly be considered as bony seales separated and thrown 
off by the granulations. Every supportis, therefore, torn away from the opinion of 
those who, in the separation of necrosis by absorption, consider that something is 
taken away even from the dead bone; and we can now certainly contend, that the 
necrosis is separated by absorption occurring in the living parts alone ; which is of no 
little moment for rightly understanding the separation of bones destroyed by necrosis.” 
(pp. 207-8.) 

I cannot agree with Miescuer that absorption takes place only in the living parts 
during the process of separating a sequester. Hunrer’s opinion is certainly correct, 
“that nature sometimes finds it necessary to the completion of her process,’ that 
there should be some absorption of the dead bone and that “it generally takes place 
when the separation is slow, and the granulating process is quick.”’ I think that 
absorption of both dead and living part of the bone occurs most commonly in all ex- 
ternal exfoliations; but of its almost invariable occurrence in exfoliations of the 
bones of the head there can be no dispute; for not merely is the under surface of 
the exfoliated piece hollowed in correspondence with the granulations beneath, but 
it rarely happens that there are not two or three regular holes eaten completely 
through both tables of the bone, with fungous growths from the dura mater pro- 
truding in the latter case, or the granulations alone in the former.—zs. F. s.] 

The following is the account given by Trosa of the incipient production of new 
bone seven days after the shell of the shank-bone of a pigeon had been killed by 
sawing the bone through and breaking up its medullary structure with a probe. 
‘Having killed the pigeon on the seventh day, I was astonished, on removing the 
muscles, to observe the very great thickness of the shank-bone, which in comparison 
with the opposite healthy bone was enormously thickened. On examination I found 
fresh bone newly produced around the shank-bone. On separating the periosteum, 
which was every where a little swollen, except at the lower end, where it was 
swelled up with a dense or semi-cartilaginous jelly, blood-vessels were evidently 
perceived entering into the substance of the new bone. When I divided this bone 
lengthways into two parts, the new bone, now divided, dropped, almost of its own 
accord, into two equal portions, from both sides of the old shank-bone. Surprised 
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at the speedy separation of the new from the old bone, I endeavoured to ascertain 
the cause. Therefore carefully viewing the internal surface, I perceived a certain 
softer substance, and by bringing the point of my knife to the side of the bone, the 
membrane seemed to me to be lifted up. Struck with the novelty, I gave my atten- 
tion to it; I inverted a true, entire, very juicy and thickish membrane. Whilst this 
was Separated from the bone, which was very easily done, an almost infinite num- 
ber of very delicate membranous threads were seen to draw out, which proceeding 
from the little apertures spread over the inner surface of the bone, were inserted 
into the membrane itself. Its ground colour was white, and transparent when raised 
against the light, but it was tinged and almost covered with very numerous red 
streaks, or, if you please, with an almost infinite number of spots collected together, 
but much less numerous at the lower end of the bone, which was also white. It 
well resisted pulling, nor did it dissolve, nor loose the characters of membrane 
when strongly rubbed with the fingers; but it was not to be considered as strong 
as periosteum; for as yet it had less cohesion. The substance of the new bone 
seemed spongy, and tinged every where with the red colour of the blood, except the 
lower end, which, as already said, was rather whitish and softer. When this sub- 
stance was‘cut out and its thickness pressed with the fingers, a few drops of blood 
and lymph, Jike a scanty dew, exuded. (pp. 21-24). Its internal surface was fur- 
nished with an infinity of little holes, as well as the external; nor was the hole in 
the middle and outer side of the shank-bone for the passage of the vessels deficient. 
There were also some very large holes, which penetrating from the external to the 
internal surface of the bone, were covered without by the external periosteum, and 
within with the interna] membrane; they contained a dusky whitish and dry crust; 
whence it was very clear that they originated in a defect of the ossification. I shall 
name them foramina, or grandia foramina.” (pp. 27,8). WeiNHOLD says, that 
these holes, ‘tas they give passage to the escaping pus and the loose pieces of bone, 
would be better called cloace.” (p. 35). ‘+ Beginning from the sixth hour and 
going on to the seventh day,” says rosa, “I did not perceive in the new bone, 
these spaces and grandia foramina, except when the legs were swollen, and then 
they were constant. In the twice that I proceeded to the seventh day, I did not 
make out whence were these spaces and foramina. At first I thought they were the 
insertions of muscles; but their irregular situation and uncertain number, one, two, 
and even to eight, and more careful examination, proved to me that such was not 
the case. Their absence in legs which had not swelled, and the perdostewm raised 
from the bone in vesicles, assured me that no jelly could be collected in the spaces, 
and that the foramina in the bone must be produced by want of substance or of ossi- 
fication. But it might be conjectured that the dry crust in them originated in the juice 
which the broken vessels poured out, drying on the surface of the torn periosteum, 
and perhaps from some layer of it which was dead.” (pp. 58, 9). WeINHOLD says 
he has “‘ seen a small portion of dead diploé of the os innominatum contained in a 
bony cavity without any cloaca. If there be many cavities in the same bone con- 
taining sequestres, each has at least its own cloaca. * * * ‘Their form is round or 
oval, or somewhat like; their size is commonly sufficient to admit a quill; there are 
however some larger, though rarely so. Inwardly their edges are converging, and 
as it were contracted like a funnel, but outwardly their lips spread downwards, and 
their intermediate passage is sometimes long, sometimes short, and sometimes 
scarcely existing,”’ (p. 35). ' 

Upon the disputed point, whether the newly formed bone enclosing the sequester, 
in internal necrosis, be produced by the swelling of the outet layer of the bone, or 
from the investing periosteum. Miiruer observes :—* It is not in itself conceivable, 
that a membrane like the periosteum, which is merely the vehicle for the vessels 
entering into the bone, and also its covering, should form an organized mass of 
bone. (p. 405). It is a most entire misconception, to suppose that one organic part 
ean be the nourishing organ of another organized part, for instance, that bony sub- 
stance should be produced by periosteum, and that bone should be nourished by that 
membrane. * * * Bone is nourished by vessels from the pertostewm and medullary 
membrane; it therefore dies if either of these be destroyed to some extent, the ex- 
ternal layer on the destruction of the periosteum, and the internal on that of the 
medullary membrane. But it does not follow that these membranes deposit the 
lime in bone. The periostewm is the vehicle of the vessels penetrating the bone, 
which therefore dies when they are torn through at that part. The nourishment and 
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growth of bone depends on the sympathy of the bony particles between the capillary 
vessels and the blood. (p. 361). But it can be distinctly shown by experiments on 
beasts, (which for this purpose are better than birds), that the formation of the new 
tube is partly effected by the exudation, during the exudative stage upon the surface 
of the bone, which is to be viewed as exudation from the inflamed bone, and not 
from the periosteum, but that the greater part of the bony mass is alone formed (in 
internal necrosis) by the spongy swelling of the external layer which continues 
during the whole period of suppuration.” (p. 405). ; 

Lawrie of Glasgow (a) in treating on the subject of necrosis, asks :—‘* What part 
does the dead bone play in this process? does it act as a stimulant to the deposit of 
ossific matter? does it serve as a mould for the new bone? if it were removed, 
would the process be arrested? To all of these questions I would reply in the nega- 
tive. I do not think that the presence of dead bone is more required to assist in any 
of the processes involved in the above queries than the presence of a slough of the 
soft parts in the generation of new flexible tissues. When the entire thickness of 
a cylindrical bone dies, the first see towards regeneration consists in an attempt to 
get rid of the dead part, by the absorbents forming a groove around the dead portion, 
gradually cutting it through and isolating it from the living. The next step, to a 
certain extent contemporaneous with the first, is the deposit of new osseous matter 
all around this groove, springing from the bone; the last, is the surrounding of the 
old bone with new, which begins to form before the old has separated, and continues 
after the connexion of the two has been quite dissolved. Currir’s case (one he re- 
lates) appears to me to entitle us to answer the second and third queries in the 
negative; the old bone was removed long before the new was deposited; the pro- 
cess so far from being therefore arrested, was greatly accelerated, and the form of 
the new bone was much more symmetrical than if it had been deposited slowly around 
the old as a mould. It may be asked, if this view of the matter be correct, why is 
it not thrown off as a slough of the cellular tissue? [believe that the impediments 
to its escape are mechanical and not physiological (physical?); the soft parts which 
cover it, the irregular line in which it dies, and the vitality of the cancellous struc- 
ture next to the epiphysis extending for some distance within the dead outer case, 
render its escape impossible long after its presence has become a source of retarding, 
it may be, of fatal irritation.” (p. 684). 

‘So soon as any bony part, in which there has been previous sensible or insen- 
sible exfoliation, is covered with granulations, the process,” says Mirscumr, ‘is 
the same as with another suppurating wound: the same pus, the same granulations. 
These having attained the height of the granulations of the surrounding soft parts,, 
coalesce with them and as it were become one; after which the scar is covered in 
the ordinary way. That part of the granulations immediately next the bone, is 
converted into bony substance; but the exterior layer is not so changed, but like the 
granulations of soft parts has a cellular structure, and thus as it were forms a new 
periosteum.” (p. 208.) 

Joun Hunrer observes:—“ There can only be two species of exfoliation, viz. 
external and internal, but they are often mixed, and then admit of a third kind, 
which I call the enclosed exfoliation. The external arises from internal causes, and 
is in many parts a simple operation, meeting with no obstructions, as in the head, 
ribs, &c.; but in the extremities it is often complicated, and becomes enclosed, and 
then appears as an internal exfoliation. Internal Exfoliation.—These less frequently 
arise from accidents than the former; but may arise from the last two suppurations 
of bones (of which, the one is where only one side of the bone suppurates, and the 
other where the suppuration is in the medullary cavity.) The part which is to be 
exfoliated loses its life, and ulceration goes on in the internal surface of the sur- 
rounding living bone to make room for the exfoliation. In internal exfoliations a 
part of the centre of the bone becomes dead, while the enlargement of the cavity 
lessens the substance of the surrounding part, and consequently weakens that part. 
But nature wishes to furnish a substitute; for the stimulus of weakness being felt, 
the surrounding parts become affected, and undergo the ossific inflammation by 
which the bone is thickened; and this continues in proportion, and as long as the 
internal part is unremoved or not cast off. Méxed Cases of Exfoliation.—The first 


(a) Cases of Necrosis, with remarks; in London and Edinburgh Monthly Journal of 
Medical Science, vol. iii, 1843, 
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is when an external one appears to be internal; the second is an exfoliation of the 
whole thickness of the bone in one part; the third, of the whole bone. These I call 
enclosed or encased exfoliations, generally occurring in the lower extremities. These 
three being very different, at first are not very easily conceived. First species of en- 
closed. Sometimes when the surface of a bone becomes dead, before the separation 
of the piece of bone takes place, the ossific inflammation comes on, and entirely 
covers the exfoliating piece, leaving only a little hole for the discharge of matter. 
This takes place, first, when the periosteum is inflamed, and the granulations from 
the edges of the exfoliated pieces also ossify; but the process for freeing the por- 
tion of bone has been already described. The second species is when a piece of any 
given length becomes dead throughout; the appearance of internal exfoliation is 
here still stronger than in the last case. Exfoliation or separation begins on the 
living surfaces of contact, at the two ends of the dead bone or piece, and ossific in- 
flammation comes on in the surrounding parts, so that it becomes encased. This 
rarely happens; but when it does, the separation of the exfoliated piece is very 
tedious, as the stimulus is given to all surrounding parts. The third species is where 
the ossific disposition takes place in the soft parts, from end to end, and the whole 
becomes enclosed ina case of bone. The difficulty lies in conceiving how it be- 
comes enclosed at the ends where the joints are constituted; but probably it is from 
these ends being alive, and exuding coagulable lymph from their surfaces, or else 
from lymph being exuded from the surrounding ligaments, and that becoming a 
basis, so as to keep the joint complete.” (pp. 529, 30.)] 

Upon the reproduction of bone, the following notices are to be especially com- 
pared :— dala 

Trosa, M., De novorum ossium, in integris aut maximis ob morbos deperditioni= 
bus regeneratione experimenta, &c. 12mo. Lut. Par., 1775. 

Briumensacn, in Ricwrer’s Chirurgischer Bibliothek, vol. iv. p- 107. 

Kouter, Experimenta circa tegenerationem ossium. Gottinge, 1786. 

Weipmann, Above cited. ; 

Boyer, Traité des Maladies Chirurgicales, &c., vol. iii. S8vo. Paris, 1822-26. 

Mepine, Dissert. de regeneratione ossium per experimenta illustrata; cum tab. 
eneis. Lipsie, 1823. : : 

Korrum, Dissert. proponens experimenta et observations circa regenerationem 
ossium; cum tab. en. Berol., 1824. 

Ricurer, Above cited. tear 

Scarpa, De anatome et pathologia ossium. Ticini, 1827, 

Mirscuer, Above cited. 

873. Necrosis is always a serious disease, of which the duration is 
indefinite. The prognosis is, however, various, according to its cause 
and its seat. Its cure may be hoped for by the natural powers alone, 
or by simultaneous artificial assistance, if the necrosis be superficial, of 
no great extent, in no bone of important function, not in the neighbour- 
hood of important parts, produced by external causes, and when the 
patient’s general health is good. On the contrary, the cure is difficult, 
and the prognosis is doubtful, if the necrosis be of great extent, connected 
with other affections of the same, or of other bones, if the diseased bone 
be of great importance, if the mecrosis be internal or exist in several 
places; further, if it be produced by internal causes, especially those 
dyscrasic diseases, against which we have not any decidedly efficient 
remedy, and if the patient be old and very weak. NVecrosis rarely ex- 
tends into joints, but then always require amputation (1). The circum- 
stances which especially produce sequestres are different; the granulations 
arising from the interior of the capsule enclose the sequester, which is 
gradually but completely removed by absorption; or it acts upon the 
walls of its cavity like a foreign body, and keeps up in it and in the 
neighbouring soft parts a copious suppuration, which debilitates the 
patient ; or the sequester lies in a very spacious cavity, the walls of which 
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have already become callous, and produces no neighbouring irritation, 
but only a scanty pouring out of a thin purulent fluid (2). 


[(1) Of necrosis indirectly affecting joints, and in which from the symptoms it 
was presumed that the joint was diseased, and the limb consequently removed, I 
have known two instances, both of which are in the museum at St. homas’s 
Hospital. In the one, a boy of ten or twelve years old, the necrosed piece, about 
the size of a marble, was contained in the epiphysal head of the shin-bone; in the 
other the dead bone was nearly similarly placed, and the cloaca from it, had opened 
into the knee-joint. 

(2) Other, and very dangerous consequences may attend necrosis, as the very 
remarkable case mentioned by Porrer (a), which he calls ‘* Aneurism in a case of 
necrosis,’ but which was doubtless no other, than a wound of the popliteal artery, 
by the accidental mcvement of the point of a sequester. The patient had, fourteen 
or fifteen years previously, violent pain in the left knee, which, as well as the lower 
part of the thigh, shortly after swelled to a great size, but without redness. A year 
after, a small swelling appeared four or five inches above the inside of the knee, 
which he himself opened and voided some matter, and the aperture remained fistulous. 
In August 1832 he had an alarming hemorrhage from this fistulous opening, but no 
recurrence of it till the night of Jan. 1, 1833, when he bled with great violence, the 
blood at intervals spirting forth to a considerable distance, at others trickling down 
the limb, but in neither case restrainable. He lost great quantities of blood, and 
fainted seven or eight times. When admitted on the following day his face was 
quite blanched and very anxious ; he was extremely exhausted ; pulse small, thrilling, 
and 150. On pressing the small livid fistulous opening in the thigh, thin serous 
blood slowly discharged, and the finger seemed to sink into a deep cavity; pulsation 
was quite distinct in the swelling; the lower part of the thigh-bone was enlarged, 
and the popliteal space filled up, but the artery was felt pulsating below. Amputa- 
tion was proposed, but he would not consent. ‘The thigh continued swelling above 
the bandage, became gangrenous nearly up to the buttock, and he died on the evening 
of the 6th of January. On examination the popliteal space was found filled with 
thick grumous clots; on the artery, just below its entrance into the space, was an 
opening: ‘The lower part of the thigh-bone was considerably enlarged, rough, and 
a large portion of its posterior or popliteal aspect destroyed, so as to admit the 
fingers into a Jarge cavity within. In the upper part of this cavity was discovered 
the sharp point of a sequester, moveable, and accurately corresponding to the aperture 
in the artery, which it evidently seemed to have occasioned. | 


874. In the treatment of necrosis, nature must be assisted in throwing 
off the sequester, which is then to be removed. If at the first there be 
severe pain, inflammation and fever, it must be attempted to lessen them 
by general and local blood-letting, according to the strength of the 
patient, by softening poultices and the like. If syphilis, gout or other 
dyscrasic diseases be connected with necrosis, the contraindicated 
remedies must be made use of. Where the general condition of the 
patient is good, and the necrosis originating from external causes, the 
separation of the sequester usually occurs soon, provided nature have 
not been disturbed by improper treatment. If the patient be well, his 
powers must be supported by good nourishing diet and strengthening 
remedies. The local treatment must be quite mild; moist, warm, slightly 
aromatic applications should be used, as in caries, and the fistulous 
openings covered with charpie, soaked in mild ointments. 

All irtitating treatment to promote the throwing off of the sequester, as the enlarge- 


ment of the fistulous apertures, the application of sharp spirituous remedies, the 
actual cautery, the repeated boring of the dead piece of bone, are hurtful, inasmuch 


(2) Surgical Report of Cases treated in the Meath Hospital: in Doubli 
Medical and Chemidal Science; vol: v. p: 190. 1834, aie) 268 aarapeeamn 


CARIES OF THE SKULL-BONES. for 


as by their effect on the living part they increase the destruction, but on the dead 
bone have no effect at all (a). 

875. When the sequester has separated, which is known, on exami- 
nation, by its mobility, it is not unfrequently thrown out by nature, or 
gradually removed by absorption. But if, on account of its peculiar 
position, on account of the surrounding soft parts, or of the bony capsule 
enclosing it, this be not possible, the sequester must be removed by art. 
For which purpose, oftentimes a simple incision of the soft parts of sufhi- 
cient size is alone needed ; if the sequester be enclosed in a bony capsule, 
after exposing it by a longitudinal incision, the apertures must be en- 
larged with a bistoury, if the bone be soft enough ; boring the capsule 
with the trepan, or the removal of a portion with chisel and hammer, 
or with Hey’s saw, may be required. ‘The sequester is then to be seized 
with the forceps, or with the fingers, and gently drawn out, especial care 
being taken that none of it be Jeft behind, and that the inner wall of the 
bony capsule be not injured. If the sequester be so large that a consider- 
able opening is required for its removal, it is often better to break it to 
pieces with the forceps, so as to be able to remove it by a small opening. 
After its removal, the wound is to be lightly filled with charpie, every 
thing removed which can disturb the development of the granulations, 
and care taken for the sufficient outlet of the pus. 

876. If the necrosis have been of long continuance, if the outflow from 
the fistulous openings be slight, if the sequester cannot be felt, if already 
several pieces of bone have been separated, the diagnosis is doubtful, 
whether there still exists a sequester, or whether it be not already removed 
by absorption. In this case the laying bare or boring through the bone 
is useless, and it is advisable to watch the state of things for some time, 
with simple treatment, in order to decide with certainty upon the 
diagnosis. 

877. Amputation is only indicated in necrosis, when the cavity in 
which the sequester lies communicates with a neighbouring joint when 
there are several sequestres, of which each has its proper cavity, when 
the sequester lies so deep that its removal is not possible, and when the 
patient’s powers are so sunk that throwing off the sequester cannot be 
expected, or its removal cannot be undertaken without the probable 
danger of exhausting the patient. 


A.—OF CARIES OF THE SKULL-BONES. 


878. Caries may occur in all parts of the skull, though it is most 
commonly observed in the mastoid process and in the occipital bone. 
It occurs either on the external or internal table of the skull; in the 
former case it arises either from external violence, exposure of bone, and 
sO on; or as consequence of a tophus, or of an exostosis which has run 
into suppuration. ‘The caries may be also distinguished by examination. 
In the second case severe symptoms are sometimes produced by the col- 
lection of pus between the dura mater and the skull. ‘The patient com- 
plains of a constant pain, always confined to the same spot, though 
externally nothing is apparent. Frequently giddiness, convulsions and 


(a) Wiepmann, P., above cited. 
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coma; in short, all the symptoms of pressure on the brain come on. At 
last there appears externally, at the part where the patient has complained 
of pain, a slightly painful, and from the first fluctuating swelling. If 
this break of itself or be opened, an aperture is found in the skull, of 
which the edge is thin and irregular, because the destruction of the 
internal extends further than that of the external table of the skull, out 
of which by the motions of the brain, a more considerable quantity of 
pus is driven up than from the external extent of the ulceration would 
be thought possible. The dura mater is covered with discoloured 


granulations, often depressed, and separated to a greater or less extent 


from the skull, often even ulcerated. If the carves be in the mastoid 
process, hearing is almost always destroyed ; in consequence of the com- 
munication of the cells of this process with the ear-drum, the pus sinks 
into it, and produces suppuration and destruction of the drum-mem- 
brane. 


[The consequences of cares or necrosis in the mastoid process are very often fatal, 
and therefore the disease should be most carfully attended to. Most commonly it 
seems to begin with common ear-ache; abscess of the drum ensues; its lining is 
destroyed, and the bone either ulcerates and is gradually destroyed, towards the 
cavity of the skull, or dies outright and attempts are made to throw it off. I do not 
know any mode of distinguishing between simple chronic suppuration of the ear- 
drum which is occasionally accompanied with pain, and the suppuration accom- 
panying cartes or exfoliation; nor is there any distinction between the latter two, 
from either of which, however, the irritation set up on the dura mater may produce 
inflammation, ulceration and suppuration of that membrane, which consequently 
attack the brain, and either ulcerates its surface or produce, by remote sympathy, 
abscess in its substance, of which I have seen instances ; and in the last case I had 
of this kind, the abscess was as large as a pigeon’s egg, but the young woman had 
no symptoms of compression till about three or four days before she died, though at 
intervals, for some time before, she had suffered agonizing headach in paroxysms of 
several hours. 

When the vault of the skull is attacked with necrosis, not unfrequently very large 
portions of bone die, as does also the scalp covering it, excepting at the circum- 
ference of the dead bone, which the skin still overlaps and seems as it were folded 
in. When both tables of the bone die, which, as far'as I have had opportunity of 
observing is most common, though not to equal extent, as in general the external 
table is more largely destroyed than the internal, suppuration begins between the 
bone and the dura mater, and if near a suture, the pus makes way between its teeth 
and is seen welling up at every pulsation of the brain, By degrees the granulations 
formed on the surface of the dura mater eat away holes of various size through the 
dead bone, and funguses appear, which, however, rarely exceed externally the size 
of the aperture. But on removing the dead bone, very large funguses are found on 
the dura mater, and in the course of a few hours, when freed from the pressure, rise 
above the surface of the scalp, sometimes to the size of half a splitegg. These 
funguses are generally very foul, sloughy, blackish, green-coloured and horribly 
offensive; and when of large size the patient generally sinks with symptoms of 
inflamed brain. Instances do, however, happen in which enormous portions of the 
vault of the skull do separate, and the patient recover; I have at this time under my 
care a woman, who in the course of the last eight or nine years has lost by exfolia- 
tion, the greater part of both parietal bones, and some portions of the temporal and 
occipital. All one side of her face supplied by the facial nerve, (portio dura), has 
been paralyzed for many years, though it cannot be ascertained how this is connected 
with the necrosis during the course of which it has arisen. Other portions of the 
skull have from time to time exfoliated, but after the principal exfoliations, the 
deficient parts of the skull have filled, as usual, with tough fibrous membrane, and 
she has been able for four or five years to follow her ordinary occupation as one of 
the hospital servants. If the external table only have been destroyed, the bony 


granulations beneath as frequently make holes through it as those from the dura 
mater do through both tables. 
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Caries occurs also in the bones of the face as well as of the skull, and more espe- 
cially of the nose-bones, where it is very frequently consequent on lupoid ulceration 
of the soft parts. I have also at present under my care a boy in whom the upper 
jaw-bone has been destroying slowly for the last four years from this same cause, and 
who has lost the greater part of the front of the alveolar arch and of the bony plate, 
nor has any remedy arrested the diseased process but for a very short time, after 
which it has burst out again with greater activity. 

The disease which results from mercury is necroszs, rather than carzes, whether 
happening either on the skull or face; and even in syphilis except when the bone is 
affected secondly by the extension of the ulcerative process from a sore in the soft 
parts, necrosis is more frequent than caries. Syme (a) relates the case of a woman 
who at the age of twenty years had a sore on her nose, for which she took large 
quantities of mercury. ‘The sore rapidly extended, the bones became affected, and a 
rapid exfoliation commenced, which soon deprived her of all the face except the 
lower jaw and part of the ossa malarum. Five years after her eyes were divested of 
their coverings, the pharynx completely exposed to view, the tongue lay exposed 
from root to apex surrounded by the foul and vacillating teeth of the lower jaw, and 
the whole surface had a most unhealthy ulcerated appearance. In the course of the 
following four years the whole ulcerated surface had healed, and the eyes were 
covered with a thick skin. She was very weak and for a long period had existed 
on little else than laudanum, of which she took half an ounce daily. She died 
shortly after, and on examination it was ascertained that the remaining bone was 
every where perfectly sound. (p. 238).—zs. F. s.] . 


879. What relates to the causes of caries of the skull-bones has been 
already said on the general subject; it is, however, most frequently con- 
sequent on syphilis. The prognosis is determined according to the 
variety of the causes as well as the extent of the caries. If it occur on 
the inner table of the skull, or if the skull be eaten through from without 
to within, pressure on the brain or ulceration of its membranes, which 
often extends to the brain itself, is to be feared. 

880. The treatment of this caries is guided by the general rules. Only 
when both plates of the skull are destroyed, especially if the caries have 
been developed on the internal, trepanning is often necessary in order to 
relieve the collection of pus beneath the skull, or even to remove the 
whole diseased part of the bone. In carves of the mastoid process espe-~ 
cial care must be taken for the proper escape of the pus, so that it should 
not collect in the drum. If the dura mater itself be ulcerated or covered 
with unhealthy granulations, it must be bound up with slightly stimu- 
lating remedies, with decoction of bark and lime water, with digestive 
ointments and the like, and the vital activity assisted by aromatic appli- 
cations, 
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881. The teeth belong to the bony system, and therefore analogous 
diseased appearances are observed in them. Caries occurs in all the 
teeth, though more frequently in the molar than in the incisive teeth. 
Most commonly it begins in the crown, but not unfrequently also at the 
root of the tooth. 

882. Caries is developed at the crown of the tooth, either from without 
inwards, or from within outwards. In the former, the enamel of the tooth 
is observed to lose its natural white colour and polish at one or more 
parts, either on the sides, or upon the top of the crown; clefts and 
hollows are seen which have a brown or blackish appearance, and gra- 
dually enlarge. The affected tooth gives out a nasty smell, and if the 
destruction penetrate to the inner substance so that the nerve be exposed 
to the contact of the air and food, pain of varying severity and duration 
occurs, frequently also inflammation of the gums and the like. In the 
second case, no change is in the begining, observable on the crown of 
the tooth, but pain first oceurs, is more or less severe and of indefinite 
continuance, though always soon returning, as often as it is suddenly 
excited by cold air, cold drinks, and the like. At last, on examinin 
the tooth, a brownish or blackish spot, more or less deep, is sheeted 
in the enamel, which gradually enlarges, becomes darker, and destroys 
the enamel, when the internal substance of the tooth is found to be 
decayed, so that enamel is often merely a thin shell which is easily 
broken. 

When the crown is destroyed by caries, it spreads also to the root of 
the tooth, which is likewise destroyed, and then commonly the gums 
and alveolar process suffer, The gum surrounding the diseased root, 
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puffs up and inflames, (Parulis,) and not unfrequently an abscess is 
formed. Oftentimes the membrane lining the tooth-socket also inflames, 
pus wells up between the gum and the tooth-fang, frequently very severe 
pain occurs which spreads over the entire half of the face, and is ac- 
companied with swelling of the cheek. 


[Occasionally it happens, that without any carves of the tooth, irritation is set up 
in its socket, and when the jaws are firmly closed the pressure of the tooth into the 
particular socket causes severe pain. Ina very few hours the lining of the socket 
begins to swell and inflame, lifts the tooth much above its proper level, and conse- 
quently renders the closing of the jaws still more painful, and chewing the food 
almost agonizing. This continues for hours, and sometimes for two or three days, 
when suppuration commences, the pain and swelling subside, and the tooth again 
descends to its natural place. This unpleasant process is of very frequent recurrence, 
gradually separates the gum from the fang till the two are quite apart, and the tooth 
seems held merely by the vascular and nervous connexion of the ends of its fangs, 
when its looseness and the constant source of irritation it becomes, leads to the tooth 
being pulled out. Under these circumstances I have unfortunately had personal 
experience, that the fang is encrusted with a granular deposit seemingly bony. 
Leeching the neighbouring gum is all that can be done; but when the process has 
been once set up, it recurs again and again, till the connexions of the tooth and gum 
are entirely destroyed, although the tooth itself remains entirely free from caries.— 
Jo He. Sell 


883. Caries at the root of the tooth is often announced, for a long 
while, by very equivocal symptoms. Pain occurs in the tooth, but rarely 
of long continuance, inflammation and swelling of the gums about the 
diseased tooth, which frequently becomes very severe, abscesses in the 
gums, outside the mouth, upon the cheek, at the part corresponding to 
the root of the affected tooth (Tooth-fistula.) The crown is, under these 
circumstances, often still completely healthy, and the diagnosis can only 
be properly determined by particular observation of the symptoms men- 
tioned and by the circumstance of the tooth smarting when touched 
with a metal probe. 

884. Besides these symptoms caused by carious teeth, there occur 
not unfrequently, caries of the alveolar processes, diseased changes of the 
Highmorean cavern, if the tooth be in the upper jaw (1), as well as swell- 
ings and excrescences upon the gums, (Epulis,) which are of different 
kinds, sometimes soft and spongy, sometimes firm and hard, sometimes 
slightly or not at all, but at others severely painful ; sometimes they have 
a broad, sometimes a pedicled base, and various size, but always red, 
and they are situated more commonly on the under than on the upper 
jaw (2). 

[(1) Occasionally the inflammation extends from the sockets of the upper molar 
teeth into the Highmorean cavern, the lining of which becomes inflamed and suppu- 
rates. This is accompanied with much deep-seated aching pain, and dusky redness, 
with tendemess of the cheek. When these symptoms are present, the condition of the 
cavern may be suspected; and the mouth must be examined, to ascertain whether 
there be any stumps of teeth in the neighbourhood exciting the irritation. If there 
be any such, they should be removed, and a probe, or jron wire, or a small trocar 
must be thrust up the tooth-socket, to open a way into the cavern, by which the pus 
may escape. This aperture will require for its establishment, the insertion of a little 
wooden plug, which should be removed three or four times a-day, so that the pus 
may flow out. It is alsoa good plan to syringe the cavern with warm water through 
this hole, especially if the discharge be offensive; and if there be reason to suppose 
any ulceration of its lining membrane exist, injections of weak solutions of nitric 
acid may be used with advantage. 
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(2) “The tumour of the gum, epults, is often,” observes Lisron (a), ‘a simple 
growth of the consistence of the structure from which it proceeds, and not likely to 
be reproduced, if the exciting cause is removed, and the entire disease extirpated ; 
the cause is decay of some part of one or more teeth, of the crown, neck or fang, or 
it may arise from their being crowded and displaced. The lower jaw is the most 
common situation of epulis; it appears in the front of the mouth, occasionally at the 
root of the molares, and the upper jaw is by no means exempt from it. Some of the 
large tumours in my collection, removed along with this bone, appear originally to 
have commenced in the alveolar ridge. The size and extent of epulis is various ; it 
may be confined to the gum betwixt two teeth, or it may have been neglected long, 
have taken in several, and may be attended with alteration in structure of the alveolar 
processes and their covering. 'The disease is generally connected with affections of 
the permanent teeth, but it is met with as a disease of infancy. * * * The tumour 
is of slow growth; it remains generally of the same firm consistence, and its attach- 
ments are broad and firm; its surface, even when large, is covered by membrane, is 
unbroken, it becomes lobulated, unless it projects from the mouth, and is exposed 
to injury; the teeth are loosened, and present in various parts of the tumour; around 
their base some excitement may he kept up, and even some ulceration and discharge. 
The tumour is not of a malignant nature in general, and even in its advanced stages 
is not inclined to contaminate the parts in its neighbourhood ; if thoroughly removed, 
it does not return. A soft tumour of the gum, rapid in its progress, broken on ‘its 
surface, and furnishing fetid and bloody discharge, is sometimes, it is said, met 
with; there is no danger of mistaking the one kind for the other, the remediable for 
the malignant; fortunately the latter is rare.”’ (pp. 255, 56.) 

I have occasionally, though not often, seen epulis of both kinds mentioned by 
Liston; that which seems merely a luxuriant growth of one particular part of the 
gum, is most frequent, but that directly connected with the teeth is more rare. Of 
the latter kind I operated some time since, on a boy of twelve years old; the tumour 
was about the size of a bean, on the outside of the left branch of the lower jaw, 
when first observed, but in the course of two years it spread slowly, as far back as 
the last molar, and forward to the outer incisive tooth; it had risen to the edge of 
the gum, but had not descended quite so low as the base of the jaw; in front, its 
lower edge had either absorbed and imbedded itself in the jaw, or bony matter had 
sprung up around it, as it had there a distinct though irregular edge, but behind the 
ridge was less marked ; its size was that of half a walnut; it was elastic, fluctuating, 
and seemed enclosed in a tough cyst, thinnest above; the membrane of the mouth 
moved freely over it. At the operation, the cyst was found to have a cartilaginous 
feel, and the shell of the jaw-bone evidently involved in it. When opened bya 
crucial cut, about a drachm of glary fluid was discharged, and at the bottom of the 
cavity, against the side of the jaw, was the second permanent bicuspid tooth, like 
the so-called lady (the grinding teeth) in the lobster’s stomach. The tooth was 
drawn, the whole sac removed with scissors close to the surface of the jaw, and the 
remaining capsule sliced off. ‘The case did well at the time, but eighteen months 
after he came again with a return of the swelling in the same place, but of a firmer 
texture. Having lost sight of him since, I do not know what has ensued.— 


TegheiSs | 

885. The causes of caries of the teeth are either external or inter- 
nal. 'To the former belong the improper use of acrid acid substances, 
negligent cleansing of the mouth, alternate use of cold and hot food, 
tobacco chewing, and mechanical injury of the teeth, by which the 
enamel is destroyed, and its internal substance is exposed to the air. 
In most cases, however, caries of the teeth depends on an internal cause, 
namely, on that kind of caries which is developed in the interior of the 
tooth. ‘This opinion is especially grounded on the circumstance, that 
rottenness of the teeth frequently appears in every member of the same 
family, that the corresponding teeth on both sides are attacked together, 
and the caries is accompanied with general disease, as rickets, scurvy, 


(a) Practical Surgery. 


TREATMENT OF CARIOUS TEETH. 137 


mercurial cachexy, bad constitution, weak chest, and the like. The 
spreading of the caries to the neighbouring teeth seems rather grounded 
on the collection of part of the food, which putrefies, or on the general 
causes, as in a peculiar participation, from the first, of the affected 
teeth. 

Corrintire imagines that in persons with weak chests, the cure of the toothach 
should not be effected by drawing the tooth, as by retaining the diseased tooth a 
good derivation may be kept up (a). 

886. As to the treatment of carious teeth nothing can be done to 
prevent the further spread of the caries than removing the causes and 
improving the constitution, which in many instances is indeed impos- 
sible, as often no actual cause can be discovered. 

887. For the purpose of restricting the further destruction of carious 
teeth many remedies have been proposed, which either destroy the 
carious part, or protect it from the contact of the air or food. To 
these belong spirituous aromatic tinctures, stherial oils, kreosote, and 
even the actual cautery. In superficial caries, the carious part may 
be removed, by filing or scraping, for the purpose of preventing its 
effect upon the neighbouring teeth. As to the former remedies, they 
diminish the sensibility by their irritation of the nerve of the tooth, 
therefore the pain is lessened, and even the offensive smell of the tooth 
improved, but the progress of the caries is not in the least arrested. 
Filing the carious tooth, only for the time, suspends the evil; usually it 
soon reappears, and makes quicker progress than before, especially in 
old persons. Filling up the carious tooth with thin lead, tinfoil, or with 
tooth-cement, and the like, (stopping), after the sensibility has been put 
an end to by acrid remedies, keeps the air and the food from the carious 
part, but the caries is not thereby removed. The cavity of the tooth 
always increases, and the metal at last falls out. 


Tn order to avoid drawing the teeth, and whilst keeping them in, to get rid of the 
pain, the destruction of the nerve with hot platina thread or with hot iron, as well 
as, if the crown be tolerably healthy, the trepanning of the tooth in the direction of 
its root, by which the nerve is destroyed and then the tooth stopped, as also the in- 
troduction of a drop of concentrated sulphuric acid has been employed (Ryan). 

[Cuerivs’s observations as to the falling out of the stopping are very correct, and 
it is frequently on this account necessary to repeat this operation, however skilfully 
performed. Before stopping, however, it must be ascertained whether the carious 
cavity be tender on touching with a probe, for if it be, the pressure of the stopping, 
whatever it may be, cannot be borne, and often excites such violent pain, that the 
tooth at once requires removal. I much prefer filling the hollow, once or twice 
a-day, with a bit of cotton steeped in camphorated spirit, as it gradually diminishes 
the sensibility of the nerve, and sometimes entirely destroys it, so that it either 
renders the stopping bearable or sometimes even unneeded. All severe escharotics 
should be avoided, for they often increase the mischief, and compel the removal of 
the tooth.—zs. F. s.] 

888. It is most proper to recommend especial care of their teeth to 
persons affected with carious teeth, consisting in frequently rinsing the 
mouth, with water not cold, especially after every meal, and in re- 
moving with a quill toothpick every thing between and in the teeth. 
For cleaning the teeth, which should be done every morning, a fine 
powder of linden wood charcoal and bark, with a not too stiff tooth- 
brush is best; the mouth should also be frequently rinsed with sage 


(a) Onvet, Dictionnaire de Médecine, vol. x. p. 174, 
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water, and some tincture of myrrh or catechu, partly to improve the 
smell and partly to harden the gums. : 

889. If the tooth be painful, the treatment must be, in reference to 
the causes which produce the pain. The toothach is often of the 
rheumatic kind, in which it is not merely confined to the affected tooth, 
but the pain extends, more or less, over all the teeth of the same row, 
and over half the face. Warmth is here serviceable, covering the af- 
fected side of the face with flannel, a blister behind the ear, and if in- 
flammatory irritation be also present, leeches applied to the affected 
side. The toothach often arises from bits of food remaining in the 
hollow of the tooth, which must therefore always be examined and 
freed from such impurities. If, however, the pain continue, its diminu- 
tion must be attempted by remedies, which either subdue the excited 
irritability, as rinsing the mouth with warm water with the addition of 
tincture of opium, the application of cotton soaked in the same tincture, 
an opium pill in the hollow tooth, and the like; or, to destroy the sen- 
sibility, acrid remedies, the zetherial oils, kreosote on wool in the tooth, 
have been used, to which also belong most of the empyreumatic reme- 
dies recommended against the toothach. 

[Toothach commonly so-called is much more frequently arising from inflamma- 
tion of the lining of the socket than from affection of the tooth itself. It is therefore 
highly necessary to discriminate between the two, as otherwise a good and useful 
tooth may be drawn which might be saved, simply by repeatedly leeching the gum 5 
and even when the gum is affected secondarily after caries, the tooth may even then 


be often preserved by this practice, and the exposed nerve becoming gradually 


destroyed, the toothach after a time subsides, and the pain of drawing the tooth is 
spared.—s. F. s.] 


Among the various remedies proposed, Bepinerietp (@) advises as an improve- 
ment on smoking tobacco, often used for the toothach, the application of the fumes 
of henbane seed, in the following way :—“ Put from one to two drachms of the seed 
upon a red-hot iron, or some lighted cinders, and immediately cover them over with 
a basin. As soon as you suppose the seed to be consumed and the vessel impreg- 
nated with the fumes, place it upon its bottom and fill it with boiling water. The 
person affected with the toothach is then to inhale the vapour for twenty minutes or 
half an hour, a blanket or some other covering being previously thrown over the 
head and shoulders, to prevent its escape.” (p. 492). 

890. If the pain cannot be in any way*removed, or if the diseased 
tooth produce any ailment of the jaws, lips, or maxillary cavities, and 
so on, it must be drawn. ‘This is also necessary if a tooth of the first 
set prevent the development of the second. 


If with carious crown the root be sound, the crown may he removed with a pair 
of sharp nippers or with a fine saw, and the exposed medullary cavity cauterized, 
which, however, is usually only employed in the introduction of a tooth. 

891. The proceeding in drawing a tooth varies according as the 
forceps, the key, the pelican, the punch, or the pyramidal lever be em- 
ployed. The preference of one or other depends on the condition of 
the tooth to be drawn, and the individual dexterity of the operator with 
one or other instrument. In general the drawing of a tooth with for- 
ceps, is the least painful; it is, however, only applicable to the front, or 
to loose back teeth: ‘The key is best, for drawing the hind teeth, as it 
permits the use of greater force, without injury to the other teeth, and 
has not any rest upon the neighbouring teeth; the gums are, however, 


(a) Edinburgh Medical and Surgical Journal, vol. xii. 1816. 
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thereby frequently crushed, and the tooth not rarely broken. The pe- 
lican acts more safely; it is applicable to all the hind teeth and their 
stumps, the gums are not crushed, and the tooth not easily broken; but the 
neighbouring teeth must afford it support and are liable to be thereby 
depressed ; the tooth can also be drawn with it only outwards. The 
punch and the pyramidal lever are only in the removal of stumps. 

892. In drawing the front teeth of the lower jaw, the operator must 
place himself before the patient, who sits upon a sloping chair; he de- 
presses the lip with the fore-finger of the left hand, puts the thumb on 
the next tooth, and the other fingers beneath the jaw, and with the 
curved forceps seizes the neck of the tooth as low as possible, makes a 
little movement inwards and outwards, and then gives the forceps a pull 
upwards, by which the toothis drawn. In drawing the front teeth of the 
upper jaw, the operator stands behind the patient, who sits on a low 
stool, separates the lip with the thumb of the left hand, seizes the tooth 
with the straight forceps, moves it a little in and out, and draws it with 
a-pull directly downwards. 

893. The hind teeth are drawn, either with the key or with the pelican, 
In the former case, the operator envelops the bolster of the key with 
soft linen, after he has fitted it with a claw, of corresponding size to the 
diameter of the tooth, and places himself before the patient sitting on a 
common chair. He then fixes the claw of the key with the right hand, 
if the diseased tooth be in the left side of the jaw, but on the opposite 
side with the left hand, extends the fore-finger on the stem of the key, 
fixes the point of the claw, by means of the guiding fore-finger of the 
unoccupied hand as deeply as possible, on the inside of the tooth, and 
keeps it fixed with that finger. He then turns the handle in a half circle 
downwards on the teeth of the lower, and upwards on the teeth of the 
upper jaw, by which the tooth is either at once drawn, or remains still 
connected with the gum, from which it may be completely separated 
with the fingers or forceps. If on account of the inner side of the tooth 
being destroyed, it must be drawn inwards, the point of the claw should 
be fixed externally, and the turn made with the handle of the key in- 
wards. 

In using the pelican, after having chosen a claw proportionate with the 
thickness of the tooth, and this distance of the point of support from the 
diseased tooth, and having covered the crown of the instrument with 
soft linen, the operator places himself behind the patient sitting on alow 
stool, fixes the pelican with the right hand in drawing a right side tooth, 
and the contrary, with the left hand, puts the point of the claw as deeply 
as possible, on the inside of the tooth, fixes the crown against the two 
neighbouring teeth in front, and the thumb of the unoccupied hand 
against the inside, and with the other fingers of the same hand grasps 
the jaw outwardly and beneath. ‘The handle of the pelican is then 
moved from behind, forwards and laterally, by which its crown is pressed 
against the teeth, serving as the pressure point, and the tooth is some- 
what raised. If there be no adjoining teeth to support the pelican, a 
piece of cork must serve the purpose. 

894. In the use of the punch, which is advisable only in teeth not 
very firmly fixed, the operator stands in front of the patient sitting on the 
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sloping chair, if the teeth be of the lower jaw, but behind the patient, 
who is to sit low, if the teeth are of the upper jaw; he fixes the claw of 
the instrument against the root of the tooth, and the forefinger of the 
left hand against its inside, and then lifts the tooth inwards and upwards 
in the lower, and the contrary in the upper jaw. 

895. The stumps and roots of teeth may be removed by one or other 
of these means. If they be loose, they are especially fitted for the for- 
ceps, or punch; those which are firmly fixed for the key, or if there be 
still neighbouring teeth left, for the pelican. Only when by these me- 
thods the stump cannot be removed, must the lever be used. The head 
of the patient is to be supported, the point of the lever fixed sufficiently 
deep, between the edge of the alveolar process and the root of the tooth, 
a lever-like motion is to be made to either side, where there is least 
opposition, and the root lifted out. In very firmly fixed roots, two levers 
may be applied in the same way on the two sides. 

896. The awkward circumstances which may occur from drawing 
teeth are, breaking off the crown of the tooth, breaking the alveolar 
processes, bruising, tearing, or complete stripping off the gums, loosen- 
ing the neighbouring sound teeth, partial dislocation of the teeth, frac- 
ture of the jaw, slipping of the claw from a diseased to a sound tooth 
and its extraction, severe bleeding, inflammation and suppuration of the 
gums, and caries of the alveolar processes. 

If the crown of the tooth break off, the removal of its stump is to be 
attempted as already mentioned. In splintering the alveolar process, 
the loose pieces must be removed, and those which are fixed pressed 
into place. Bruising of the gums must be treated with slightly astringent 
gargles. If part of the gum remain only slightly connected, it must be 
cut off with scissors. ‘Teeth which have become loose must be fastened 
to those adjoining with threads, and hard food should be avoided. Ifa 
tooth be partially dislocated, the pain is often thereby completely got rid 
of, and it remains firm in the socket, although. caries go on; but the dis- 
located tooth may operate in its socket as a foreign body and cause pain, 
the gum and the lining of the socket may become affected, and thereby 
the removal of the tooth be rendered necessary. Fracture of the lower 
Jaw requires its proper treatment. A sound tooth which has been pulled 
out may be put in again, and fixed by threads to its neighbours. 

A slight bleeding occurs after the drawing of every tooth; this is to 
be permitted for a little while, because thereby is the imflammation of 
the gum best prevented; washing of the mouth with water and vinegar, 
and compression of the tooth-socket are usually sufficient to stop it. 
Frequently the bleeding is very severe, because perhaps the artery going 
to the tooth is torn, where it is in the bone and cannot retract, or on ac- 
count of scorbutic diathesis. In this case firm compression must be 
employed, the socket filled with lymph soaked in a solution of alum, in 
THEDEN’s arquebusade, and the like, or with oak agaric strewed with 
styptic powder, or with a ball of wax; small compresses are to be put 
upon these, and the patient made to bite the jaws firmly together. In 
doubtful cases, the application of the actual cautery has been recom- 
~mended., In the scorbutie diathésts the simultaneous internal use of 
acids is not to be neglected (1). 
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The inflammatory swelling of the gums requires a soothing treatment, 
bathing with warm milk, figs boiled in milk, and so on. In general it 
runs on readily to suppuration, and if the abscess do not soon burst of 
itself, it must be opened with a lancet. ‘he aperture usually closes 
under the continued use of soothing gargles. Parulis requires the samé 
treatment if caused by a decayed tooth, and if that be the reason of the 
aperture not closing, the tooth must be drawn. If there be caries of the 
alveolar process, it must be treated according to the general rules. 


{(1) The bleeding which ensues occasionally in tonsequence of drawing a tooth 
of a person who has hemorrhagic diathesis, is a matter of very serious consequence, 
and has sometimes destroyed life. I have seen sevéral severe, though not fatal 
cases of this kind, and as it seemed to me that the blood came from the very bottom 
of one or other of the fang-sockets, when the tooth had more than one, I presume 
that the bleeding vessel was the proper artery of the tooth, and that the difficulty 
in arresting the hemorrhage depended on the difficulty of getting at the vessel 
itself; for unless it can be immediately acted upon, whatever be the local ap- 
plication, it is sure to fail. Various reriedies have been proposed ; I have tried most 
of them without success, but I have never failed with the a¢tual cautery, when I 
have properly applied it, that is, when its point has bee sufficiently small to descend 
into the very bottom of the fang-socket. When I first had recourse to this practicé 
I failed from not thrusting the hot wire (which miakes the best tautery for this pur= 
pose, and should not be more than a line thick) down to the very bottom of the 
socket; but having corrected this erfor, I have never failéd since, in at least half-a2 
dozen cases ; and, therefore, believe that its inefficiency in the hands of others has 
arisen from the same cause which at first foiléd me. Thefe is nothing very frightful 
in the employment of this remedy, nor does it produce more than momentary and 
slight pain, and I think it is, therefore, best to resort to it at once without wasting 
time, and allowing the patient to lose blood to such extent as to disturb the con- 
stitutional powers, and excite any latent plithisical tendency, of which I have known 
an instance. 

Buacpen mentions (a) the case of a person, who, whilst a boy, after the extrac- 
tion of a tooth, bled from the socket for twenty-one days. Whenever he cut himself, 
or received a sligh wound, there was always gteat difficulty in stopping the bleeding. 
At twenty-six years of age he had a trifling wound on the foreheaed, which bled pro- 
fusely, and could not be stopped by pressute or styptics, or even by tying both ends 
of the artery, but was finally checked with causti¢ potash, which caused a large slough. 
In the next year he was much troubled with caries of the second upper molar tooth, 
which, remembering what had previously happened, he bore with for some time, 
and but at last the pain became so sevefe that he had the tooth drawn June 30, 1816, 
at its bottom was an abscess ; free eae immediately ensued, and this continuing 
on the next evening, Buacpen being ‘called to him, applied lunar caustic to the bot- 
tom of the socket without effect; then introduced a sponge tent soaked in solution 
of sulphate of copper, which checked the bleeding for a few hours, but it recurred, 
and continued profuse, notwithstanding that the socket was carefully plugged. On 
the morning of July 4th, Broviz applied the actual cautery, and stopped the bleed- 
ing for six hours, but in the evening it broke out afresh, as violent as before, not- 
withstanding the socket was again carefully plugged, and the cautery twice applied ; 
in doing the latter, a large quantity of matter apparently from the maxillary sinus, 
escaped. The bleeding still continued, and néxt day the patient being very low and 
depressed, although he had never fainted, it was determined to tie the common 
carotid artery, which was done by Bropre at 10a. M., but “the hemorrhage still con- 
tinued. The wound made in the operation bled very little at first, but in the course 
of a few minutes after the operation it began to bleed profusely. No single vessel 
could be observed bleeding, but there was a general dozing from its surface. Ice 
was applied to the wound, and while this was continued the bleeding from it was 
suppressed, but it returned immediately on the ice being removed. Ice was also 
applied to the left side of the face, and there was reason to believe that it stopped 
the bleeding for a few hours; however, the hemorrhage afterwards returned, and 


(4) Medical and Chirurgical Transactions, vol. viii. 1817. 
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the patient died at 5 a. m. on the 7th July, a week from the time of the removal of 
the tooth.” (pp. 224-27). 

The following case was under my own care :-— 

C. K., aged 20 yeats, a leather-dyer, of delicate frame and not very temperate 
habits, was admitted into Georges’s Ward. 

June 17, 1887. Twelve years since had leeches on his left arm, which bled for 
several days. Three years ago had leeches on his hip, which continued blesding 
for three or four days. Eighteen months since had the first right upper bicuspi 
tooth drawn, which did not cease to bleed for four days. On the 12th of this pre- 
sent month, at 8 p. m., he had the second Jeft upper molar tooth pulled out, which 
was immediately followed by considerable bleeding, and which continued during 
that night and the following day and night, he only attempted to stop it by fre- 
quently washing his mouth with cold water. On the morning of the 14th he went 
to his medical attendant, who applied nitrate of silver to the fang-socket; the bleed- 
ing ceased for a couple of hours, but recurring, he introduced some nitric acid, which, 
however, only checked it for a short time, and the patient was content with washing his 
mouth with cold water till 1 p. m. of yesterday afternoon, when he came to the hos- 
pital, and the dresser plugged the socket with sponge dipped in tincture of myrrh and 
alum; after which the bleeding ceased for eight hours, but then came on again, and 
continued through the night till 11 o’clock this morning, when he came again to 
the hospital, and the dresser applied a hot wire to the socket, which checked but 
did not stop the bleeding entirely. It soon, however, burst out afresh, and at 7 
p.m. he returned to the hospital, and having been admitted, the dresser applied muri- 
atic acid, but without effect. I saw him soon after, and having cleared away the 
elot, found two bleeding points, one by the alveolar partition of the third molar tooth, 
and the other deeper in the socket. ‘To these I applied the actnal cautery ata black 
heat, and the bleeding ceased, but soon recurred ; and when I saw him again four 
hours after, I found a clot about the socket as big asa nut, with a free arterial stream 
flowing from beneath it; this I removed, plugged the socket with cotton steeped 
in tinct. benz. comp., and directed pressure should be kept up so long as there was 
any bleeding. After four hours it seemed to have stopped, but in half an hour burst 
out again and continued through the night. At 8 a. m. June 18,a pencil of lunar 
caustic was introduced, and the surface of the socket being freely cauterized, the 
bleeding was checked for a short time, but the oozing soon recurred,and when I saw 
him three hours after, a fresh clot had formed and the bleeding continued as before. 
I tried to make pressure upon a pad of cotton thrust into the socket, with a bell- 
spring carried over the crown of the head, but could not affect it. I then madea 
paste of tannin and cotton mixed with spirits of wine, thrust it into the socket with 
a probe, and pressed it down with the finger till it had become converted into a con- 
crete, by which the bleedino was completely stopped, and so continued for six 
hours, when it broke out afresh, and continued streaming till 8 p. m., at which time 
I saw him again, found the plug thrust out completely and the socket filled with 
clot. This I removed entirely, and after squeezing for a few minutes the soft parts 
about the socket, which were swollen, with my finger, and the lint which gave him 
great pain, but stopped the bleeding, I left the socket alone, and applied linen dipped 
In spirits of wine as an evaporating lotion on the cheek. His bowels not having 
been relieved for the last two or three days, three grains of calomel, with some in- 
fusion of senna and sulphate of magnesia, was ordered forthwith. Nobleeding for 
five hours, after which it came on again, but pressure being made for a little time, 
it ceased for an hour, and then returning, continued through the night till I saw 
him at 11 a. m. of the 19/4 June, when I removed a clot as big as a walnut, and 
plugged the socket with cotton steeped in kreosote, and ordered one grain of acetate 
of lead three times a-day. There was no bleeding for twelve hours, but it then re- 
turned and continued through the night till next morning, when I saw him, and 
having cleared out all the clot and made a little pressure, it ceased. As he com- 
plained of pain in his belly, the lead was omitted after he had taken four doses, In 
the evening the bleeding returned, but was stopped during the whole night 
by plugging with cotton and kreosote. On the morning of the 21st June the 
bleeding returned, a fresh clot formed and the oozing from beneath it as 
before: On the 18th he had not appeared to have suffered much, his coun- 
tenance was not particularly pallid, and his pulse, though rather quickened, 
was firm and free from hemorrhagic jerk ; but now he is pallid, complains of faint- 
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ness, the pulse is quick and has the jerk which has not been previously noticed. 
On consultation with my colleague Green, it was determined to apply the actual 
cautery again; and having made a careful examination, I was only able to discover 
one fang-socket, through which however the probe readily passed into the maxillary 
cavern. I then passed a conical iron at a black heat to the very bottom of the 
socket, which caused great pain, as I expected, from the already irritable and in- 
flamed state of the parts after so much handling; and I also seared the sides of the 
cavity and the gum, from which there was some oozing. The bleeding then ceased. 

e was ordered to take every eight hours two grains of acetate of lead, with half a 
grain of opium. There was no recurrence of the bleeding after this; the lead was 
continued for two days and then left off, and in the course of a week he was quite 
well and left the house. 

On the 4th March, 1841, he had the second left lower molar tooth drawn at the 
hospital, from which, excepting a very few hours, bleeding continued till his re-ad- 
mission, 

March 8ih. ‘The socket was then filled with putty by the surgeon in attendance, 
and over it a pad of lint, by which it was stopped for about twelve hours, when it 
burst forth again, and continued through the night. On the following morning twa 
irons of different size were introduced into the cavity at a red heat, but the bleeding 
was not checked till the socket had been plugged with lint steeped in tincture of 
myrrh. After twelve hours the bleeding returned, continued through the night, and 
till the afternoon of the 10th March, whena small iron at black heat was introduced, 
and lint soaked in solution of alum applied to the part; after sixteen hours the bleed- 
ing returned, and on the morning of the 11th he had a little bleeding from the left 
nostril. The solution of alum was continued, and now was ordered pulv. gallarum, 
alum. sulph. aa gr. v. 4tis., but without benefit, and at 3 a. m. March 12h, a small 
iron at black heat, was introduced; but the bleeding did not cease till the socket 
was plugged with lint soaked inalum. At9 a.m. the bleeding returned; a blad- 
der of ice was then applied to the throat and cheek, and he was ordered plwmb. acet. 
gt.j. op. gr + seconda quaque hora per sex vices, tunc tertid vel quartd qudque hora per 
sex vices sequentes et postea sexta qudque hord. 'There was not any recurrence of the 
bleeding till the evening of the 14th March, when he again bled freely, and the lead 
and opium were again ordered every two hours, but on the following day, only every 
four hours. March 16th, he was directed to take a grain of muriate of morphia, 
which was continued for a few days. On the 18¢A the bleeding was again free, but 
finally stopped on the 21st; and he left the house well on the 29th. 

How long the lead was continued in the second part of this case, the notes I have 
quoted, which were not my own, do not distinctly state, and I think it doubtful 
whether the cure was to be ascribed to it or simply to the loss of blood, by which 
in a case related by Davenport (a), the bleeding had certainly been put a stop to 
after thirty hours’ continuance, and depressing the patient very considerably. [ 
cannot help, however, thinking that in the second part of this case the actual cautery 
was never effectually applied; for as I have said before, I have never failed when 
using it, neither has my colleague Green, who also employs it. 

From the above cases it will be perceived how various have been the remedies 
made use of to stop these violent bleedings after drawing a tooth, but many other 
plans have been advised and strongly urged as most efficient. Some persons re-insert 
the extracted tooth in the socket as the best plug which ean be used. Cortez (6) re- 
commends the introduction of a wax model into the socket, which he has found effec- 
tual in three or tour instances, PetTer Cuuuen (c) prefers a very fine soft phial-cork 
gently squeezed into the socket, and upon the point of the cork, a bit of lint with 
some styptic may be put. Kenpricx (d) advises a pledget of cotton dipped in the 
strongest alcohol as very efficacious. And among the cases of hemorrhage effectu- 
ally treated with the internal use of ergot of rye, one of bleeding after drawing a 
molar tooth is given by Dr. Ryan (e). } 

An interesting circumstance in reference to these cases is, that not unfrequently: 
other individuals of the family to which the patient belongs, are subject to this, 
bleeding disposition. It was so in my own patient’s family, and with that of Ken-, 
NEDY’s patient, and I have known it in many other instances, 


(a) Medical Gazette, vol. ii. 1842. New (c) Medical Gazette, vol. v. p. 564. 1830: 


Series, p. 58, (d) Ubid., p. 788, 
(6) Ibid., vol. iv. p, 490, 1829. (e) Ibid., vol. xiii. p. 368, 1833, 
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It is scarcely needful to observe, that if the practitioner be aware of the patient or 
his family being subject to this disposition to bleed, he should be extremely cautious 
in undertaking the removal of a tooth, or indeed of any operation; and if compelled 
to resort to it, should at once be prepared to attempt arresting its bleeding at the 
onset, and not permit its continuance for hours, much less for days, before employ- 
ing any efficient remedy.—s. F. s.] 

897. Tooth-fistulas (par. 883) require the speedy drawing of the 
decayed tooth, and the use of astringent gargles. If the fistula do not 
then close, it is probable that there is still another decayed tooth, 
which must be drawn; or caries. of the alveolar process may exist, 
which must be treated in the usual way, 

Carcinomatous excrescences on the gums (par. 884) are mostly con- 
sequences of a decayed tooth or of a carious part of the alveolar process. 
They must be removed from their base with the knife, and the great 
bleeding which generally ensues must be stopped with astringent reme- 
dies and pressure, or with the actual cautery, which last is also service= 
able in preventing the recurrence of the excrescence. If after the 
removal of epulis a decayed tooth or caries of the alveolar edge be dis- 
covered, the former must be drawn, and the latter treated according to 
the general rule. 


Cancerous sores and schirrus will be considered with degeneration of the organic 
tissues. 


W.—OF FISTULAS. 
(Fistule, Lat.; Fisteln. Germ.; Fistules, Fr.) 


898. Unnatural, old apertures, by which fluids are emptied from 
any cavity or duct externally, or into another cavity, are called Fis- 
tulas. By this definition fistulas are distinguished from fistulas sores. 

[The term ‘fistula’ gives a very inadequate notion of the disease,’’ observes 
Joun Hunter, ‘the fistulas canal being only the sign of the disease,—the means of 
conveying a fluid or extraneous matter to the surface.. A fistula is the consequence 
of the powers of a part not being able to remove the original cause, so that the 
original cause and some of its effects remain.” (p. 577)]. ! 

899. The cause of fistulas, are either injuries, by external violence, 
of the cavities in which the fluids are collected, or of the ducts by 
which they are discharged, if they be not cured by quick union, or 
stopping up of the ducts, by which the fluids collected in large quanti- 
ties produce tearing, inflammation, suppuration, and mortification, 
causing extravasation of the fluid, and the cellular tissue, and an un- 
natural opening for its escape; or inflammation and ulceration on or in 
the walls of the cavities and ducts, by which the latter are destroyed. 
Fistulas, if not consequent on injury, usually commence with abscess, 
which on bursting, discharges pus of different kinds, by one or several 
apertures, communicating either directly with the cavities, or running 
in various turns and windings. If the fistulous passage be very short, 
it diminishes in size, as the inflammation lessens, the external Opening 
contracts, and its edges scar, but without closing. If the fistulous 
canal be longer, the external opening contracts, is surrounded by a 
little fungous wall, which presents in its middle a narrow and often 
scarcely observable opening. By the continuance of the inflammation, 
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to a certain degree, in the whole canal, and in the neighbouring parts, 
the whole internal lining of the canal is gradually converted into a 
mucous tissue, distinguished only from trae mucous membrane, by the 
absence of mucous glands, and of the epidermoidal covering, and itself 


prevents the healing of the canal. But, for the most part, in long con- 


tinued fistulas, the neighbouring parts become hardened, and form, 


more or less, grayish white, thick hard masses, (callosities),. between 
which the fistulas run. The same changes also occur in, fistulous pas- 
sages (par. 65). 


[‘*The causes of fistula,” says Hunter, “are various, but may be divided into 
two classes :—/irst, the obstruction of the passage of some natural secretion, as 
fistula of the parotid gland; or of the cayal for the passage of extraneous matter, as. 
the intestines being strangulated, so as to mortify, or being wounded ;, but all ob> 
literations of the ducts, where the fluids make a new passage, will not be termed: 
Jistule ; secondly, the formation of pus or extraneous matter in a part requiring a 
passage, as in fistula in ano, fistula, in the joints, and fistula from. diseased bone.” 

It will be observed that this, second. class of fistulas has not been enumerated by 

HELIUS, although, however, he subsequently treats of them.—y. r. s.] ‘* We shall 
consider the cause of fistulas,—I1st, The obliteration of ducts, or canals, is the first 
cause. This arises from obstruction of the natural passage, in consequence of which 
a new one is formed’ for the passage of the natural secretion. ‘These obliterations 
often arise from.a thickening, of the sides of the ducts, as in the urethra, nasal duct, 
&c., from inflammation; sometimes from, the venereal disease, or.scrofula; and somes 
times frora accident, as in the parotid duct. These obliterations are often very trouble- 
some, obstructing the evacuation of the natural secretions, which is very, teasing to the 
part, and when complete is very serious in its consequences. In most there isa new 
passage when complete, which is made by inflammation and ulceration; these new 
passages are called fistulous; the discharge is the natura] secretion, mixed with the pus. 
from the inflamed vessels of the sides of the passage.. If. this new passage answers all 
the purposes of the original one, it cannot well be called fistulous ; when from a mortiy 
fied or wounded intestine, it.is called an artificial anus; when in the perinzum, itis for 
the passage of the urine. There are.often accumulations of secreted juices besides 
the above, arising: from, the same.causes and, producing the same consequences, yet 
not called fistulous.” (pp. 577, 78). 2d. The second species of fistula or that 
from, disease, arises from the disproportion in the disposition to heal of different parts, 
viz., the internal and external; the skin healing, while the deep seated: parts. or.seat. 
ofthe disease, have no disposition for it. It may arise from two causes: Ist, from. 
any extraneous substance in the inner: parts; 2dly, ftom a diseased’ state of the. 
original part when the disease formed. The first happens in Jarge deep-seated ab-. 
scesses, which are prevented healing at the bottom by the pressure of the matter.. 
Phe second has. two, causes; the first, from, the part being naturally indolent, as 
tendons; the second, from a disease in parts naturally ready. to heal, but the disease- 
being deep-seated, the skin is more ready to heal than the bottom, of the fistula, and’ 
thus obstructs. the necessary free discharge.” (p. 579)].. 

900. The: prognosis in fistula depends on the possibility of conducting 
the fluid through, the. natural ducts; further, on the condition, of the fis; 
tulous openings, whether they, be accompanied with or without loss of 
substance, whether they communicate immediately, or, by a more or less. 
long cana} with. the cavity, or with, the duct, and whether their walls be. 
converted into a, mucous tissue, or callosities. In fistulas of long stand- 
ing that part of the duct in front of the fistulous opening, and through 
which fluid no longer escapes, Joses its natural area, shrivels up, and the: 
cure is only possible by making an artificial aperture in the cavity, into, 
which the fluid should be conveyed by the natural duct, as for. instance. 
in Salivary Fistula, 
, 13*. 


MW 
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901. The indications for the cure of fistulas are, therefore,—1. The 
restoration of the natural ducts and the conduct of the fluids from the fis- 
tulas. This is usually sufficient, and the fistula closes of itself, if the 
mucous lining, or the callosities have not formed. In this case the 
canal of the fistula must be either divided, or a sufficient degree of in- 
flammation and adhesion produced by stimulating remedies and suitable 
compression. ‘The callosities usually subside, if the flow through the 
fistula be prevented by the use of soothing applications. 2. The esta- 
blishment of an artificiad duct, if the restoration of the natural passage be 
not possible, which effected, the fistula closes, either of itself or under 
the above-mentioned treatment. If the fistula be an immediate opening 
to a duct, without narrowing of the latter, cauterization about the fistu- 
lous opening is the best remedy to produce gradual lessening and ulti- 
mate closing of the fistula. The paring the edges of the fistula, and 
their union, has rarely had satisfactory results. This treatment by cau- 
terization (with caustic remedies or with the actual cautery) is founded 
on the central contraction occurring in burns (a). If with such fistula 
there be considerable loss of substance, the opening can often only be 
closed by implanting or drawing forward skin from the neighbourhood. 

(‘The cure of fistule’” observes Joun Hunter, “consists in first removing the 
immediate cause; for frequently they get well by simply removing the obstruction. 
* * * The cause of our first division of /fistule, arising from confined matter, is 
sometimes easily removed, but not always, by opening the suppurated part in the 
most depending situation, when if the parts are readily disposed to heal, a cure takes 
place. The second, from a diseased state, must have the disease removed or extir- 
pated if possible; but this is often impracticable. A perfect exposure is the next 
object; but the case will not often admit of it, and: then becoming incurable, it some 
times produces hectic, as in lumbar abscesses and abscesses of the liver which open 
externally, but cannot be exposed. The constitution in such cases is to be most 
attended to, and every thing done to lessen the irritation; but in most cases life is 
miserable, and we only protract it a little longer by our best efforts.” (p. 581)]. 


A.—OF SALIVARY FISTULA. 
(Fistula Salivalis, Lat.; Spethelfisteln, Germ.; Fistule Salivaire, Fr.) 


DupnEentrx, Moranp, Louis, Observations sur les Fistyles du Canal Salivaire de 
SrENon; in Méimn. de |’Acad. de Chir., vol. iii. p. 431. 

Desautt, Gluvres Chirurgicales, vol. ii. p- 216. 

Visore, Vorschlag zu einer verbesserten Behandlung der Speichelfistel ; in Samm- 
lung von Abhandlungen fiir Thierarzte, Copenhagen, 179%, vol. ii. p. 33. 

Josert, Observations des Fistules Salivaires, suivies de. quelques réflexions sur 
ces Maladies; in Arch. Génér. de Médecine, 1838, Sept., p. 58. 

902. Salivary Fistula is characterized by an opening surrounded with 
callous edges most commonly very narrow, in the neighbourhood of 
SteNo’s duct, or of the salivary glands, out of which the spittle flows, 
especially during-talking and chewing. The flow of spittle is often so 
great, that loss of appetite, disturbed digestion, and wasting result from it. 

903. Salivary fistula is produced either by accidental injury of the 
salivary glands, or their ducts, if the first union do not take place; or 


(a) Roser, Ueber eine besonders Art yon Fisteln, welche durch Cauterisation im Um 


fange der Fisteloffoung zu heilen sind; in Archiv. fir, Physiologische Medicin, von Roser 
und Wanperuic, 1842, pt, i. p. 145, 
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by ulceration of this tissue, or by the salivary duct being stopped up by 
means of stony concretions ; and in the latter case, a fluctuating swelling 
arises in the course of the duct, which gradually enlarges, bursts, and 
discharges the spittle. 

904. The treatment of salivary fistula varies according as it is situated 
on the duct itself, or on one of the small ducts from the gland. 

905. The salivary fistula, which can be distinguished, partly by its 
seat, and partly by a probe introduced from the mouth into Sreno’s duct, 
is usually cured by continued pressure, which diminishes the secretive 
activity of the gland. A compress an inch and a half thick is to be put 
on it, and fastened with the halter bandage. At every renewal of the 
bandage, camphorated oil is to be rubbed upon the region of the gland, 
and the fistulous opening touched with lunar caustic. The mere re- 
peated application of caustic, especially of nitrate of silver, is common- 
ly sufficient for the cure. s 

906. The treatment of fistula of the Stenonian duct, consists either in 
the restoration of the natural passage for the spittle, or in the formation of 
an artificial passage by which the spittle may flow into the mouth. 

907. ‘The restoration of the natural salivary duct, is only possible when 
its division has not been of long standing, and the lower end is still per- 
vious, which may be ascertained, with a fine probe, from the mouth, or 
by injection into the fistulous opening. The modes of treatment pro- 
posed for this purpose are,—1. The union of the edges of a recent 
division by the twisted suture, in which one, two or three stitches, ac- 
cording to the size of the division, are putin. 2. The introduction of 
a silken thread, by means of a delicate eyed probe, through the lower 
end of the duct into the fistula, and its removal when the duct is thought 
to be sufficiently widened; after which the fistula closes, either of itself, 
or by the application of caustic (a). 3. Compression of the duct from 
the fistula up to the gland, in consequence of which cedematous swelling 
of the gland and the neighbouring parts ensues, which soon destroys the 
use of the divided parts (6). 4. The efficient touching of the fistulous 
opening with nitrate of silver, or the application of a paste of sublimate 
and bread crumbs moistened with decoction of marshmallows, which 
should be covered with a compress dipped in spirits of wine, and sup- 
ported witha suitable compress, for the purpose of preventing the escape 
of the spittle by the slough produced, and also to induce its flow into 
the lower end of the duct. By this plan, as well as by compression of 
the duct, in most cases its closure and destruction is effected, which 
Desautt and Ricurer aim at in reference to the salivary gland, by en- 
deavouring to destroy its function with continued pressure. 

Scurecer (c) also notices a fistula which. closed by compression of the duct be- 
hind it, witha steel neck circlet descending ftom the top of the head, and by touching 
it with lunar caustic. Here also belongs Vigore’s proposition in cases of salivary 
fistula, where the usual modes of treatment have been inefficient, to lay bare the 
hinder end of the duct, by a cut directly down from the cheek-bone, and to bind and 
unite the wound with sticking plaster. In this way, from Visore’s experiments on 
brutes, it results, that after tying the Stenonian duct, the parotid gland swells, gra- 
dually subsides, and the destruction of the gland is effected. 


(a) Louis and Moranp, above cited. (c) Grundriss der chirurgischen Opera- 
(b) Masseneuvr; in Mémoires de l’Acad. tionen yol. i. p. 84, Third Edit. 
de Chirurg., vol. iii. p. 452. 
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908. The production of an artificial duct is the usual mode of treating 

a salivary fistula, and is always indicated, if the division of the duct 
have been of long standing, the fistulous opening callous, and the lower 
end of the duct have become impervious. It is effected in different 
ways: 
i. The callous edges of the fistula having been pared with the knife, 
a tube with a small trocar is thrust through the cheek, near the hinder 
opening of the salivary duct, somewhat downwards, and in an oblique 
direction, in doing which the tongue is to be defended from injury by _ 
the finger introduced into.the mouth, or by a piece of cork. The trocar 
is now withdrawn and a thread of silk-worm gut introduced through the 
tube, which is also then to be removed. The patient should now chew, 
for the purpose of discovering the aperture of the salivary duct by the 
flow of the spittle, and the gut in the wound is then to be thrust into 
this opening for about six lines; the patient then chews again to see 
whether the spittle flows out between the gut ana the wall of the duct, 
on failure of which, a thinner gut must be introduced. ‘The end of the 
gut hanging in the mouth is to be brought out toits corner, and fastened 
with sticking plaster on the cheek. The edges of the wound are to be 
brought, by properly applied sticking plaster, into the closest union, 
covered with lint, which should be fastened with sticking plaster, and a 
cloth placed beneath the chin and bound together on the head. The 
bandage must not be renewed till the edges of the wound have united, 
which happens in from thirty to. forty hours, if the operation succeed ; 
and some hours after, the gut also may be removed. 

De Roy was, according to Boytr (a), the first who eraployed an artificial opening 
by means of perforating the cheek, for which purpose he used the actual cautery 
which he thrust directly from without inwards. 

Percy (0), after penetrating the. cheek, introduced a leaden thread into the upper 
end of the Stenonian duct, and’ the other end of the thread’ through the artificial 
opening in the mouth, where he bent it round, andi fixed it by slight pressure of the 
cheek against the teeth. This treatment renders the suture and cauterization unne- 
cessary. : * 

2. The cheek being penetrated, as in the former case, a leaden thread 

or string is introduced through the tube, the two ends of the thread bent 
round like a hook after the removal of the tube, and left for four or six 
weeks; the external fistulous opening, after having been pared, is to be 
closed with sticking plaster. or the purpose of rendering the opening 
callous, after perforating the cheek, the introduction of a sufficiently 
thick thread, first smeared with digestive salve, and subsequently with 
drying remedies, and to be moved daily till suppuration have ceased, 
has been recommended ; in that case, the closing of the external fistulous 
opening first takes place, which, if small, may. be effected by frequent 
touching with lunar caustic; or, if larger and. very callous, by paring 
with the knife, and drawing:together with sticking plaster. The aper- 
ture is, also sometimes attempted to be kept open, by the introduction of 
a golden or leaden. tube, over which, the external wound heals. 
_ Duprenix penetrates: the cheek with the. bistoury, and puts a canula into the 
inner half of the wound, for the purpose of preventing its union, and at the same 
time to conduct the spittle into the mouth, till the external wound, the edges of. 
which are brought together with sutures, has healed. r 


(a) Traité des Maladies Chirurgicales, vol, (8) Boyne, above cited, p. 280. 
xvii. p. 276, 
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Arti (a) introduces, into the opening made with the trocar, a leaden canula, the 
end of which in the mouth he splits into three, and bends back on the membrane 
lining the cheek ; the outer end must not reach the skin, and is kept in its place by 
a thread carried round the ear. After a sufficient time the thread should be divided, 
the canula removed from the mouth by the nail of the fore-finger, and the internal 
opening remains permanent. 


3. The membrane of the cheek is to be penetrated twice, obliquely 
at the bottom of the fistula with a trocar, and through these openings a 
leaden thread is introduced, the middle of which should lie in the bottom 
of the wound, and the ends projecting within the mouth, are to be 
brought together and cut off near the inside of the cheek. The external 
wound is to be closed by the twisted suture. The spittle flows along 
the leaden thread into the mouth, the external wound closes, and the 
thread drops into the mouth. This treatment is preferable to the others, 
as no repeated bandaging of the wound is necessary. I have proved 
this plan in several cases where other modes of treatment have been em- 
ployed without benefit (6d). 


Croserio (c) proposes, instead of perforating the cheek from without to within, 
according to the plan of Decutse and Becratrp, to thrust the trocar from within out- 
wards, also to make the second perforation with a trocar from without inwards, the 
canula of which has no shoulder, and therefore after the introduction of the leaden 
thread may be withdrawn through the mouth. 


4. In simple fistula, the membrane of the cheek should be pierced 
with the bistoury, and the external edges of the fistula brought together. 
But complicated fistulas must be cut out, and the outer edges of the 
wound brought together (d). 


Bonaront (e) exposes the Stenonian duct to the extent of a centimetre, isolates 
the corresponding ends of the fistula for some millimétres, perforates the cheeks 
with a trocar, draws the ends of the Stenonian duct, with a thread into the ca- 
nula, which is left behind, and fastens the thread in a cleft of the canula. The 
anion of the external wound is effected by suture. 

{The fistulous orifice into the parotid duct, resulting either from abscess of the 
gland or any other cause, is not so easy of union as Cuexius would wish to infer, 
but on the contrary often very tiresome to treat. Drsaunr punctured the cheek 
with a trocar and canula, through the fistulous opening, and introduced a seton into 
the mouth. The seton was removed daily, and gradually increased in size tilla 
permanent passage into the mouth was formed, and then the seton having been re- 
moved, the external wound which had been left open, was touched with causticand 
healed. Brcrarp in two cases successfully employed a leaden style, one end of 
which he passed into the mouth and the other into the interrupted duct, and com- 
pleted the operation by bringing together the edges of the external fistulous orifice, 
which had been previously pared, with a twisted suture. A much more simple and 
equally effectual plan is to pass, through the fistula in the cheek, into the mouth a 
needle and thread, the latter of which is to havea knot made on its end, only of 
sufficient size to be received when drawn from the mouth into the bottom of the 
fistulous aperture. The end in the mouth is to be tied on a little bit of stick close 
to the inside of the cheek. In the course of two or three days the knot ulcerates into 
the mouth and a new way is formed, by which the secretion of the gland passes, 
and if the case turn out well, the fistulous orifice soon contracts and heals, care being 


(a) Brern; in Dict. de Médec. et Chirurg. Vernes; in Journal Général de Médecine, 
Prat., vol. viii. p. 225. Nov. 1828, p. 270.—Does he use a golden 
(6) Decauisr; in Journal de Médecine, thread in the same treatment? 
etc., par CorvisarT, etc, vol. xxi. (c) Archives Générales de Médecine, Mai, 


Becrarp; in Archives Générales de Mé. 1825, p. 137. 

decine, Octubre, 1824, p. 285; in Ricueranp, (d) Josrrt, above cited. 

Tlistoire des Progrés récens de la Chirurgie, (e) Annales de Chirurgie, Aodt, 1841, 
38, 


p. 
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taken by a compress to prevent the saliva finding its way out externally. Some- 
times, however, it is very difficult to induce the external wound to unite, and the 
production of a new surface, either by paring the edges or touching with caustic, and 
keeping them in apposition is necessary.—s. F. s.] 


909. It is always necessary that the patient, when the external fistulous 
orifice is to be closed, should keep the lower jaw as quiet as possible 
till the cure is completed ; and only take fluid food through a tube. A 
carious tooth is often the cause of failure of the operation for salivary 
fistula, and must therefore be removed before the operation is repeated. 

910. The swelling up of the Stononian duct into a fluctuating tumour, 
which must be distinguished from an encysted tumour, may if the duct 
only be stopped up, be perhaps removed by the introduction of a fine 
probe. If this be not possible, the swelling should be opened with a 
lancet from the mouth. 

If a stony concretion have formed in the salivary duct, it must be 
cut upon within the cheek, and taken out. The continued flow of the 
spittle prevents the closing of this opening. 


(‘* The ducts both of the parotid and submaxillary glands,” says Syme (a), ‘are 
liable to become the seat of calcarious concretions, which are named salivary calculi. 
Their composition is phosphate of lime, agglutinated by a small quantity of animal 
matter. They have usually a yellowish-white colour, oval figure, and finely tuber- 
culated surface. They vary in size from that of a millet-seed to that of an almond 
with the shell. In the parotid duct, they are very rarely met with, but in the sub- 
maxillary duct, not unfrequently. [J doubt their frequency even in the submaxil- 
lary duct; Astitey Cooper in his Lectures used to mention having removed one from 
the mouth of the elder Cuine, and Lawrence in his Lectures (6) speaks of haying 
taken out one ‘which was about the size of a small bean.” (p. 765.) In the 
Museum of the Royal College of Surgeons of England there are only six specimens, 
either from the duct or substance of the submaxillary gland ; but one from the paro- 
tid gland; and some small concretions from the tonsils. Besides these I do not 
know of any other instances, and have never seen one.—s. F. s.] “* They occasion 
pain, swelling, and hardness,” continues Syme, ‘and sometimes impede the flow 
of the saliva or give rise to the formation of an abscess. In the parotid duct the 
symptoms thus produced are apt to be confounded with those of rheumatism, tooth- 
ache, gumboil, or suppuration of the maxillary antrwm; while under the tongue, 
they may be occasionally mistaken for those of encysted tumours. In all cases of 
doubt it is right to search the duct with a probe, and to feel for the colculus, by 
pressing on the place where it is suspected to be. So soon asa free incision is 
made, the concretion escapes, together with the fluid accumulated about it. The 
original situation of these concretions is immediately within the orifice of the ducts; 
but they have also been found imbedded in the substance of the submaxillary gland, 
where they excited an increased and unhealthy secretion, with general swelling and 
hardness of the gland. In such cases the calculus, if distinctly recognised, may be 
extracted by cutting down upon it, from the mouth.” (p. 427). 

Among the specimens at the College (c) there is one large submaxillary calewlus 
an inch and a half long and three quarters of an inch broad, taken from a very old 
man, who ‘«was conceived to be dying, being nearly checked by the tumour, when 
in consequence of an effort, the calcw/ws was thrown out and he recovered.” In another 
the stone is stated ‘to have occasioned a quinsy.’? One specimen was removed 
after it “had been twelve years breeding,” and another “ formed in twelve days.” 
(p. 191.)—s. Fr. s. J 


(a) Lancet, vol. ii. 1830. of the Calcali, &c., &c., contained in the 
(b) Principles of Surgery, Museum of the Royal College of Surgeons 
(c) A descriptive and illustrated Catalogue in London. 1845. Ato, 
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B.—OF BILIARY FISTULA. 
(Fistula biliosa, Lat. ; Gallenfistel Germ. ; Fistule biliaire Fr.) 


911. Biliary Fistula originates in a division of the gall-bladder, or 
ducts, after they have become adherent to the peritoneum. The bile 
is poured from the fistulous opening, and although its loss be often very 
considerable, it is rarely that important symptoms are produced. Not 
unfrequently the fistulous opening closes of itself, in general after the 
escape of a gall-stone ; often it breaks again, and the patient then usually 
finds himself better. ‘The fistula is mostly situated in the region of the 
liver ; frequently, however, at a tolerable distance from it. 

I have observed the case of a woman in which, after severe symptoms, a fistulous 
opening formed near the navel, and out of it a considerable quantity of gall-stones, 
of the size of peas, escaped from time to time. 

912. The cause of biliary fistula is usually a collection of bile in the 
gall-bladder, (Hydrops vesicule fellis,) by which is formed beneath the 
short ribs a swelling, at first defined, regular, and fluctuating, which 
slowly increases, and is accompanied with pain, that had existed pre- 
vious to the swelling and at first not severe. It often is diminished 
by pressure, or spontaneously when the gall-bladder is much distended, 
in which case part of the bile is forced into the intestine, and is followed 
by bilous stools, with colicky pain. These symptoms distinguish the 
filling of the gall-bladder from abscess of the liver. If the swelling 
of the gall-bladder be considerable, it adheres, by means of the inflam- 
mation set up in it, with the perttonewm, and forms an opening by ulcera- 
tion, through which the bile escapes. Gall-stones are usually the cause 
of this collection of bile. The gall-bladder or the bile-ducts may also 
be ulcerated by abscess ; in which case, after it has opened, pus is dis- 
charged, mixed with bile. 

[Biliary fistulas, ftom whatever cause, are very rare. I have never seena single 
example of this disease; but I much doubt the possibility of distinguishing its pre- 
cise origin. It certainly is possible that if, when the bile-duct is stopped, the gall- 
bladder be over-distended, it may adhere to the wall of the belly, and that ulceration 
may ensue, by which its contents are discharged externally, and the aperture may con- 
tinue fistulous. But there is in the museum of St. Thomas’s Hospital an enlarged 
gall-bladder, from stoppage of the common biliary duct, capable of holding at least 
three, if not four pints, of fluid, which did not ulcerate, but was mistaken for an ab- 
scess of the liver, and tapped once or twice, and also another, in which the duct being 
stopped, the gall-bladder had become adherent to the duodenum, ulceration between 
them had taken place, and the bile thus finding an immediate passage into the bowel, 
the gall-bladder ceased to serve as a receptacle and ‘shrivelled to the size of an al- 
mond. And it is in this way probably that the gall-bladder more frequently empties 
itself than externally. : , ; 

The aperture by which abscess in the liver discharges itself, may become fistu- 
lous, and have the bile flowing from it, at first, mixed with pus, but afterwards al- 
most, if not quite pure. My friend Dr. Roors informs me he has seen one case in 
which after an abscess of the liver, bile was discharged; and my dresser, Guxst, 
tells me, that he saw in the Manchester Infirmary a man who, two months after fall- 
ing on his loins, had an abscess burst in the right hypochondriac region, from which 
pus and bile at first escaped, subsequently only bile ; and that he had seen this per- 
son alive, and in tolerable condition as to health, eighteen months after the accident 
although his motions being very white, it is probable that little bile could have as- 
sisted in the process of digestion.—s. F. s.] 


913. The cure of biliary fistula requires first, the removal of its 
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usual causes, viz., gall-stones (the existence of which is shown by the 
careful introduction of a probe). After which the fistula soon closes of 
itself. For the removal of the gall-stones, the enlargement of the fis- 
tulous orifice is necessary, which is best done with catgut, or with a 
tent, so as not to destroy the adhesion of the gall-bladder to the pertto- 
neum, under which circumstances effusion of bile into the cavity of the 
belly would occur. The fistula must be so much enlarged, that a pair of 
forceps may be introduced with the left fore-finger, the stone grasped 
therewith and withdrawn; in doing this, care must be taken, in moving 
the forceps about, that no part of the gall-bladder itself be caught hold 
of. ‘The opening of the fistula should not be closed, so long as gall- 
stones are believed to be still there; otherwise the fistula will break 
out afresh. When all the stones are removed, the fistula usually soon 
closes with a simple covering bandage ; and the scarring may be pro- 
moted by careful touching with lunar caustic, and suitable pressure. 
At the same time such remedies must be employed as will diminish the 
disposition of the bile to concrete, and will assist nutrition. 


C.—OF FACULAR FISTULA. 
(Fistula Stercorea, Lat.; Kothfistel, Germ.; Fistule Stercoraire, Anus contre nature, Fr.) 
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914. Fecular Fistula is an old opening communicating with the 
cavity of the intestine, which, according to its size, discharges either 
only a part of the fecal matter, whilst the rest passes by the natural pas- 
sage, or by which all the excrement passes, and then the disease is 
called an unnatural or artificial anus (Anus preternaturalis, artificialis). 
The external opening is mostly round, contracted; and surrounded with 
radiated creases of skin; its edges are red and irritable; frequently there 
are several external openings leading to one canal: for the most part, 
the skin is firmly attached to the muscles, it is rarely degenerated, raised 
from the muscles, and forming a canal; the ends of the bowels are fre- 
quently connected directly with the peritoneum ; frequently they are re- 
tracted, and the peritoneum forms a funnel-like elongation. 

915. The etfects of the feecular fistula, and in a more advanced de- 
gree of the artificial anus, upon the whole organism, is very decided. By 
the escape of the chyle, which passes only through a part of the intes- 
tinal canal, is the nourishment lessened, though the appetite be great, 
and the patient quickly wastes, especially at first. The nearer the ar- 
tificial anus is to the stomach, the more severe are these symptoms. If 
it be further down, at the lower end of the zleum or in the colon, more 
decided stools are passed, and the nourishment is not so much affected. 
By the continuance of the out-flow, the parts excoriate and become 
very painful. The mucous membrane of the intestine exposed to the 
air becomes redder, and less villous, but does not cease to secrete a 
large quantity of mucus. In artificial anus merely mucous fluid of a 
white colour, and varying consistence, which is secreted from the large 
intestines, passes through the rectum. The lower part of the intestinal 
canal gradually contracts together, but retains its permeability. Brcrn (a) 
has, however, observed an almost complete closing and wasting of the 
lower portion of the intestines. 

[Asriey Cooper (0) mentions the case of a man “with a strangulated umbilical 
hernia, which sloughed, and occasioned an artificial anus. As he was recovering 
from the effects of the strangulation and sloughing, and was allowed to take food in 
any considerable quantity, it was observed that part of what solids he ate passed 
out at the artificial anus within half an hour after he had swallowed them, and that 
fluids passed out in ten minutes after they had been taken into the stomach. 
Although he took sufficient food to support a healthy person, he wasted rapidly, and 
died in three weeks. On examining his body after death, and tracing the jejunum, 
the lower part of that intestine was found entering the hernial sac, and in it the 
opening was situated,” (p. 52)]. 

916. Not unfrequently a prolapse of the intestine is produced suddenly 
in artificial anus, as a consequence of straining, or gradually by en- 
sheathing, which often attains considerable size (nine inches and more). 
It occurs mostly only at one end of the intestine, has usually a more or 
less conical form, is contracted at the base, and its point has an opening 
through which the stools escape. ‘The protruded part has a red colour, 
is well moistened with mucus, and usually is not very sensitive; fre- 
quently a peristaltic motion is observed, as in the intestines, and at first 
it is so contractile that the slightest touch causes retraction ; it increases 
with straining, and diminishes or entirely recedes in the horizontal pos- 
ture, or with sufficient pressure. ‘The constant irritation to which it is 


(a) Durvyrren, Lecons Orales, p. 211. ; 
(b) Lectures on Surgery, vol. ili. Tyrnux’s Edit. 
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exposed, thickens and renders it like the external tegument; it even 
becomes blackish. The protrusion may form adhesions with the open- 
ing from which it projects, and may even become strangulated. If the 
protrusion be of the lower end of the intestine, there escapes from it 
only a white, mucus-like fluid ; but the stools pass out from the side of 
its base. If both upper and lower part of the intestine protrude at once, 
there are two projections, and the stools are discharged from the middle 
of the upper end of the intestines. From this protrusion often arise very 
painful draggings in the belly, which prevent the patient keeping him- 
self upright, and compel him to bend the upper part of his body almost 
horizontally forwards. In this complication of artificial anus, the symp- 
toms are always more severe, digestion is highly affected, wasting makes 
quick progress, and leads to marasmus, if the local relations of the parts 
be not changed. 

917. Fecular fistula and artificial anus may be the consequence of pene- 
trating wounds of the belly, accompanied with injury of the intestine or 
with a protrusion which runs on to gangrene, also of gangrenous rup- 
tures, of abscesses, of foreign bodies in the intestinal canal, and so on, 
by which either only one part of the wall of an intestine, or an entire 
coil of intestine is destroyed, in which case adhesion with the peritoneum 
takes place, at the circumference of the destroyed gut, and the effusion 
of stools into the cavity of the belly is prevented. 

[Tate gives in his essay a very good tabular account of cases of artificial anus 
resulting from these various causes]. 

918. Upon the different position and state of the upper and lower por- 
tions of the intestine in artificial anws depends, whether the cure can be 
effected merely by the natural powers, or by the simultaneous assistance 
of art, or only by the intervention of an operation. The destroyed in- 
testine, together with the corresponding part of the peritoneum, to which 
it adheres, retracts into the belly, where it forms a funnel-like cavity, 
which, in proportion as it enlarges, directs the passage of the stools from 
the upper end of the intestine into the lower.: This, however, cannot 
happen in artificial anus, which forms after penetrating wounds of the 
belly, after old umbilical and ventral ruptures, when either the injured 
gut heals up with the edges of the outer wound, or the hernial sac be- 
comes firmly adherent with the aponeurosis and abdominal coverings, 
and the extensible cellular tissue, which surrounds it in other ruptures, 
is deficient, consequently the adherent piece of intestine cannot retract 
into the belly sufficiently to form the funnel-like cavity by which the 
communication of the two ends of the intestine is produced. The cure 
of artificial anus in this way most readily occurs, when only part of the - 
wall of the intestine is destroyed; but when both ends of the gut, be- 
tween which a coil has been destroyed, are so connected and held by 
the mesentery, that they lie more or less parallel, and form an acute 
angle, a projecting partition is thereby formed which prevents the com- 
munication between the upper and lower ends of the intestine. If the 
projection of this partition cannot be removed by the retraction of the 
pieces of the bowel, the restoration of the natural passage of the stools 
is possible by destroying this partition. 


The retraction of the piece of intestine specially depends on thé movements of the 
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bowel and dragging of the mesentery, which, stretched like a cord from the back of 
the partition projecting between the openings of both portions of intestine to the 
Spine, is always striving to retract the piece of adherent bowel. Thus is easily 
seen the effect which the recumbent posture and motion have upon the cure of arti- 
ficial anus. Dupuyrren (a) had two cases in which, by this dragging, the adhe- 
sions of the intestinal portions were torn through, and effusion of feculent matter 
into the cavity of the belly caused. Examination after death of persons who have 
died of other diseases many years after the cure of artificial anus either by nature or 
art, shows the intestine either connected by a fibro-cellular band with the place of 
the artificial anus, or these connexions destroyed and the intestine floating freely in 
the cavity of the belly. Ina case of artificial anus at the femoral ring, in a woman, 
which withstood the usual remedies, a spontaneous cure took place during pregnancy, 
(Wepemever), which Dupuytren attributes to the gradual retraction of the intes- 
tine from the external opening and the lengthening of the funnel-like cavity. 

(Latiemanp (6) had the opportunity of examining an intestine seven years after 
performing Dupuyrren’s operation for artificial anus upon it; and of which the 
external scar in the skin had twice given way after violent exertion, discharging 
fetid pus mingled with gas and fecal matter, but subsequently closed. He gives 
the following account of the appearances he met with:—‘‘ There was found in the 
left inguinal region an oblique fistulous opening Jeading into the canal, of the size 
of a crow-quill. Round this, to the extent of five or six lines, was a thin shining 
cicatrix, in which wrinkled folds of the surrounding integuments terminated. A 
portion of zlewm, not differing from the usual appearance of the intestines, was adhe- 
rent to the left inguinal region by two slender columns. One of these, four lines 
long by two in width, contained the canal of communication between the fistula and 
the cavity of the intestine. This canal passed through the inguinal ring, which was 
short and nearly direct. The other was an ordinary slender fibrous adhesion. 
There were several ulcerations of the mucous membrane towards the ileo-cecal 
valve. As soon as the fistulous communication had passed through the ring, it 
began to enlarge and assume the funnel-shape, and was quickly lost in the cavity 
of the intestine. When the latter, which presented the usual circular figure was 
laid open, a slight prominence marked the situation which had been occupied by 
the edge: the mucous membrane was just the same here as elsewhere.” 

Dupuyrren (c) himself also states that on examining the bodies of many persons 
who had been subject to artificial anus, but died years after of other diseases, in- 
stead of finding the intestine fixed to the wall of the belly, he saw it free and float- 
ing in the cavity. ‘I should,” says he, ‘have fancied I had been mistaken, had 
not the patient’s identity been indisputable, and had I not discovered a fibrous cord 
stretched from the point of the abdominal wall corresponding with the accidental 
anus up to the intestine. This cord, some lines in diameter and some inches in 
length, larger at its extremities than in its middle, covered with perttonewm and en- 
tirely formed of cellular and fibrous tissue, without any cavity, was evidently the 
progressive elongation of the cellular tissue which had united the intestine to the 
wall of the belly, and the cause of this lengthening could only be the constant drag- 
ging of the intestine by the mesentery, in the different motions of the body during 
life.” (p. 208). 

The following account of the dissection of a case of artificial anus, after mortified 
strangulated rupture, given by Scarpa (d), explains the formation of the funnel :— 
“TJ found,” says he, “that the great sac of the peritoneum had not only become 
firmly adherent to the portion of the intestinal tube, which had been unaffected by 
the gangrene behind the inguinal ring, and, properly speaking, in the cavity of the 
abdomen, but likewise that this sac of the peritoneum, like a membranous funnel, 
(émbuto membranoso), extended from the cavity of the abdomen, through the inguinal 
canal, into the fistulous tube communicating externally by a narrow hole in the 
groin. * * * Having divided longitudinally the narrow fistulous canal, and the 
membranous funnel, I saw distinctly that the two orifices of the intestine had ree 
mained parallel, without being at all turned towards each other; and the ridge (pro- 


(a) Legons Orales. to acknowledge making use of Lawrencr’s 
(b) Répertoire général d’Anat. et de Phy- translations (from his work on Ruptures) of 

siol. Patholog., vol. vii. p. 133. this portion of Scarpa as well as that from 
(c) Leenns Orales, LALLEMAND.—J. F. 8, 


(d) Sull Ernie, Mem. iv, sect. iv.—I have 
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montorio) projected between them, which would have been sufficient of itself to 
prevent the direct passage of the faces from the superior to the inferior orifice. ‘The 
alimentary matters must therefore have been poured from the upper end into the 
membranous funnel, and have passed thence, by a half circle, into the lower end of 
the intestine.” Upon the same point Dupuyrren observes :—‘‘In examining the 
opening of the skin and the bottom of the artificial anus, a sort of funnel is discovered, 
the dispositions of which have been best observed and described by the celebrated 
Scarpa. It is formed of parts, which inflammation and contact have reduced to the 
same nature, to wit, that of mucous membrane. Its point is at the skin, its base at 
the intestine; its length, direction, form, and dimensions vary to infinity, and have 
the greatest influence on the cure of the complaint. The greater its extent and ca- 
pacity, the greater disposition, in general, has nature to cure this ailment, or to 
second the efforts of art for that purpose. At the bottom of the funnel are found the 
most remarkable and important circumstances relating to the artificial anus. There 
are the orifices of the two ends of the intestinal canal, and there the partition by 
which they are separated. Of these two orifices, the one belongs to the upper part 
of the intestine, is always penetrated by the food and stercoral matter, is the most 
free and widest of the two. The other is the continuation of the lower end of the 
bowel, and as it does not receive either alimentary or stercoral matter, or only in 
very small quantities, itis usually narrow, contracted, and difficult to find. ‘To these 
orifices succeed the extremities of the intestine, villous, and Jined with mucosities 
within, smooth covered with peritonewm, and bathed in serosity without, buried in 
the belly, sometimes crossing, sometimes twisting about each other, sometimes 
running parallel, but most commonly separating from each other at an angle more or 
less acute; and they are lost by curving more and more in the circumvolutions of 
the intestinal canal. On examining the space between the two orifices, a projection, 
more or less distinctly angular is perceived, and more or less near the entrance of 
the funnel just mentioned. This projection, the so called spur (éperon) already per- 
ceived and pointed out by Saviarp and Moranp, results from the application and 
union, at an acute angle, of the corresponding walls of the two parts of the intestine 
which abut in artificial anus. * * * Aftera time this spur does not divide the bottom 
of the funnel into which the two ends of the intestine open, into two equal parts. 
Continually pressed on by the matters which the upper end brings down, this fold 
yields to their pressure, and is gradually carried towards the lower end, upon which 
it advances more and more, till at last it covers its orifice witha sort of valve, which 
hermetically closes its entrance, and renders its discovery very difficult. Towards the 
intestinal cavity the spur has constantly a crescentic form, of which the angles di- 
rected from the concavity towards the convexity of the new curve of the intestine, 
are confounded with it, and gradually lost either in the walls of the organ or on the 
edges of the deepest part of the wound of the belly. On the abdominal surface it is 
seen doubled, and the two equal halves of which it consists separate and receive the 
mesentery in their interval.’ (pp. 202-5). ‘Thus,’ says Lawrencn, “the two 
portions of the bowel lie near together, but are not adherent; they are separated by 
the ridge called by Scarpa promontorio, and by the French éperon. If we introduce 
a finger into each orifice, and bring the fingers together, they are separated merely 
by the sides of the two portions of intestine. When it is described that they are 
kept apart by an intervening partition, we must remember that there is nothing but 
the intervening tunics. We might pass an instrument from one end of the bowel 
into the other, and thus cause a direct communication between them by perforating 
their coats; but as the bowels are simply contiguous without adhering, we should 
make a double wound into the cavity of the abdomen.” (p. 383)]. 


919. The treatment of fecular fistula or artificial anus, consists at first 
merely in attention to the proper discharge of the stools, in covering 
the opening with a wad of lint, and the removal of all pressure from tts 
good nourishing food, and easy of digestion, should be given, and fre- 
quently clysters and gentle purgatives. If there be externally several 
fistulous passages, they must be slit up, the irritation and callosity re- 
moved by poulticing and cleanliness of the dressings, and hard, tough 
dry callosities, which will not disperse, are to be removed with the 
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knife. If the opening contract too quickly, or the stools cannot escape 
sufficiently, the opening must be enlarged with sponge-tent or the knife, 
which, however, is less safe, as the adhesions of the intestine may be 
easily divided. A sufficiently large pad should be put into the opening 
to prevent it narrowing; and its introduction is also the only mode of 
preventing the protrusion of the bowel. If this accur, attempts must be 
made to return it, and if that be not at once possible, we must try to 
effect it by continued pressure with a bandage. The patient must be 
kept in bed, and avoid all exertion. In strangulated protrusion, the stric- 
ture must be carefully divided at the root of the protruded part. If 
under this treatment the excrements be gradually discharged by the 
natural passage, and so continue for some time, the opening may be 
allowed to close, gradually, except the patient feels pain in the belly, 
or uneasiness from collection of stools; it is, however, advisable to keep 
up a small opening for some time longer by the introduction of a bougie. 
If the opening close too quickly, or if the stools collect largely at the 
opening of communication of both ends of the intestine, severe pain oc- 
cur at the region of the artificial anus, painful distension of the belly, 
vomiting, and even bursting of the distended bowel, and effusion of faecal 
matter into the cavity of the belly. In this case, if the opening be not 
yet entirely closed, an elastic tube must be introduced, through it into 
the upper portion of the intestine, or escape must be afforded to the 
collected excrement by a sponge-tent or by incision. 


[I have had but one case of artificial anus, and that in a boy of about ten years 
old, and at the navel, the middle of the scar in which projected a little beyond the 
surface and was perforated by a small hole of sufficient size only to admit a probe. 
Through this hole a very small quantity of dark-coloured feculent matter daily 
escaped, and its acridity kept the edge of the aperture constantly sore. Neither how 
this had originated (though probably from absess in the navel) nor how long it had 
existed can | state, having mislaid my notes; but the child was in tolerable health, 
though not.very stout. Various means were tried without success to induce the 
hole to heal, among which attempting to form a scab with chalk and calamine 
powder, and the use of a pad and pressure. Jt was, however, finally cured by 
tying a ligature around it as low into the hollow of the navel as it could be de- 
pressed. This separated without any inconvenience, the wound healed and the 
fistula was cured. / p 

Kine (a) considers that similar cases (of which he gives two) with that I have just 
mentioned, depend on a communication with the diverticulum ilec, and founds his 
opinion on the analogy which exists between the umbilical vesicle of the human sub- 
ject and the yolk sac of the chick 7m ovo; in the latter of which ** omphalo-mesenteric 
vessels communicate between the yolk sac and mesentery ; and there isalsoa trace of 
a tube, on the plan of a diverticulum, opening into the intestine.” (p. 467). The 
correctness of this view was fully confirmed by examination after death of the first 
case he relates, of this umbilical fistula which had been cured by making the edges 
raw and pinning them together. On examination, ‘ta diverticulum, about three 
inches long, was found adhering to the umbilicus ; and an adventitious cord appears 
to have compressed the é/ewm, just below its connexion with the diverticulum.” 
(p. 472). ' 

I have also seen another case of aperture, in the navel of a woman about twenty- 
five years old, from which there was a constant flow of colourless fluid, and free 
from smell, in such quantity as to wet a napkin through one or twice a-day. 
Whence this fluid came I cannot determine, it could scarcely have been from an 
intestine; I once thought it might have been obtained from the bladder by passing 
through an wrachus, but it had not any urinary character. She had been subject to 


(a) On a Feculent Discharge at the Um- ticulum ilei; in Guy’s Hospital Reports, 
bilicus from communication with the diver- Secaue Series, vol. 1. 1843, 
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it for years, but her health ‘was not at all affected and she was only inconvenienced 
Cae cnanaing this review of Dupuyrren’s operation for artificial anus, LAawRENCE 
observes :—** Cases of artificial anus must be much more numerous in Paris than 
in London. Dupuyrren employed his method in between twenty and thirty in- 
stances within a short time. No opportunity has occurred to me of putting it into 
practice, either at St. Bartholomew’s Hospital or elsewhere for several years; and 
I believe that it is hardly been employed at all in this-country.” (p. 415)]. 

920. If with this treatment the cure of the artificial anus be not pos- 
sible, because the partition between the two openings of the intestine 
projects too much, the partition must be cut off with the antestinal scissors 
(enterotome) invented by Dupuyrren. For this purpose the position of 
both ends of the gut are to be most carefully ascertained with a thick 
sound oiled, or with the finger; to do which, previous enlargement of 
the external wound with sponge-tent is often necessary. The fleshy 
growths, which, however, must be carefully distinguished from the in- 
testinal protrusion are to be removed with caustic, ligature, or scissors. 
Finding the two openings of the intestine is often attended with much 
difficulty, because the partition is always pressed against the opening of 
the lower part by the stools flowing down from the upper, and the former 
is at last completely closed. The more readily the openings of both 
portions of the intestine are found at the bottom of the artificial anus, 
the more favourable is the prognosis. If thick probes (female catheters) 
be used for examination, they must be connected externally together 
after their introduction into the upper and lower end of the intestine, 
and turned upon their axes, which movement is opposed by the parti- 
tion. When the ends of the intestine are discovered, the arms of the 
intestinal scissors should be so introduced into both ends of the gut 
upon the finger, or on the hollow sound, that when closed at least two 
and a-half inches of the partition shall be taken hold of. The same 
turn is to be made with the introduced arms of the scissors as with the 
sounds, to ascertain that they have entered completely. By the screw 
on the handle of the scissors, they are to be closed only sufficiently to 
produce a little pain; the handle of the forceps is to be wrapped in linen 
and fastened toa T-bandage. Every day, or every two days, the forceps 
are to be screwed a little tighter. If little pain follow it is well, but if 
severe the forceps must be loosened. The patient must take light 
nourishment, and soothing clysters may be given. Against pain in the 
belly, oily mixtures, soothing clysters, and applications are to be used, 
and inflammatory symptoms, the proper antiphlogistic remedies. Ac- 
cording to Dupuyrren’s observations, however, these symptoms rarely 
occur. 

Dupuyrren’s first intestinal scissors crossed each other with a disjoinable lock; 
but SEILER has modified them by making the arms parallel (a). . 
ido 8 emporte-piece, for the purpose of removing a larger piece of the par- 

Reysarp (c) seizes the partition between the upper and lower end of the intestine 
with forceps, and divides it by pushing forward his enterotome. ‘lhe forceps, are 
left attached to produce the union of the corresponding wounds of the intestine. 

Deipecn’s enterotome (d) differs from that of DupuyTren in each of its branches 
being a little curved, and ending in an oval plate an inch in length. When intro- 


(a) Serizr, above cited, pl. vi. f. 14. (d) Frorier’s Notizen, No. 583. p. 169.— 
(b) Above cited. (¢) Above cited, Chirurgische Kupfertafeln, pl. celxviii. 
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duced and brought together by the screw, in consequence of the curved form of the 
branches, such portion only of the intestinal partition is compressed as is enclosed 
between the two plates. The object is to destroy a smaller portion of the partition 
at one time, and to repeat the process until a suflicient opening shall be made in it. 
The form of the opening, De.recu also holds to be preferable to the lengthened slit 
made by Dupuyrren’s instrument (a). 

Desautr was aware of the partition between the two ends of the intestine pre- 
venting the passage of the excrement, and endeavoured to retract and diminish the 
protrusion, partly by closing the external opening with a plug, partly by the intro- 
duction of long rolJs of charpie into the two ends of the gut, which he gradually 
brought straight, pressed back, and diminished. With the same object Scumat- 
KALDEN, (0) made an opening into the projecting partition, which he endeavoured 
to preserve by introducing tents, and by careful notching, to increase and establish 
the natural passage for the excrement. 

{Our American brethern seem disconcerted at the invention of this mode of treat- 
ment being generally assigned to Dupuyrren. After referring to DesauLr’s prac- 
tice just mentioned, Dr. Gipson (c) observes:—‘* A more expeditious and less 
troublesome operation was proposed and successfully executed by Dr. Puysick be- 
tween the years 1808 and 1809. * * * An operation similar to that of Dr. Puysicx 
was afterwards performed by Dupuyrren in Paris, and to him the merit of the 
proposal is awarded by European writers without the slightest foundation.” (p. 316.) 
Now certainly, though our French neighbours are occasionally not particular in 
claiming that to which they are not strictly entitled, yet in the present instance, 
whatever may have been awarded to DupuyrTren, he himself mentions in a note to 
his Memoir, ScuMaLKaLpen’s dissertation, though without giving particulars, and 
also specially quotes Dr. Puysicx’s plan of treatment from Dorsey’s Elements of 
Surgery, vol. il. p. 67. He is therefore, so far at least as Dr. Puysicx is concerned, 
entirely free from misappropriation. It cannot, however, be denied that Puysicx’s 
account is merely the recital of a case and of a novel operation for its relief, without 
entering into the consideration of the nature and circumstances of artificial anus, to 
which first Scarpa and subsequently Dupuyrren have paid especial attention, and 
of which they have given very excellent account. Puysicx’s operation is, however, 
well worthy of being better known, and it is therefore here given from Dr. B. H. 
Coates’s report (d):— 

** The two ends of the intestines,” says Coarss, ‘‘ were found, by careful exami- 
nation, to adhere to each other for some distance, and the form thus presented has 
been compared in this case to that of a double-barelled gun, The next method 
proposed by Dr. Puysicx, was to cut a lateral opening through the sides of the in- 
testines when they were adherent. But not knowing the extent of the adhesion 
inwards, he thought it necessary to adopt some preliminary measures for ensuring 
its existence to such a depth as might admit of the contemplated lateral opening, 
without penetrating the cavity of the peritoneum. By introducing his finger into the 
intestine through one orifice, and his thumb through the other, he was enabled to 
satisfy himself that nothing intervened between them but the sides of the bowels. 
He was thus enabled, without risk, to pass a needle, covered with a ligature, from 
one portion of the intestine into the other, through the sides which were in contact, 
about an inch within the orifices, which ligature was then secured with a slip knot. 
This operation was performed on the 28th January, 1809. The ligature was nearly 
drawn sufficiently tight to ensure the contact of those parts of the peritoneal tunic, 
which were within the noose. When drawn tighter, it produced so much pain in 
the upper part of the abdomen, of a kind resembling colic, that it became necessary 
immediately to loosen it. The ligature in this situation, gradually made its way 
by ulceration through the parts which it embraced, and thus loosened itself. It 
was at several periods again drawn to its original tightness. After about three weeks 
had elapsed, concluding that the required union between the two folds of peritoneum 


(a) [An ingenious instrument for the cure (d) Account of a Case in which a new 
of Artificial Anus, has been described by and peculiar operation for Artificial Anus 
Lorz in the Amer. Journ. of Med. Sci. vol. was performed in 1809 by Puinie Syne 
xvii, 1836.—«. w. n.] Puysicx, M.D., then Professor of Surgery 

(b) Above cited. in the University of Pennsylvania. Drawn 

(c) Institutes and Practice of Surgery, up for publication in' North American Med. 
vol. ii. Philadelphia, 1827. and Surg. Journal, vol. ii. p. 269. 
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was sufficiently ensured, Dr. Puysicx divided with a bistoury all the parts which 
now remained included within the noose of the ligature. No unfavourable symptom 
occurred in consequence. On the 28th February, the patient complained of an 
uneasy sensation in the lower part of the abdomen, and on the Ist of March he ex- 
tracted with his own fingers some portions of hardened feces from his rectum. On 
the 2d March two or three evacuations were produced in this manner. On the 3d 
an enema, consisting of a solution of common salt, was directed to be given twice 
every day. The first of these occasioned a natural stool, about two hours after its 
administration. The same effect was produced on the 4th, 5th, and 6th, and the 
discharges from the orifices in the groin now became inconsiderable. Adhesive 
plasters, aided by compresses, were employed, not only to prevent the discharge of 
feces from the artificial opening, but with the additional object of procuring the ad- 
hesion of the sides. This last effort was unsuccessful. On the 24th June, an 
attempt was made to unite them by the twisted suture. Pins were left in for three 
days, and adhesion was in fact effected ; but owing to the induration of the adjacent 
parts, the wound again opened. On the 27th July, a truss of the common con- 
struction, furnished with a very large pad, and surmounted by a large compress, 
was applied to the wound. By these means the discharge of fxces from the groin 
was completely prevented, and the patient had regular evacuations per anum, except 
when from improper diet or cold, he became affected with diarrhea. Atsuch times, 
a small portion of the mere fluid matter escaped by the sides of the compress. Not 
satisfied with this state of things, Dr. Puysicxk made several attempts to improve 
the patient’s condition. On the 2d August, a mould of the parts was taken in 
plaster of Paris, and being covered with buckskin, was employed as a pad for the 
truss. This expedient answered extremely well, as long as the patient continued 
in the same posture in which the mould was made; but as soon as the form of the 
parts was altered by a change of position, faces escaped from the orifice. A bandage 
was then applied to the body, furnished with a thick compress, and having that 
part of it which crossed the patient’s back formed of elastic extensible wire-springs, 
such as are used in braces. This also, however, proved ineffectual. The truss, 
with a compress and a large pad stuffed in the common way, was then reapplied, 
and found to answer completely the purpose of preventing the discharge of feces, 
the hope of an entire closure of the orifice being abandoned. On the 10th of 
November he was discharged from the hospital in good health and spirits, and 
applied himself, with very good success, to acquire the profession of an engraver.”’ 


(pp. 271-72.)] 

921. When the intestinal scissors have divided the partition, which 
happens usually in from seven to ten days, and the separated part of the 
bowel is found between its arms, soothing clysters must be continued, 
and closing of the fistula only attempted, when the relief of the bowels 
has been effected for some time in the natural way, even without injec- 
tions. The closing of the fistula (often the most difficult part of the 
whole treatment) may be effected by quiet, by a moderate compressing 
apparatus with variously-formed pads and elastic belly-band, by touching 
with lunar caustic, by pressing the edges of the fistula together with a 
peculiar compresser (a) invented by Dupuyrren, by sticking plaster, by 
suture, or by the removal of the whole circle of mucous membrane pre- 
venting adhesion at the mouth of the fistula, and even by detaching part 
of the external coverings above the opening, and laying it before it. In 
general a small fistulous opening remains for years, then only occasionally 
do a few drops of intestinal dirt escape, and afterwards it closes of itself, 
In those cases where artificial anus cannot be cured, various proposals 
have been made to catch the excrement. The most simple, and in most 
cases most suitable, is a belly-band, which, instead of a pad, is furnished 
with an ivory plate having an opening in its middle, and connected by 


(a) Brescuer, above cited, pl, ili. fig. 2. 
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means of a cylinder of elastic rosin, with a silver vessel, out of which 
the escape of the stools is prevented by a valve (a). 

Dinrrenpacu (5) at last cured an artificial anus arising from a lance wound, which 
had withstood every plan of treatment, in the following manner:—He destroyed 
with the hot iron not only the edge of the intestine adhering to the opening, but 
alsoa considerable portion of the intestine within the belly, and in every cauterization 
the peritoneum participated. This burning was free from pain. He first burned the 
edges of the intestine; some days after, he introduced a curved hot iron, of the thick- 
ness of a feather-stem, through the hole, into the cavity of the intestine and carried 
it round. The opening gradually became smaller; granulations sprung from within 
and by repeated burnings with smaller hooks, which he introduced to the extent of 
an inch about the inner edge of the opening, it diminished to the size of a small 
fistula. This also closed by the repeated introduction of a heated fine silver probe. 
The patient was perfectly restored after nine months. 

922. If an unnatural anus communicate with the cecum, and arises 
from ulceration, neither funnel-shaped lengthening of the peritoneum, nor 
projecting partition are produced, as after gangrene of a coil of intestine ; 
and it is therefore more difficult to cure. Suture is useless. The skin 
has been detached about the opening, and brought together with some 
stitches, but equally without avail. Autoplasty has been attempted, but 
the laps have sloughed. The skin about the opening may be pared off, 
without the inner parts being touched, so that the escape of feeculent 
matter may be prevented, and that the dragging of the threads may be 
better borne; otherwise, for the purpose of rendering the tearing and 
dragging less, semi-circular cuts may be made in the skin, of which the 
concavities should be directed towards the unnatural anal opening, upon 
which, when the operation is finished, slight pressure may be made by 
graduated compresses. VeLprau(c) also proposes the introduction of a 
tube of gum elastic, provided with several holes, through which waxed 
threads are to be carried, from within outwards, through the previously 
pared edges of the opening. When the aperture has scarred, the threads 
are to be cut through, and the tube being set free, passes by stool; a 
mode of treatment similar to that proposed by Reysarp for the union of 
wounds of intestines (par. 525). Perhaps Dierrenpacu’s above-men- 
tioned burnings may be applicable to such cases of artificial anus. 


D.—OF RECTAL FISTULA. 
(Fistula Ani, Lat.; Mastdarmfistel, Germ.; Fistule & Anus, Fr.) 
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923. Under the term Rectal Fistula is comprehended every fistulous 
suppurating passage in the neighbourhood of the rectum, in which either 
merely the tissue surrounding the outer walls of that gut is destroyed, or 
the fistulous passage communicates with the cavity of the rectum. Rectal 
fistulas are therefore distinguished into the perfect, (F. ant complete,) and 
imperfect (I. ani incomplete,) according as they have an external and 
internal opening communicating with the cavity of the rectum ; or they 
have an internal or external opening alone, imperfect internal (external 
blind) and imperfect external (internal blind) rectal fistulas. They also 
present numerous other differences; the fistulous canal may extend far 
up into the cavity, may be accompanied with many external openings, 
may extend far beneath the external skin, and be accompanied with 
callosities and hardening, with foreign bodies, with disease of the neigh- 
bouring parts, the bladder, urethra, vagina, and so on, or even with 
caries of the bones of the pelvis. 

924. The causes of rectal fistulas, are injuries of the internal coat of 
the rectum by foreign bodies which pass with the stools, producing in- 
flammation and suppuration, suppurating bunches of hemorrhoids, by 
which the internal membrane of the rectum is destroyed. ‘These fistulas 
generally form slowly; the patient has for a long time itching at the 
anus, and a knobby swelling forms about it, which often merely empties 
itself by a small opening, or the fistula has little disposition to break 
externally, but rather spreads upwards, and may be connected above by 
a second opening with the rectum (a); or an abscess may form about the 
anus from hardening, from injury, from burrowing of pus from another 
part, which deprives the exterior wall of the rectum more or less com- 
pletely of its cellular tissue. ‘These abscesses are often critical, and the 
patient is thereby freed from other complaints, from affections of the 
chest and so on; often they are merely consequent on gorging of the 
hemorrhoidal vessels, from diseases of the breast and liver. 

925. The condition of the fistula is in part shown by the nature of its 
origin, the fecal or merely purulent discharge, and the passage of intes- 
tinal gas from it, especially after examination with the probe. 

926. According to the observations of Sasatier, Larrey (6), and 
Rives (c), the internal opening of rectal fistula is most commonly found 
ae cage Annalen des chirurgischen Clinicum’s auf der Universitat zu Erlangen, 

(by one de Chirurgie Militaire, vol. iii. p. 415. 

(a) Recherches sur la situation de l’Orifice interne de la Fistule A I’Anus et sur les 


parties dans l’épaisseur desquelles ces ulcéres ont leur siége; in Révue Médicale Historique 
et Philosophique. Paris, 1820, livr. i. p. 174, 
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immediately above the part where the internal membrane of the rectum 
joins the external skin, rarely about, but never higher than five or six lines ; 
at least such was the case in seventy-five corpses in which Rises 
examined rectal fistulas. 

{Astiey Cooper mentions a case of fistula which had a very remarkable course : 
—‘ A man died of a discharge from a sinus in the groin, having also a fistula in ano; 
and upon tracing the sinus in the groin, it passed under Poupart’s ligament, and 
taking the course of the vas deferens, descended into the fistula in ano.”’ (p. 326.) ] 

927. These observations, which agree with my own experience, must 
assist the surgeon in the examination of rectal fistulas. A thickish probe 
should be introduced horizontally and nearly parallel with the perineum 
at least in women, because in them the opening of the rectum is less 
drawn in, than in the male, in whom the probe must be directed rather 
more upwards. ‘The probe should be introduced into the canal of the 
fistula, and without leaving it, carried, toward the lower end of the 
rectum, where sometimes the opening is found, and the probe may be 
felt penetrating into the gut by the fore-finger therein introduced. In 
many cases when the patient protrudes the rectum, and the edges are 
drawn aside with the fingers, the internal opening of the fistula may be 
seen. Ifthe examination be not thus proceeded with, the internal open- 
ing must be sought at the bottom of the fistula; the wall of the rectum 
may beeasily penetrated. If several external fistulous orifices be present, 
they all must be examined in order to determine whether they be con- 
nected with each other. ‘The examination must be repeatedly made 
whilst the patient is on his side, with the trunk bent forwards, upon his 
back with the thighs drawn up, and whilst standing. Catgut bougies 
and injections may also be employed for the close examination of the 
state of the fistula. In the examination of incomplete internal fistula, 
those parts at which the patient has always specially felt pain, or which 
are indicated by softness, hardness, or laxness, must be carefully ex- 
amined, partly with the finger and partly with the probe, which should 
not be hook-like and curved, but straight, as the canal of the fistula 
often stretches upwards (a) (par. 924). ‘The part, which about the anus 
is harder and painful to the touch, shows the bottom of the external blind 
fistula. The colour of the skin is here usually changed, and on pressure 
pus flows into the rectum. These symptoms, however, are often want- 
ing, and the patient merely feels pain. 

928. The cure of the rectal fistula which has an internal opening, is 
only to be effected by division of the sphincter muscle, and the partition 
between the fistulous passage and the gut. If the canal of the fistula 
extend far up, a relapse is more certainly prevented by beginning the 
division from the external opening. Many observations support this, 
and there is the proof that the most important part of the operation for 
rectal fistula consists in the division of the sphincter muscle, whereby the 
collection of faecal matter in the rectum is prevented, and the union of 
the walls of the fistula possible. An imperfect external rectal fistula 
does not always require this division of the partition, because if in such 
case due care be taken for the proper escape of the pus, the stripping 
of the rectum is not so considerable as to render doubtful the connexion 


(a) ScuruceEr, above cited, p. 98 
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of the walls of the fistula with the neighbouring parts. The operation 
for rectal fistula must be considered to be contra-indicated, when it seems 
to be a vicariously secreting organ, by which other ailments are lessened 
or removed, (here the annoyance of the patient may be relieved by en- 
larging the external opening of the fistula, and by cleanliness, and the 
cure must be proceeded in at least not without careful preparation, ac- 
cording to the circumstances of the patient,) and if it be connected 
with other diseases of the pelvic bones, of the bladder, of the prostate 
gland, of the vagina and so on, or with phthisis, or incurable disease of 
the liver, which cannot be removed by the operation for fistula. Those 
rectal fistulas are to be considered incurable which are very old, have 
many openings, are connected with ruptures and callosities, where too 
much must be done to destroy them, and where the internal opening is 
out of reach. If the fistula have existed a long while, the operation 
must not be undertaken without the introduction of issues ; and also if 
the fistula and the neighbouring parts be much swollen and inflamed, 
the operation must be withheld till these symptoms are put aside. 

[The following observations of Bropie should always be borne in mind when 
considering the propriety of operating for fistula:—‘‘In those cases in which a 
Jjistula in ano occurs in connexion with some organic disease of the lungs, or liver, 
Ladvise you never to undertake the cure of the fistula. No good can arise from an 
operation under these circumstances; but if you perform it one of two things will 
happen: either the sinus, although laid open, will never heal, or, otherwise, it will 
heal as usual, and the visceral disease, will make more rapid progress afterwards, 
and the patient will die sooner than he would have done if he had never fallen into 
your hands.”’ (p. 186.) And Asriey Cooper also observes :—‘ The surgeon often 
brings discredit upon himself by operating in these cases, inthe last stage of phthzsis, 
when no operation ought to be performed, and when itis impossible that the disease 
ean be cured: therefore that death which is the result of pulmonary disease, is 
falsely attributed to the fistula in ano.” (p. 328.) ] 

929. The abscesses which form in the neighbourhood of the rectum 
are either phlegmonous, defined and accompanied with throbbing pain, 
or they arise gradually in form of little not very painful knobs, or they 
occur after the protrusion of the rectum, with simultaneous collection of 
fecal matter and pus, are of great extent and commonly produce, espe- 
cially with persons of bad constitutions, wasting suppuration and gan- 
grenous destruction. In the former case leeches and soothing applica- 
tions are to be employed, and the abscess should be opened early with 
the lancet, to prevent the destruction of the cellular tissue in the neigh- 
bourhood of the gut; and if the canal do not communicate with the gut, 
it may be hoped that simply by the covering bandage and the use of 
soothing applications, or in old fistulas of this kind; by injections ex- 
citing inflammation, the cure may be effected. In hard and little pain- 
ful swellings, soothing poultices and dissolving plasters may be used ; 
they should be opened when soft and the further treatment be such as in 
the former case. But if in internal blind fistula the outer wall of the 
rectum be exposed to some extent, the division of the partition between 
the fistulous passage and the gut is requisite. When a large abscess has 
formed about the anus, if it have arisen from tearing of the wall of the 
rectum, a sufficiently large opening (but not a transverse cut, which would 
at the same time divide the wall of the gut) must be made, attention 
paid to the free escape of the pus, to the necessary means for supporting 
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the powers, and afterwards when the fistulous passage has become more 
contracted, the division of the partition between the fistula and rectum 
must be proceeded with. (SaBaTiER) (a). 


“‘In speaking of large abscesses which sometimes form high up by the side of 
the rectum and above the sphincter muscle, Bropiz makes the following excellent 
observations :—‘* When the existence of such an abscess is ascertained, you ought 
without delay to puncture it; otherwise not only will the patient have to undergo 
a great deal of unnecessary pain, but the abscess will extend itself in the pelvis 
until it attains an enormous size. You must ascertain the situation of the abscess, 
by observing to what part the pain is referred, and by examining the rectum with 
the finger. Then introduce a lancet through the external skin by the side of the 
anus, in the direction of the abscess, until the matter flows. Frequently the abscess 
is at such a depth that the lancet does not reach it until nearly the whole of the 
blade has penetrated the soft parts ; and sometimes an ordinary lancet is scarcely of 
sufficient length to accomplish what is wanted. You are then to introduce a probe- 
pointed bistoury through the opening thus made, and divide the rectum at the lower 
part of the abscess, carrying the incision downwards, so as to include the sphincter 
ani muscle, as you would in an ordinary case of fistula. These incisions make a 
free opening into the abscess, which is immediately emptied of its contents. ‘The 
wound is then to be dressed in the ordinary way, and nothing more is wanted. It 
is quite unnecessary, in these cases, to lay the whole abscess open into the rectum ; 
the free division of it at the lower part is sufficient; and if the incision were to 
extend further, it might give rise to a dangerous hemorrhage from large blood- 
vessels beyond the reach of the finger. I have met with abscesses, such as I have 
now described, containing from half a pint to a pint of matter. I have had no op- 
portunities of dissection so as to ascertain their exact locality ; but from examinations 
made with the finger, after they have been opened, Iam led to suspect that their 
usual situation is between the /evator ani muscle and the pelvis,and that the division 
of the lower part of this muscle, as well as that of the whole of the sphincter and, 
is necessary to the cure. 

“These large pelvic abscesses occur in some instances as the original and only 
malady. In other cases, as I explained in my last lecture, they are the result of 
an abscess lower down, or a common fistula. I have met with several cases such 
as Iam about to describe. I have been consulted concerning a fistula near the 
lower part of the rectum, which I have Jaid open in the usual manner. But, after 
some time, I have found that the parts showed no disposition to heal, or that they 
healed imperfectly, and that there was a discharge of pus much greater than could 
be accounted for from the apparent extent of the sore surface. I have thus been 
led to make a further examination; and at the upper part of the snus which had 
been previously laid open, I have discovered a small orifice, through which a long 
probe might be passed to a great depth. I have laid open the lower part of this 
upper abscess into the rectum, and could then introduce my finger so as to feel the 
broad inner surface of the pelvis on one side, and what seemed to be the levator ant, 
on the other, After this second operation, the purulent discharge has immediately 
become much reduced in quantity, and in the course of a short time the patient’s 
cure has been completed.” (p. 186.) 


930. The usual modes of operating on rectal fistulas are incision and 
ligature, as the early mode of treatment with the hot iron or caustic is 
now put aside, and cutting out the fistula must be confined to those 
cases in which it is connected with scirrhous or carcinomatous degene- 
ration. . 

931. For the operation on the rectal fistula by cutting a quantity of 
instruments have been invented, as the syringotome, the curved bis- 
toury, the special apparatus of Drummonp, Rerrier and Bramstnra, 
the fistula-knife of Porr, Savient, Remm, Dzonnt, and others. But the 
most simple and certain proceeding is, when, for cutting the wall of the 
fistula only a common straight bistoury, a grooved probe without a blind 


(a) Médecine. Opératoire. Nouv. Edit., 1822, vol. ii. p. 309. 
Vou. u.—15 
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point, and a wooden gorget are used. After having emptied the rectum 
with a clyster and removed the hair in the neighbourhood of the fistula, 
the patient is to be laid in his bed, or on a couch upon the side of the 
fistula, with the thigh of the affected side stretched out straight, and 
the other bent towards the pelvis. ‘The grooved probe is to be intro- 
duced through the canal of the fistula and its internal opening into the 
rectum, where it is found by the finger which has been therein intro- 
duced. ‘The oiled gorget is then to be passed into the rectum, its hollow 
directed towards the side of the fistula, and the probe pressed against 
it. The probe and gorget being felt to touch distinetly, are to be held 
with either hand, and moved together. ‘The probe is given to an 
assistant, who at the same time separates the buttocks, and the gorget 
being pressed against it, a straight bistoury is to be introduced along its 
groove, till it reaches the gorget, and in drawing out the bistoury all the 
parts between the probe and the gorget are divided, which is shown by 


the probe and gorget being drawn out through the wound without dis- 


turbing their contact after the incision is completed. If the canal ex- 
tend higher than the internal fistulous opening, a pair of blunt scissors 
should, according to the advice of some, be introduced into the wound, 
upon the forefinger, and the remaining partition divided. This, how- 
ever, is according to foreign and home experience not indispensable 
(par. 928.) If the internal fistulous opening be very deep, a fine 


5 : i 
flexible, silver, hollow sound may be introduced by the fistula into the 


rectum, its end brought down out of the gut with the forefinger, and the 


parts lying upon it divided with a bistoury pushed along the groove. 

Further observations on the seat of the internal opening in rectal fistula must 
decide, whether this be not always connected as above said, ( par. 928,) and whether 
the division of the wall of the fistula from the inner opening be sufficient for the 
cure although the fistulous canal extend higher. 

(My common practice in operating on rectal fistula, has been for years, 
to use a soft silver director which will bend. Having introduced the fore- 
finger of one hand into the rectum, I pass the director through the fistulous passage, 
and if, as is generally the case, there be a hole in the gut, into the rectum, 
but if there be not an opening, or if it cannot be readily found, I bore the end of 
the director against the wall of the gut, upon the finger introduced, and thus 
speedily penetrate into the cavity of the rectum. Having thrust the end of the 
director well through, I bend it round with the top of my finger, till I have brought 
it through the anus externally, and then thrust it a little further, till its point rests 
upon the opposite buttock. Having both ends of the director, and both apertures 
of the fistula well in sight, I divide the spAincter and its tegument, by running a 
pointed curved bistoury along the groove of the director. I think this mode of pro- > 
ceeding is best, because it shows to what extent the parts are divided; and also 
that thereby the upper part of the wall of the fistula tears, and is therefore less 
likely to unite by adhesion, than when clean cut, as quick union is not desirable. 
Bropie also recommends the practice of bringing the end, of the director through 
the anus, and dividing upon it. ; 

If I do not bring the probe out, I prefer the old practice of cutting on the finger, 
which must be first introduced into the gut, then the fistula should be examined — 
with a probe, and its direction and extent being ascertained, the probe is withdrawn, 
and a button-ended curved bistoury passed in its room, through the opening in the gut, 
if there be one, but if not, the bowel is to be rubbed between it and the finger till 
it make one; the end of the finger is then carried over the end of the knife, which 
being thus defended, the hand that holds the handle of the knife grasps the other, 
and the finger and knife are together drawn down, cutting through the sphincter as 
they are brought out. There are, however, two inconveniences as regards this ~ 
operation, the surgeon may cut his finger severely, or break the knife in the fistula, 
which I have seen when the patient has been unsteady.—s. F. s.] ‘ 
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932. In an internal blind fistula, the director should be carried to its 
bottom, pressed against the gorget introduced into the rectum and the 
partition divided with the straight bistoury, as in the former case. 

933. After the completion of the operation and after the wound has 
been properly cleaned, the fore-finger of the left hand should be intro- 
duced into the rectum, to the upper end of the wound, and then by 
means of a probe or pair of forceps well oiled, a tent of lint should be 
passed up and put lengthways between the edges of the wound, so as 
to prevent them touching ; wad of charpie is then to be put on, to be 
fixed with sticking-plaster, then a compress, and the whole held together 
with a T-bandage. After the patient is put to bed in a convenient 
position upon his side, an opiate should be given, and the bandage is 
to be removed every time the bowels are relieved, (which should be 
every twenty-four hours), after that the rectum has been cleared with 
lukewarm water; with the remark that in the following dressings the 
tent is no longer to be oiled, is to be thinner and thrust in less deeply 
as the wound is lessened by granulation. The scarring is promoted by 
the careful application of lunar caustic. 

The opinion of Pourrau and others, that after the operation of cutting a rectal 
fistula any dressing is unnecessary and injurious, which of late has found advocates 
in von Watruer, JAarcer, and others, I cannot accede to, inasmuch as experience 
has only shown that without dressing, the edges of the divided partition readily in 
part unite, and the fistulous passage does not close. “That kind of dressing in 
which the wound is completely filled with several tents, and one thick tent is in- 
troduced into the rectum, as Boyer, Sanson, Trxtor, I myself, and others have re- 
commended, I consider as unsuitable, and have given it up for the above-mentioned 
more simple treatment. A. Cooper (a) put after the operation a dry tent in the 
wound, and on the following morning applied a soothing poultice; in two or three 
days the tent comes out, and a probe should be frequently introduced into the wound 
for the purpose of preventing the adhesion. Poultices are to be continued, and 
when granulations spring up the tent must be again introduced, and by this treat- 
ment much pain and severe inflammation and suppuration are prevented. 

934. The accidents which may occur during and after the operation 
by cutting are severe bleeding, too much or too little inflammation, 
copious suppuration, colic, diarrhea, retention of urine, and costive- 
ness. 

A severe bleeding, if the bleeding vessel cannot be tied, or if the 
bleeding cannot be stopped by the application of styptics, requires plug- 
ging, in which a firm wad of lint bound crossways with two strong 
threads must be introduced into the rectum, up to the bleeding vessel, 
and between them, as they hang down from the gut, sufficient lint is to 
be introduced to fill the rectum, and then the threads are to be tied upon 
it. In females the vagina must also be plugged (1). 

Severe inflammation requires besides loosening or removing the 
bandages, cold applications, leeches, soothing applications, clysters, 
oily mixtures, and the like; copious suppuration needs a corresponding 
strengthening treatment; spasmodic colic, oily mixtures with opium, 
soothing clysters and warm applications; for retention of urine, the 
use of the catheter, warm applications to the region of the bladder, 
soothing remedies and clysters, which are also equally indicated in cos- 
tiveness (2). 


(a) Lectures on Surgery, vol. ii. p. 333. 
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[(1) Instances, though rare, have occurred of death from bleeding after the divi- 
sion of a rectal fistula, and I recollect seeing such a case very soon after I became 
a student, in which the patient died within twenty-four hours of the operation. 
Cope.anp objects very properly to the practice here advised of stuffing the rectum 
for the purpose of stopping the bleeding. ‘I have,’’ says he, ‘so frequently seen 
the hemorrhage kept up as long as this method of plugging the intestine was per- 
severed in, and cease spontaneously when every kind of application was omitted, 
and the parts left for a short time exposed to the open air, together with a cool room, 
and avoiding all drink that hurries on the circulation, that I cannot help thinking 
that the irritation of the compresses keeps up the bleeding, and that the most eligible 
mode of treating it, when it is impossible to secure the vessel with a ligature, 1s to 
take off every kind of dressing, and to suffer the part, as much as possible, to be 
exposed to the external air. * * * Iam persuaded, from repeated experience, that 
by being too busy with compresses, and styptics, and astringents, and such like 
applications, we most frequently only hide the bleeding and rather prolong its con- 
tinuance, than otherwise. * * * After many unsuccessful attempts to secure a 
bleeding vessel under such circumstances, I once accomplished it by introducing a 
blunt gorget into the rectum; and by keeping the gut thus dilated, I was enabled to 
see the orifice of the bleeding artery and to secure it.”” (pp. 90-91). 

(2) Bropre observes, that “tina very few cases erysipelas appears to extend up 
the mucous membrane of the vectwm into the other parts of the intestine; and this 
is a most formidable disease indeed. The symptoms are very peculiar, and as far 
as I know, are not described: by writers. The pulse becomes very rapid and at the 
same time weak; then it is irregular and intermitting ; the abdomen is tympanitic 
in consequence of the intestines being distended with air; hiccough takes place; 
there is a great prostration of strength, and the patient often dies in the course of 
three or four days, sometimes sooner. * * * This internal erysipelas, however, is 
not necessarily fatal. JI have known more than one case in which it manifestly oc- 
curred, but without the usual prostration of strength, and the patient recovered. 
When [I have met with a case of this kind, I could never entertain a doubt as to the 
medical treatment which should be employed. It is sufficiently indicated by the 
symptoms; and for the most part, the great failure of the vital powers demands 
the free exhibition of cordials and stimulants.’ (pp. 185-86)]. 


935. The ligature of a rectal fistula (Ligatura Fistule ni) consists in 
tying together the whole wall, separating the rectum from the fistula, 
with a thread which, by gradual tightening, cuts it through; in this case 
as the fistulous wall is divided, the part cut through, heals from above 
downwards. The proceeding in tying the rectal fistula varies according 
to its seat and condition. ‘The best materials for the ligature are several 
hempen or silken threads put together, or a silken loop-shaped thread, 
and the silver or leaden thread recommended by many persons. 


[Luxe, of the London Hospital (a), during the course of the present year has 
advised the treatment of fistula in ano, by tying it with a thread, and says:—‘* The 
advantages of this method over that by the knife, are; first, the shorter period which 
usually elapses before the final cure; second, the less pain which is felt during the 
treatment; third, the absence of the dread which the knife generally inspires, and 
the consequent inducement which it offers to the patient to submit to effective curative 
treatment; and Jast/y, the avoidance of all hemorrhage. 

The treatment is to be conducted in the following manner :—an eyed-probe, armed 
with dentist’s silk, is introduced through the fistula into the rectum, from whence 
the silk is withdrawn through the anus, by means of a catch-spring, introduced into 
the rectum upon the finger of the operator. The parts to be divided are then en- 
closed between the two extremities of the ligature, to which a smal! fistula-tourni- 
quet is subsequently attached, by passing them through holes provided for the pur- 
pose. The requisite amount of tension is maintained by a screw. Care must be 
taken that the ligature be not so tight, as to cause more than slight uneasiness. 
After the lapse of two or three days, ulceration of the enclosed part commences and 
the tourniquet becomes loosened, indicating the necessity of the ligature being made 
tighter.”’ (p. 221). , 

(a) Lancet, vol. i. 1845, New Series. 
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Dr. Netxen (a) has proposed for this operation ‘an instrument composed, first, 
of a rod about eleven and a-half inches in length, the upper third of which is 
divided into four equal parts, united to each other by hinges so arranged that they 
can be closed only in one direction, the last being furnished with a knot and a hole 
to pass the ligature, and second, of a tube, through which the former is passed when 
threaded. The finger being placed in the rectum, the apparatus thus prepared, is 
passed upwards into the fistula until the extremity reaches the finger, the tube is 
then withdrawn to an extent equal to one of the four divisions of the rod; the whole 
is next pushed forwards, the finger in the rectum causing the rod to bend down- 
wards as it penetrates into the intestine; the same maneuvre is repeated until the 
ligature appears at the anus, when the surgeon seizes it, and terminates the operation.” 

p. 403). 

: Altheth Luxe mentions nine cases in which he had in this way successfully 
tied anal fistula, I must confess I should not feel disposed to adopt it unless the 
patient would not submit to the knife, which I am quite sure produces a cure quite 
as quickly and with less inconvenience; for after the inflammation excited by the 
fresh cut subsides, there is scarcely any pain during the two or three weeks, usually 
necessary for healing the wound.—s. F. s.] 

936. In complete rectal fistula, of which the internal opening is not 
very high, a flexible leaden probe should be introduced through the 
canal of the fistula into the rectum, which is then with the fore-finger 
of the left hand already in the gut to be drawn out at the anus and a 
thread passed into its eye. In the same way, in complete fistula, silk- 
worm gut may be introduced into the rectum, and by it the thread car- 
ried in, ' 

937. For tying complete or inwardly blind fistulas which extend very 
high up, Desautt, Retstneer, as well as WetpMann, Scurecer, and 
Demme have proposed particular apparatus, of which that of ReisInGeR 
is preferable. It consists of a blunt silver tube and a probe, provided 
with a trocar point, which fits the tube, of a watch-spring, which in front 
has a button and behind an eye, and of a pair of forceps with a move- 
able gorget. 

938. In a complete rectal fistula, Retsincer’s apparatus is to be used 
in the following manner :—The patient being put in the same position as 
for cutting, the silver tube with its ensheathed probe is to be passed 
through the fistula into the rectum for about three lines’ length, which is 
ascertained by the finger already there. The forceps having been oiled 
are then introduced into the rectum without the gorget, opened, 
and passed somewhat deeper in, that the tube may project between 
the arms of the forceps and be held fast by them. An assistant then 
removes the probe from the tube and passes in the watch-spring, which 
is provided with the ligature, through the tube into the rectum. As the 
watch-spring projects from the tube, it must be seized with the forceps, 
which, being closed, are drawn back, so that the watch-spring is drawn 
out of the anus, after it the ligature, and then the tube is to be removed. 

In a fistula of the rectal sheath the tube must be brought through the sheath and. 
the fistulous opening into the rectum, and then treated in exactly the same way. 
According to Morr (5) a seton should be first introduced into this kind of fistula, 
and left there for some days; a thread is then to be drawn through the fistulous 
opening, and by means of an eyed needle the ends found in the sheath are to be: 
drawn through the perineum and the two ends tied together, as in rectal fistula. 

939. In an inwardly blind fistula, the tube with its probe is to be car- 
ried by the fistulous canal to its very bottom, the blunt probe removed, 


(@) Medical Times, vol. xi. 1845, (b) Gazette Médicale de Paris, 1841. No. 1& 
15* ; 
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and the trocar-pointed one introduced, without projecting it from the 
tube. The forceps, opened, are then passed with the gorget into the 
rectum about an inch above the tube, and both instruments inclined 
towards each other so that the tube becomes situated between the arms 
of the forceps. ‘The assistant now thrusts the trocar-point out of the tube, 
by which the rectum is perforated and the trocar-point between the 
forceps’ arms pressed against the gorget, so that the latter may recede 
from the forceps. The tube being then kept pressed against the gorget, an 
assistant draws out the trocar, and by means of the fore-finger of the hand 
holding the forceps, the gorget is withdrawn, and removed from the 
forceps, which are then closed and the tube held by them. ‘The watch- 
spring is then introduced through the tube, and proceeded with as already 
described. 

940. The two ends of the thread introduced, are passed into the two 
openings of a small silver tube, and tied with a simple knot and loop, so 
tight that the patient may feel a degree of pressure but no pain. For the 
first day he must keep quiet, but afterwards may go about his usual 
business. Every three or four days the knot should be tightened as 
already directed; and care must be taken for the daily passage of soft 
motions. If much pain arise, the ligature must be tied more loosely, but 
in other respects the treatment is to be, as after the operation of cutting. 
The same mode of treatment is to be continued till the partition of the 
fistula is divided. In order to prevent the destruction of the ligature, at 
the end of the third or fourth week, if the cure be long protracted, a new 
ligature must be tied to the old one and drawn through. Usually, after 
the partition is cut through by the thread, there remains a little cleft, 
which still suppurates for some time, and heals by the application of some 
dry lint to the suppurating part. 

941. As to the preference of cutting or tying, the latter mode is usually 
accompanied with little or no pain; the one indeed is longer, but the 
patient may go about his business, no bleeding is to be feared, and it 
may be employed when the fistula is very high. The operation on rectal 
fistula by hgature has, therefore, considerable preference and is especially 
indicated in cases, where the fistulous orifice is high up, where the 
hemorrhoidal vessels are very large, and in persons who are subject to 
an habitual diarrhea. Many surgeons, indeed, dispute the necessity of 
dressing after cutting; but experience contradicts this opinion, and dress- 
ing is necessary throughout, if there be bleeding. On the contrary, in rectal 
fistula the preference is given to the operation by cutting, when the 
internal opening is not very high, when several neighbouring passages 
exist, a considerable exposure of the rectum is present and the external 
openings are distant from the anus. 


_ Mention must be made of the propositions for compressing rectal fistulas by the 
introduction of tubes into the rectum (a), or by a cylinder of linen stuffed ‘with 


charpie (0). 

942. In the externally blind fistulas, if the bottom of the fistula can 
be ascertained by the appearances already mentioned, (par. 927,) it may 
be cut into externally, and then treated as complete fistula. 


(2) BerMonr, Thése, Paris, 1827, p. 33.—Cotomee Bibliothéque Médicale, 1828, vol. ii. 
(6) Prepacyer, Vetreav, Dict. de Médecine, vol. ill. p. 328. 
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[SPASMODIC CONTRACTION OF THE ANUS, AND ANAL FISSURES. 


This would seem to be the most convenient place to treat of this subject, which 
was first clearly described by Boyer (a), and afterwards by Dupuyrren (0d), and 
subsequently by Bronk (c). 

Boyer does not consider the ‘“rhagades ou fissures’: mentioned by Lemonnirr 
as the fissures of which he treats, as they neither originate in the same causes, nor 
are cured by the same treatment. According to Boyer, “ Adults seem to be almost 
exclusively subject to this disease. I have never seen it,’’ says he, ‘in children 
nor in young persons. The greater number of those attacked with it have been 
between twenty-five and forty years of age; some even above it, and a single person 
was sixty years old. No class of society is exempt from it; both sexes are alike 
Jiable to it; but females perhaps more frequently than men. The characteristic of 
fissure is a fixed pain at one spot of the circumference of the anus. ‘This is always 
worse whilst passing the stools, butit gradually subsides afterwards. The m. sphinc- 
ter ant is so contracted that the introduction of the finger, of a bougie, or canula is 
very difficult and extremely painful. The causes of this affection are very obscure. 
I have only observed that in many persons it has been preceded by hemorrhoidal 
swelling, and that in some persons piles had been previously cut off. The disease 
commences insensibly; the voidance of the stools 1s attended with heat and smart- 
ing; some hours after the evacuation the troublesome pain ceases; the patient is 
believed to have piles or to have chafed. Sometimes after a few days these symp- 
toms subside. * * * But soon the heat and smarting returns, the evacuations 
become more painful, and the distress continues longer. he dejections are some- 
times mingled with blood, and the pain increases. * * * When the pain is felt the 
slightest things exasperate it; coughing, urining, leaping, are sometimes sufficient; 
one patient cannot stand upright and at rest, and another cannot remain sitting. * * * 
After the disease has continued some time, in addition to these local symptoms there 
is wasting, and extreme nervous sensibility, sometimes hypochondriasis, sometimes 
even retention of urine.” (pp. 126-30). 

** Although there is not the same danger in regard to Fissures at the Anus, as in 
some other diseases in the neighbourhood of this part, yet,” says Dupuyrren, ‘they 
are in general accompanied with such violent pains, that it is of importance to re- 
lieve them as soon as possible. The pains have a character in some degree pecu- 
liar; they increase gradually, and continue long after passing stool; sometimes 
lancinating; they are, however, most frequently burning; and patients abound in 
extreme terms to describe them. Usually they compare ther to the sensation of a 
hot iron penetrating the rectum ; they so dread passing their motions, on account of 
the horrible pain which accompanies and follows that function, that they are often 
observed to strive for a long time against this imperious need, and even to deprive 
themselves of food to restrain it. ‘These peculiarities are sufficient to discover the 
nature of the disease. * * * T'he disease consists in a lengthy and superficial 
ulceration, about the margin of the anus, in the radiating folds of the mucous mem- 
brane of this part. On separating the orifice, and directing the patient to strain, a 
narrow cleft is observed, with its bottom red, and its edges slightly swollen and 
callous. But to ascertain its extent upwards, it is often necessary to introduce the 
finger into the rectum. It is more commonly seen at the sides or back of the anus, 
than at its fore part. * * * It very rarely extends through the whole thickness of the 
mucous membrane. The importance of this affection depends principally on the 
painful spasm of the constrictors of the anus. The fissures is but accidental, as is 
proved by the existence of painful constriction, without any cracking, which, ac- 
cording to celebrated surgeons, is as 1 to 4. This spasm is so great, that the in- 
troduction of the mildest bodies is intolerable; the tip of the finger, the pipe of a 
syringe, excites the most violent pains; and the resistance offered by the anus to 
every attempt at introduction, is a new characteristic sign of the affection. The causes 
of anal fissures are numerous ; constipation and the spasm it produces, specially dis_ 


(a) De la Fissure ou Gercure de l’Anus, accompagnée du reserrement spasmodique du 
Sphincter; in his ‘T'raité des Maladies Chirurgieales, vol, x. Paris, 1825, 

(b) De la Fissure a Anus; in Lecons Orales, vol. iii, 1831. _ % 

(c) Lectures on Diseases of the Rectum ; in Med, Gazette, vol. xvi. 1835. vol. xviii. 1835. 
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pose to the disease ; very hard substances which scrape the mucous membrane, and 
distend it exceedingly, may give rise to it; the administration of clysters by awk- 
ward persons, especially when metallic tubes, pointed or rough are used, are often 
the immediate cause; they are met with in persons affected with hemorrhoids, and 
venereal poison flowing from the generative organs, which happens with many 
women, is a very common cause of this affection.” (pp. 282-85.) 

Bropie (a) says that ‘ the contraction of the sphincter at first appears to be merely 
spasmodic without any other change of its condition; but in proportion as muscles 
are called into greater action, so they become increased in bulk; and in conformity 
with this general rule, when spasmodic contraction of the sphincter muscle has ex- 
isted for a long time, the muscle becomes considerably larger than it was in its 
natural state before the disease existed. ‘This disease is not of uncommon occur- 
rence; it is met with chiefly in women, especially those disposed to hyslerta. Itis, 
however, met with in other women, and sometimes in the male sex. The patient 
under these circumstances is forced to strain very much in passing her evacuations ; 
and this is especially the case when the fzces are hard, oreven solid. ‘There is pain 
not only when the fzces are being passed, but for a very considerable length of time 
afterwards; and in some cases the pain will remain from the period of one alvine 
evacuation to that of another, so that it is constant or nearly so.” (p. 26). 

The fissures present various differences according to their situation, ** those below 
the m. sphincter ani, affecting almost entirely the cutaneous tissue, and not the anal 
mucous surface, produce,” says Dupuyrren, ‘‘a more or less severe pruritus, but 
they interfere little with going to stool, oceasion no constriction of the sphincier, 
and consequently are little painful. They most commonly result from venereal af- 
fection. ‘The fissures above the sphincter, attack the mucous membrane, and can 
only be discovered by the use of the specu/um. On introducing the finger into the 
rectum, there is felt at the part where they are situated, a cord knotty and hard, pres- 
sure upon which excites severe pain. They excite when the patient goes to stool, 
an indescribable pain, but which ceases immediately after the motion. ‘The feces 
are covered with puriform mucous, and of a bloody appearance next the fissure. 
Usually they result from ulceration of internal piles, during the passage of har- 
dened substances. Finally the fissures ai the top of the sphineter are more serious 
than the former ; and it is in them that the so painful constriction of the sphincter, 
and the other symptoms already mentioned, are observed.” (p. 284). It is doubt- 
less to this form that Bropiz refers, when he says, ‘‘in connexion with the spas- 
modic contraction of the sphincter muscle, you will frequently find a small ulcer of 
the mucous membrane of the rectum, which is always in a particular spot at 
the posterior part, opposite to the point of the os coccygis. (p. 26). But he also 
observes, that, ‘¢in some instances the ulcer exists independently of the contracted 
sphincter muscle. * * * It is very difficult to heal, and very frequently it goes on 
spreading till it becomes of considerable size. It is a superficial ulcer of exquisite 
sensibility, and great pain is always produced by the passage of the feces over it, 
lasting for a considerable time after each evacuation. In some instances, consider- 
able hemorrhage takes place from an ulcer of this kind.’ (p. 27.) 

Treatment:—** The spasmodic construction,” says DupuyTren, ‘is the true ailment; 
the lengthy ulceration, named fissure or crack, is merely a secondary symptom. If 
the constriction be removed, the complaint is cured. The application of belladonna 
under these circumstances is naturally indicated, and has been used very frequently 
with great advantage, when combined with acetate of lead in the following form : 
of lard 6 gros, of extract of beliadonna and acetate of lead, of each one gros. With 
this a bougie of moderate size is to be greased, and its size gradually increased to 
that of the little finger. Its continued use for a few days often completely removes 
the pain.” (p. 286). Bropie, however, observes, that though he “ formerly used a 
suppository with extract of be/ladonna with manifest advantage, yet that he is not in 
the habit of frequently employing it. Even used in the form of a suppository, the 
belladonna sometimes produces very serious symptoms, by its influence on the 
brain.” (p. 26). He, therefore, only gives purgative medicine to prevent hard stools, 
directs the introduction of a bougie before going to the water-closet, and lets an 
opium suppository be introduced at night. gs 

‘The fissures below and above the sphincter most commonly heal,” according 


(a) Lectures on Diseases of the Rectum; in Med. Gazette, vol. xvi. 


OF ANAL FISSURES 173 


to Dupuyrren, “ without any operation; the former, with linen or lint spread with 
simple cerate, opiate cerate, cucumber pommade, poplar ointment, mercurial pre- 
parations, &c., and the latter, by soothing and narcotic lotions of decoction of marsh- 
mallow, poppy heads, nightshade, henbane, s¢ramoniwm, and other remedies, thrown 
up into the rectum. * * * But in very painful fissures accompanied with spasmodic 
contraction of the anus, and situated at the very top of the sphincter muscle, the most 
prompt and certain method is that introduced by Professor Boyer, which re- 
quires only a common and a button-ended bistoury,” (p. 290,) and which is 
thus described :—‘‘I place the patient,” says Boyer, “upon his side, as in the ope- 
ration for anal fistula; I then introduce the fore-finger of my left hand, smeared with 
cerate, into the rectum, and upon it slip up a bistoury laid flat, of which the very 
narrow blade is square, and with a rounded tip. The cutting edge is directed right 
or left, according to the situation of the fissure, and I divide, ata single stroke, the 
intestinal membrane, the sphincter, cellular tissue, and tegument. I thus forma trian- 
gular wound, of which the top corresponds to the gut and the bottom to the skin; 
itis sometimes necessary to lengthen the wound, and I then make a second cut. 
Sometimes the intestine slips from the cutting instrument, and the wound of the cel- 
lular tissue extends higher than that in the gut; the bistoury must then be again intro- 
duced into the rectum, for the purpose of lengthening the incision of the gut. If the 
constriction be very great, | make two cuts, one on the rightand the other on the left, 
and when the fissure is before or behind, I do not include it inthe wound. A large 
bougie is then to be introduced into the wound or into the two wounds, to prevent 
their edges uniting irregularly. A slight plugging with lint is then made, some 
pads applied, and the whole supported by a bandage.” (p. 137). A very important 
caution, in reference to operating on women, is given by Bropie. ‘In a female 
subject, whether you divide the sphincter in a case of fistula, or in one of any 
other disease, I caution you, that you should never make your incision exactly 
in front, towards the vagina. The wound made in this direction does not heal in 
a proper manner; the muscle, if divided at this point, is never a perfect sphincter 
afterwards, and the patient labours under an incontinence of fxces, from which she 
never completely recovers, and which makes her miserable for life. Then, it is 
not advisable, in either sex, that you should divide the sphincter directly backwards 
towards the os coccygis. If you do, you will find that the wound does not very 
readily close, and that it is liable to crack and be re-opened afterwards. There is a 
sufficient anatomical explanation of what I have now mentioned. You will recol- 
lect that the sphincter ani consists of two parts or layers. The inner layer is cir- 
cular, embracing the anus like a ring; the external layer on each side is attached 
posteriorly to the apex of the os coccygis, by elastic ligament, and anteriorly to the 
central portion of the perineum. If you cut in the direction backwards towards the 
os coccygis, you divide, it is true, the inner or circular layer of fibres, but not of the 
outer layer. The knife passes between the two lateral portions of this outward layer 
and simply splits or separates them; and the contractive power of this part of the 
muscle remains and interferes with the cicatrization of the wound.” (p. 186). ‘‘’The 
operation of dividing the sphincter,’ he elsewhere observes (a), ‘‘is not very painful, 
except in those cases where the disease is complicated with ulcer at the back of the 
rectum ; neither is there ever any hemorrhage of consequence, as the pressure of the 
finger or a plug of lint will command it. The relief is immediate, and the very 
next time that the patient has an evacuation there is an end of all the pain and difficulty 
which she suffered before. It is better, however, that she should not have anevacua- 
tion immediately after the operation, and, therefore, I generally give her an active 
purgative on the preceding day, and some opium afterwards, to keep the bowels 
constipated. After two or three days, castor oil may be exhibited and the bowels 
opened, The wound requires very simple treatment; a little dressing of lint may be 
applied to it till it is cicatrized, and cicatrization is generally completed in about 
three weeks. No inconvenience whatever follows the division of the sphincter 
muscle, except it be made as I have mentioned, in the female, in the direction for- 
wards. The patient retains her feces as well as ever, and yet the difficulty of voiding 
them is relieved.’’ (p. 27.)] 
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174 URINARY FISTULA. . 


E.—OF URINARY FISTULA. 


(Fistula Urinaria, Lat.; Urinfistel, Germ.; Fistule Urinaire, Fr.) 


Desautt, (Euvres Chirurgicales, vol. iii. p. 287. 

Howsnir, A Practical Treatise on the symptoms, causes, &c. of the most im- 
portant Complaints that affect the secretion and excretion of the Urine. London, 
1823. 8vo. 

Cnopart, Traité des Maladies des Voies Urinaires. Nouv. Edit. par Fenix 
Pascan, Paris, 1824, vol. li. p. 269. 

Bet, Cuarues, above cited. 

Bropix, Sir Benzamuy, Clinical Lecture on Perineal Fistula; in Medical Gazette, 
vol. xvii. 1836. 

943. Under the term Urinary Fistulas, strictly, are understood, long 
and narrow ulcers opening in any part of the urinary passages; fistulous 
sores, however, in their neighbourhood are included under the same 
head. Urinary, like rectal, fistulas are therefore distinguished into com- 
plete and incomplete, according as they haye an internal aperture com- 
municating with the urinary passage, and an external opening, or the 
latter only. The incomplete urinary fistulas are either tncomplete in- 
ternal, or incomplete external. 

944. The external opening of urinary fistula may be situated either 
in the pertneum, scrotum, penis, buttocks, thighs, loins, belly, in the 
vagina or in the rectum; as the internal opening may be connected with 
the kidney, ureter, bladder, or urethra. The direction of fistulous passage 
is mostly curved, several passages often run into one and the same open- 
ing; but rarely do several external apertures lead to as many internal. 
Usually the walls of the fistulous passages are very hard and the callosi- 
ties wide-spread. 

945. The incomplete external or false urinary fistula (Fistula urinaria 
incompleta externa, seu spuria) occurs mostly in the neighbourhood of the 
urethra, after abscess or ulcer, in which pus has collected and burrowing 
in different directions, has destroyed the cellular tissue surrounding the 
urethra or bladder, and produced a sinuous ulcer which resists the 
healing powers of nature. They may be conneeted with hardening, 
with caries of the pelvic bones, and the like. Besides the preceding 
appearances, they are characterized by no urine escaping from them nor 
any pus from the urethra, and by the probe used in examining them 
penetrating neither into the urethra nor bladder, nor touching a catheter 
introduced into the latter. 

946. The incomplete internal urinary fistula (Fistula urinaria incom- 
pleta interna) usually occurs in the urethra, rarely in the ureters or blad- 
der, and depends on tearing by external violence, retention of urine, 
neighbouring abscesses, ulcers, rough catheterism, or an imprisoned 
stone. ‘The diagnosis depends on the previous symptoms, on the sensa- 
tion of pain during or after passing water, on the bloody purulent dis- 
charge from the urethra, but especially on a swelling, which increases 
during micturition, diminishes or disappears entirely by pressure, in 
consequence of which urine mixed with pus, flows from the urethra, or 


on the appearance of an undefined extravasation of urine into the cellular 
tissue. 


URINARY FISTULA. 175 


In persons who have lost flesh by sweating or inany other way, there often occurs, 
without any previous contagion, a flow of mucus from the urethra, and a swelling at 
some part of its neighbourhood, which runs into suppuration, bursts, and gives 
escape to the urine, in which the flow of mucus from the bladder continues, but 
without any stricture existing. The destruction of the urethra depends on ulceration 
of the mucous membrane or abscesses in the /acunz (a). 

[This incomplete fistula I have seen though not very frequently, and have more 
commonly observed it in front of the per¢nzum, and involved in the scrotum, some- 
times at its hind and at other times in its front part. It has been exceedingly well 
described by Bropiz in the following terms:—‘‘I shall next describe a case which 
used to perplex me very much when I first met with it. A patient may come to 
you who has, perhaps, had gonorrhea formerly, which has been followed by a 
stricture, perhaps a very slight one, of the urethra, or at any rate there has beena 
discharge from the urethra, which he calls an obstinate gleet, telling you at the same 
time that nothing will cure it. You examine the perineum, and you find in it a little 
tumour, not bigger apparently than a horse-bean or filbert. You can just feel it, at 
some distance below the skin, and the patient tells you that he has had it ever since he 
has been the subject of this obstinate gleet, and that sometimes there is a little pain in 
it. Now such a little hard tumour is nothing more nor less than a blind fistula. There 
is a small orifice in the urethra, and a narrow channel communicating with it, which 
leads into a cavity in the centre of this hard lump, and every time the patient makes 
water a very small portion of urine finds its way into this cavity. In consequence 
of the smallness of the central cavity and the great deposit of solid matter on its 
outside, the fluctuation of fluid in it is not perceptible. Such a case as this is not a 
very uncommon occurrence, and I have known a patient labour under this sort of 
hard lump in the perineum for many successive years, suffering a good deal of in- 
convenience from it, but not suffering excessively. I have cured several cases of 
this kind by a very simple process. All that you have to dois to make an opening 
into the cavity in the centre of the tumour. But the cavity is very small and how 
are you to find it? You may run a lancet into it; but it is very probable that it may 
pass on one side of the cavity, and therefore some management is necessary in per- 
forming the operation. You are to introduce the lancet a little obliquely, so that 
you may, as it were, almost cut the tumour in half. When you have done this the 
blood and the deep-seated situation of the tumour prevent you seeing whether you 
have made the opening into the central cavity or not. Introduce a piece of lint, so 
as to prevent the wound uniting by the first intention. ‘Two or three days afterwards 
you take out the lint, and then you ascertain whether, when the patient makes water, 
any comes by the opening made with the lancet. If this be the case you may be 
certain that you have penetrated into the cavity, and then you have only to dilate 
the urethra with a proper instrument and the patient will get well. But if you find 
that the urine does not flow through the artificial opening, you may thus proceed :— 
Introduce a piece of caustic potash through the opening you have made down to the 
bottom of it, in the centre of the tumour, so as to make a slough there. A portion 
of the tumour will slough out, and it is most probable that the cavity in the centre 
will be exposed, and then a cure follows. You should apply the caustic potash in 
such a manner that it may act on the part on which you wish to act, defending at 
the same time the neighbouring textures, the skin especially, by washing it with 
vinegar.”’ (p. 489.) ] 


947. Complete urinary Fistula (Fistula urinaria completa) is the most 
common. Its internal opening arises either from the kidneys, ureters, 
bladder or urethra, and its external aperture, often very far distant from 
the internal, is found in the loins, in the groin, above the share-bone, 
in the perineum, and so on; or it communicates with the rectum, with 
the colon, with the vagina in women, or with the cavity of the belly, in 
which case there is always a fatal effusion of urine into it. Complete 
urinary fistulas are mostly consequent on retention of urine, tearing, 
injury of the bladder, or an incomplete internal or external fistula. 
These, which in men open into the rectwm, frequently occur after the 
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operation for the stone, as those connected with the vagina take place 
after difficult delivery, or after ulceration of the vagina. Cancer of the 
rectum and of the vagina may also produce urinary fistula. 

Complete urinary fistula is characterized by the escape of urine, which 
is constant, if the fistula be from the bladder, but only whilst making 
water, if from the urethra; this escape, however, is not always present 
in complete fistula, as if the fistulous passage be very narrow, and the 
urethra not obstructed, the urine often passes by the latter alone, and in 
fistula of the bladder, if the canal be very narrow and curved, often only 
by straining whilst emptying the bladder. It also depends on the con- 
dition of the fistulous canal, whether the probe introduced into it can be 
made to touch a catheter in the urethra or bladder. If the fistula com- 
municate with the vagina or rectum, the urine escapes by these canals; 
or the opening of the fistula is felt by the finger introduced into it, or 
merely by the sound passed into the bladder. If the fistula be connected 
with the rectum the urine flows through it or is mixed with stool. Less 
constant are these symptoms, viz., hardening of the course of the fistu- 
lous canal, or in the whole extent of the perineum, inflammation, un- 
healthy suppuration, proud flesh about the fistulous opening, loss of 
power, wasting, hectic fever, and the like. 

948. The prognosis in urinary fistula depends on its situation and ex- 
tent, on the constitution of the patient, and on other diseases connected 
with it. Complete fistulas, of which the internal opening is connected 
with little loss of substance, heal more easily than those which have it 
with greater loss of substance ; fistulas of the wrethra, under similar cir- 
cumstances, heal more readily than those of the bladder. When the 
canal of the urethra is considerably changed, greatly narrowed, or en- 
tirely obstructed, and cannot be re-opened, the cure is impossible. 
Urinary fistulas communicating with the vagina or rectum are extremely 
difficult, and frequently not to be healed. A bad state of the patient’s 
powers renders the prognosis very doubtful. 

949. The cure of incomplete external fistula requires the general 
treatment of fistulous sores. Suitable pressure often assists the healing; 
often must the fistulous orifice be enlarged by a conical cut, of which the 
point is directed towards the wrethra or the bladder, the source of the 
pus laid bare, every neighbouring passage opened, and care taken for 
the free flow of the pus. If there be callosities, dispersing bran poultices 
and proper digestive remedies must be employed. If caries be connected 
with this fistula or any general affection be connected with it, the treat- 
ment must be modified according to general rules, 

950. Incomplete internal urinary fistula requires the introduction of a 
catheter, which often, if the wrethra be narrow, must be preceded by the 
use of the bougie. The catheter must be of moderate size ; otherwise 
it fills up the wrethra too much, or the urine escapes by its side. If the 
fistula be old and the cure do not in this way take place, the incom- 
plete must be changed into a complete fistula by a suitable cut, which 
is also necessary in extensive urinary infiltration, where several incisions 
often must be made, in order to prevent the gangrenous destruction 
caused by the escape of the urine. afer 


Stones frequently lie in the sac of a blind fistula, in which case cutting into it and 
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the removal of the stone is necessary, and afterwards the treatment is to be as in 
complete fistula. Compare also what is hereafter said about urinary stones exterior 
to the urinary passages. 


951. Complete urinary fistulas communicating with the kidneys, or 
ureters, require no assistance, unless kept up by the pressure of a foreign 
body or by prevention of the flow of urine from the bladder, in which 
case perhaps the restoration of the natural area of the urethra, or the 
removal of the foreign body, may contribute to the cure. 

952. Complete urinary fistula is situated either between the scrotum 
and the glans penis, or between it and the anus in the perineum. The 
difference of the seat of the fistula depends on its course, and requires 
different treatment. 

953. In the first case, (Fistula wrinaria penis), the fistulous dpening is 
most commonly on the under side of the penis, varying in size, so that 
either all the urine and semen, or only part of it, escapes thereby. It 
presents different conditions, according to its cause and duration; it is 
often connected with surrounding hardness and copious suppuration, 
especially if it arise from stricture; often it forms an extremely minute 
and obliquely running aperture; often the skin and the neighbouring 
mucous membrane of the urethra, skin over, and donot suppurate ; often 
is a large portion of the lower wall of the urethra destroyed, and the 
opening varying in size, surrounded with a hard scar, as in destroying 
ulcers or wounds with loss of substance. In narrow and obliquely run- 
ning fistulas, the introduction of a probe, through the fistula, and of a 
catheter through the urethra, shows the seat of the internal opening. 

954. If the fistula be accompanied with narrowing of the urethra, this 
must be first got rid of by bougies, and then by the continual wearing an 
elastic catheter, which should be properly fastened, the urine must be 
conveyed from the fistula. At the same time, any disease, standing in 
causal relation to the fistula must be attended to, and care taken for the 
cleanliness and diminution of the irritated condition of the parts surround- 
ing the fistula, by warm hip-baths, leeches, poultices and so on; and 
the patient’s constitutional powers must be improved by attention to diet 
and tonic remedies. The cure usually takes place without further as- 
sistance, if the fistulous orifice be not too large, and its walls not too 
much changed. 

55. If, when the urethra have attained its proper size, the cure of the 
fistula do not take place, or if there be scarcely any diminution in the 
size of the stream of urine, the cause of the obstinacy of the fistula is its 
callous or some other condition. ‘Then, if the fistula form a canal, it 
must be divided and filled with lint to promote the development of granu- 
lations ; or the edges of the fistula, especially if they be callous, must be 
touched with caustics, as lunar caustic, nitric acid, (A. Cooper,) a solu- 
tion of caustic potash, or with tinct. canth., (DierrenBacn), because this 
is less destructive than irritative. In the application of the caustics, a 
moderately thick bougie should be introduced into the urethra, the cauteri- 
zation repeated after the separation of the slough till good granulations are 
produced, the scarring of which may be assisted with lunar caustic. 
After the narrow or oblique fistula has been dilated, Dierrensacu 
recommends the cauterization of the whole fistulous canal, by means of 
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a pencil, three times within six or eight hours, a wax bougie being in 
the urethra, after which an elastic catheter is to be introduced and 
fastened; next morning the slough is to be removed by introducing a 
fine piece of sponge into the fistula, and the cauterization repeated after 
suppuration has been set up, till good granulations are developed. The 
catheter should always be changed twice a-day. In two or three months 
the cure of a tolerably large fistula may be effected, rarely however is 
the healing thus produced, and although the external opening be closed, 
it may be again burst open by a large stream of urine or during con- 
nexion (DrerrENBACH). 


If the cauterization of such fistulas do well, it may not merely be confined to the 
callous edges, but may be extended to the immediate neighbourhood, as Roser 
especially has done, and my own practice has assured me. 


956. For closing these urethral fistulas, the suture of various kind, has 
been used, the interrupted stitch, (A. Cooper, Dierrenspacu and others), 
the glover’s stitch, (Zane), the twisted stitch with five insect-pins, 
(Dierrensacu and others), the quill stitch, (Frremann), and the splint 
stitch, (DreFreNBACH), which resembles it. The result has been, how- 
ever, rarely satisfactory, because the’thin edges of the skin afford in- 
sufficient points of union, and are little disposed to adhesion, which is 
also easily destroyed by the trickling urine, in spite of the catheter which 
has been introduced. ‘The patient should be placed, as in the operation 
of cutting for the stone, and after a catheter has been introduced, the 
edges of the wound should be made raw, in small fistulas with caustic, 
or by shaving off the skin with a thin knife, and in larger openings a thin 
slice must be removed. According to the different size of the fistulas 
are a sufficient number of threads to be introduced with a fine needle, or 
sufficient insect-pins to be passed into the bottom of the fistula, and the 
union effected by tying together the threads, or twisting the silk around 
the pins. If much tension of the skin arise in consequence, a longi- 
tudinal cut must be made into the skin, half. an inch from the wound 
and stretching beyond it, in order to relieve the tension, and to prevent 
the pins tearing out. 

957. In fistulas not of large size, if surrounded with healthy skin and 
not immediately behind the glans, Dierrensacu has proposed and proved 
the running stitch as the most efficient. A catheter is to be introduced 
and the fistula frequently pencilled with tinct. canthar. On alternate 
days the blisters which have been produced are to be removed, and a 
short tolerably thick elastic bougie introduced into the urethra. A thick, 
double-waxed silken thread is now to be passed, with a curved needle, 
a quarter of an inch from the edge of the fistula, so that the threads may 
lie deep, without injuring the urethra. As the needle cannot be at once 
thrust through the whole extent, it must be thrice passed through, and 
introduced again through the same punctures, till in the end it comes 
out through the first puncture and the threads are drawn after it. Both 
ends of the thread are now to be tied with the double knot, so that the 
threads lie deep in the cellular tissue. The bougie is then removed, 
and no catheter introduced. A slight swelling of the penis occurs; 
towards the seventh day, the threads become loose and can be somewhat 
drawn out; they may then be cut through and the part covered with 
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sticking plaster. If a slight fistulous orifice remain, it may be touched 
with tinct. lytte, or the operation repeated. 

958. In those fistulas which have much loss of substance, various ex- 
periments have been made to close them by grafting skin ( Urethroplasty). 
A. Cooper, Earte, Atiior, DeLpecu, Ricorp have formed the cover- 
ing flaps from the skin of the scrotum and groin twisted round; but 
Cooper and Axuior alone have obtained any satisfactory result. The 
ground of this frequent disappointment is easily perceived, and DierFen- 
BACH has proposed for such cases a corresponding operation by trans- 
planting by means of removing the skin. 

959. In fistula near the scrotum, after the catheter has been introduced 
into the bladder, the edges of the fistula are to be seized with a pair of 
hook forceps, and so drawn out that a transverse wound with two sharp 
points stretching on each side of the penis is formed. A longitudinal 
fold of the skin of the scrotum is to be then raised and cut through to the 
extent of two inches, so that a transverse wound, parallel to the former, 
is produced, and the bridge of skin which has been formed by it is de- 
tached from its base by cutting horizontally, then drawn forwards and 
fastened with five or six twisted stitches to the edge of the skin of the 
penis. Beneath the hinder edge of this bridge of skin, an elastic 
bougie two inches long is to be introduced to the aperture in the urethra, 
in order to divert the urine pressing out by the side of the catheter. 
After some days the threads are to be removed, and the union to be 
sustained with sticking plaster. 

960. In large fistulas in the middle or fore part of the penis, the trans- 
planting of the skin may be effected in various ways. In great deficiency 
of the urethra in the middle of the penzs, with destruction of the skin, so 
that the edges of the latter cannot be drawn over the opening by lateral 
incision and setting free the bridge, the edges of the skin about the 
aperture must be set free, without separation, so far as may be easily 
done, then a longitudinal incision must be made on each side of the root 
of the penis, so that the wound occupies two-thirds of the extent of the 
penis. The outer skin of the prepuce is then to be drawn somewhat 
back, the skin of the first incision raised on the opposite side of the penis, 
behind the corona glandis, in a large longitudinal fold, and here also two- 
thirds of the skin of the penis cut through. ‘The covering of the penis 
included between the two incisions and usually forming a bridge of skin 
two inches broad, is now to be separated, the edge raised with a pair of 
forceps, and the cellular tissue divided with a pair of sharp eye-scissors. 
The skin is now to be drawn completely down, so that the sound skin 
of the back of the penis descends and completely covers the hole in the 
urethra. Any tension of the skin is relieved by lengthening the incision. 
To prevent the collection of blood between the skin and the penvs, the 
bleeding must be carefully stanched, and then the retraction of the skin 
to its old situation prevented, and its union promoted by some stitches 
and by some narrow strips of well sticking adhesive plaster. From the 
hinder edge of the wound, on the under side of the penis, a piece of 
elastic bougie is pushed beneath the skin, towards the hole in the urethra, 
in order to conduct externally the urine dribbling by the catheter. 
Erections must be especially prevented, and on their occurrence the 
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strips of plaster must be cut through. After four or five days, if the 
skin be grown together, the threads may be cut, but the application of 
the sticking plaster must be continued. The bougie is only to be left 
off after the most complete healing. 

961. According to Drrrrensacu, if there be a hole close behind the 
prepuce, the external Jayer of the prepuce should be transplanted back- 
wards as an entire ring, the outer layer of the prepuce being raised up 
before the fistula and cut through, so that the wound may occupy more 
than two-thirds of the circumference of the penis. Behind the fistula a 
corresponding incision is formed by the oblique division of a longitudinal 
fold, so that the two cuts join at their extremities, and thus an oval island 
is formed, having in the middle the fistula which has been prepared by 
some strokes of the knife laid flat. ‘The edge of the wound in the pre- 
puce is now raised with a pair of hook forceps, the cellular tissue con- 
necting the outer and inner folds of the prepuce, divided with eye- 
scissors, the frenulum cut through, as well as the outer fold of the 
prepuce, where connected with the glans, and thus an opening is formed 
of half an inch for the introduction of a small bougie, for the escape of 
the secretion of the wound and the prevention of urinary effusion. The 
hinder edge of the outer layer of the prepuce is to be drawn back and 
united to the corresponding wounded edge of the skin of the penis by” 
seven or eight stitches and the connexion supported by narrow strips of 
plaster crossing in the back of the penis. In very narrow prepuce both 
its layers must be divided to the corona. 

962. In large openings immediately behind the glans, if the prepuce 
be deficient, Dizrrenpacu recommends the removal of the callous edges, 
so as to form a transverse cleft, and then by depressing the glans the 
edges of the wound are brought together and united by two interrupted 
stitches, the one end of which is to be cut off and the other carried by 
a blunt needle through the fistula to the mouth of the urethra. The 
neighbourhood of the fistula and the whole under surface of the glans is 
then to be set free, to the extent of a line with a pair of hook forceps 
and a small scalpel. ‘The extent of the cut must be bounded by pene- 
trating perpendicular incisions, and the wound have the shape of a half 
oval, of which the rounded part is to be directed towards the orifice of 
the urethra, its straight part backwards and its two angles reaching up 
to the back of the penis. The skin is now raised in a longitudinal fold, 
at the hinder and under part of the penis, and cut through obliquely, so 
that the ends of the cut are directed upwards and forwards. This bridge 
of skin, so entirely separated that it remains connected only on the back 
of the penis, is drawn forwards over the surface of the wound and over 
the fistula, and connected with the edges of the wound of the glans by 
fine interrupted stitches. ‘The hinder surface of the wound is covered 
with soft lint and sticking plaster, and beneath the hind edge of the ring 
of skin, a piece of bougie is introduced in order to carry off the urine 
somewhat escaping by the side of the catheter. Inflammation is to be 
prevented by cold applications and subsequently lukewarm lead wash, 
and the threads projecting from the wrethra, as well as the catheter, are 
to be drawn out when they have cut through the edges. In one case 
DierrenBacu had a favourable result; in another the cure was frustrated 
by erection and discharge of the semen. 


PERIN@/AL FISTULA. 181 


Upon Urethroplasty compare— 

Cooprr, A., above cited. 

Detrecu, Chirurgie Clinique de Montpellier, vol. ii. p. 581. 

Brannon, Autoplastic, p. 180. 

Dierrensacn, Ueber die Heilung widernatiirlichen Oeffnungen in den oorderen 
Theile der mannlichen Harnrohre; in Hamburger Zeitschrift, vol. ii. pt. i. 

Zeis, Handbuch der plastischen Chirurgie, p. 506. 

In one case in which, by a deeply-eating ulcer, the urethra was completely de- 
stroyed to a considerable extent, Cartes Betz undertook the formation of a new 
passage for the urine. A hollow sound was introduced through the fistulous opening, 
and through the orifice of the urethra a silver tube six inches in length, into which 
a metal sound and a pointed stilette could be passed, was passed by the urethra to 
the beginning of the fistulas He then thrust the stilette through the body of the 
penis, near the original canal of the -wrethra, and endeavoured to bring its point on 
one side of the fistula into the groove of the hollow sound, following the proper 
canal of the urethra. ‘This canal was then rendered callous by continuing the tube 
init. During the course of this operation no blood was lost, the symptoms were 
not severe, but there remained a small lateral opening at the previous seat of the 
fistula (a). 

963. Complete urinary fistula in the hinder-part of the urethra, of 
which the inner opening corresponds to the bulb, the membranous or 
prostatic part of the urethra, (fistula urethro-perinealis,) arises either 
from a previous incomplete fistula, (par. 946,) or after infiltration of 
urine, most commonly depending on stricture, bruising, tearing, or 
wound of the urethra, or stone, severe inflammation and ulceration. 
The external opening is either in the perineum, in the neighbourhood of 
the rectum, on the penis, or in the groin; often there are several openings 
existing at once on these several places, which, however, are connected 
only with one internal opening. ‘These fistulas are generally accompanied 
with considerable hardening of their neighbourhood, with hardness of 
the whole perineum, and even of the scrotum. ‘The urine, whilst being 
passed, escapes through them only in part, or it flows entirely through 
the fistula ; in which case, if long continued, the fore part of the urethra 
contracts and shrivels up. If in old strictures there be a paralytic con- 
dition of the neck of the bladder, the urine will constantly and unwittingly 
flow by the fistula. In consequence of the continued irritability of the 
fistula, and its neighbourhood, of the suppuration and so on, the general 
health gradually suffers much, the patient wastes, the digestion becomes 
bad, and on the least occasion, severe though generally slight consecus 
tive fever ensues. 

[Bropie, observes, that “<q fistula in perinze oecurs in some eases, as a conse 
quence of gonorrhea; in other cases as the consequence of stricture, either indepen- 
dently of gonorrhea, or long after it has subsided. These two kinds of fistule in 
perinzo require each a separate notice. A man has a severe gonorrhea; the urine 
comes away ina very small stream, because the urethra is inflamed, swollen, and 
contracted. At last he complains of pain in the perenaum ; a tumour is found there, 
and this state of things is frequently attended with a complete retention of urine in 
the bladder; at other times, however, it is attended only with an inereased difficulty 
of making water. By-and-by the tumour bursts, or perhaps the surgeon feels fluc- 
tuation in it, and opens it with a lancet, pus is discharged, then the difficulty of 
making water subsides, and a day or two afterwards the patient finds that whenever 
he voids his urine, a portion of it comes by the opening in the perineum. In another 
case, the patient has, perhaps, never had gonorrhea; or if he has had one, it has, 
subsided and left a contraction or stricture of the urethra. On some occasion he 
has more than usual difficulty in making water, but not amounting to a complete 


(a) System der operativen Chirurgie, vol. i. p. 102. 
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retention of urine. Under these circumstances, he discovers a swelling in the peri- 
nzum, which increases in size, and becomes painful and tender. The tumour bursts, 
or the surgeon opens it; matter escapes also in this case, and afterwards a portion 
of the urine comes away through the opening. Where this disease is connected 
with gonorrhea, there is generally only.a single abscess; but when it is connected 
with a stricture of the urethra, there may be many abscesses formed in succession ; 
so that a patient having a stricture of the urethra of long standing, may have /istulz 
formed in various directions, opening into the perineum, in the middle of the scrotum, 
nay, even in the groin, or on the nates, or one of them may, perhaps, open into the 
rectum.” (p. 486.) : : 

As regards the immediate cause of these kinds of perineal abscess, as “in many 
cases the contents of the abscess bear manifest indications of urine having been 
mixed with them, and that in all cases, in the course of two or three days after the 
abscess has burst, urine begins to flow through it; I think you will be inclined to 
believe with me, that an aperture must have formed by ulceration in the mucous 
membrane of the urethra in the first instance. Such ulceration would allow a little 
urine to dribble in to the cellular membrane, and the formation of an abscess would 
be the necessary consequence. This is the simplest way of explaining the formation 
of these fistulz, and it explains every thing about them. The escape of even a single 
drop of urine into the cellular membrane would be sufficient to do all this mischief.” 


(p. 487.) ] 


964. As these urethral fistulas are for the most part connected with 
narrowing of the wrethra, the first indication consists in the proper 
widening of this canal, with wax or elastic bougies, to its proper size. 
For the due carrying off the urine from the fistula, the introduction of 
the elastic catheter occasionally, through which the urine may pass, is 
necessary. If in this treatment, any disease having causal relations to 
the fistula be attended to, if care be taken for cleanliness and the di- 
minution of the irritation of the parts surrounding the fistula, by poul- 
tices, warm hip-baths, leeches, and the like, the patient’s condition-is 


improved ; if any foreign body in the fistula be removed, it generally 
heals without further assistance. 


Opinions vary as regards the introduction of a catheter, in the cure of the urethral 
fistulas. he objections made by Hunter, B. Bett (a), Ricurer (0), and others (c), 
to the introduction of the catheter in the cure of urethral fistulas, are, that the catheter, 
if suitable for its purpose, must completely fill the wrethra, by which the edges of 
the fistulas are separated, and the cure prevented; if the catheter be too small, the 
urine escapes by its side and comes in contact with the fistula. The continuance of 
the catheter in the wrethra is extremely painful to many patients, and does harm by 
keeping up the irritation; experience also shows that fistula of the urethra, when 
the latter has attained its natural size, heals without the in-lying of the catheter. 
As, however, experience declares as well for the contrary, so if the internal fistulous 
opening be a small one, the introduction of the catheter be very painful for the 
patient, and therefore it is impossible that the whole canal of the urethra can be 
filled by it and the urine completely withdrawn from the fistula, the introduction of 
the catheter must be given up. On the other hand, under opposite circumstances, 
and if it be observed that the cure of the internal fistulous orifice give rise to a narrow- 
ing of the urethra, the introduction of an elastic catheter may and should be attempted. 
Only in fistula arising from ulceration of the urethra without stricture, (par. 946), 
is the use of the bougie and catheter doubtful, as they only increase the disposition 
to ulceration, and the local as well as the general irritation. Corresponding reme- 
dies must be employed internally to the constitutional powers. 

[As the cause of the continuance of perineal fistula is the dribbling of the urine 
through it in consequence of the contraction of the urethra, in front of the aperture 
by which it escapes by that canal, ‘to cure the fistula you must,” as Bropir ob- 


(a) Baxi, Bensamin, System of Surgery, lerischer Operationen, vol. iii. pt. ii, p. 327. 
vol. ii. p. 240, —Coorrr, A., above cited. 


(b) Riowrer, Anfangsgriinde, vol. vi. p. (c) Desautt, Giuvres Chirurgicales, vol. 
338.—Zana, darstellung blutiger, heilkunst- iii, p. 291. 
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serves, ‘‘remove the contraction, restoring the wrethra to its natural diameter. Ina 
case of fistula after gonorrhea, this is easily accomplished. A few introductions of 
a bougie will probably be sufficient to dilate the urethra, and make the fistula heal. 
In cases of fistula in perinzo, connected with chronic stricture of the urethra, the 
treatment is just the same. All you have to do, isto cure the stricture, and in nine- 
teen cases out of twenty, by the time that is fully dilated, the fistula is healed. It 
is more easy for the urine to pass along the natural passage, if it be of its proper 
diameter, than it is for it to pass through the oblique passage of the fistula. The 
fistula has generally a kind of valvular opening in the urethra, into which the urine 
does not easily flow; and when you have dilated the stricture in front of the fistula, 
the urine having a free passage in that direction, ceases to flow in the other.” 


(p. 487)]. | 
965. When, although the urethra has acquired its usual size, the 
healing of the fistula does not take place, and this depends on the cal- 
lous or other condition of the fistula, together with the pus and urine 
escaping by the sides of the catheter, and collecting in it, the fistula 
must be opened with a bistoury upon a director introduced into it and 
connected with the groove of a staff passed into the bladder, so that the 
wound has a funnel-like shape, and its point corresponding with the 
internal opening of the fistula. If there be several fistulous passages, 
each must be divided with the director and bistoury. If the internal 
fistulous opening be very callous, it may be scarified, or touched with 
tenct. lytte. The wound may be either gently filled with lint, fastened 
with sticking-plaster, and a T-bandage, or merely covered with a sponge 
soaked in warm water. The wound fills from the bottom by granu- 
lations, the scarring of which may be promoted by touching with lunar 

caustic. . 


[The continued in-lying of a gum elastic or silver catheter in the urethra, after the 
complete dilatation of the stricture has been effected, does not always lead to the 
healing perineal fistula, for however completely emptied the bladder may be kept, 
a little urine will always flow by the side of the catheter, and dribbling through the 
fistulous passage, keep it open. But another circumstance also takes place, more 
especially I think I have remarked it, when a silver catheter has been kept in, and 
which, as Bropim has well observed, depends on ‘the catheter acting like a seton, 
inducing inflammation and suppuration of the mucous membrane of the bladder; 
and some of the pus which is secreted passes through the fistula and keeps it open 
just as much as it would keep open by the urine itself. In some cases,”’ he con- 
tinues, “I have adopted the following method: I have made the patient draw off the 
water with a catheter three times a-day, so that he should never make water except 
through the catheter, and thus that the urine should be altogether prevented from 
finding its way into the fistula. This is a better mode of treatment than the con- 
stant retention of a gum catheter in the bladder; and yet.it will sometimes fail.” 

- 488). 
oT see where a perineal fistula is slow in healing, Bropre says, he has with 
some success, ‘endeavoured to stimulate the bottom of the fistula, so as to make 
that heal, whilst he took measures to prevent the orifice from healing prematurely. 
This was effected in the following manner: he melted a little nitrate of silver in a 
spoon of platina, and dipped the end of a probe in it; which being repeated two or 
three times, the end of the probe became covered with a varnish of caustic. Thus 
prepared, he introduced the probe quite to the other end of the fistula; and when he 
had done this, just touched the orifice of the fistula very slightly with the caustic 
potash.. The effect of nitrate of silver upon a sore surface is not so much to make 
a slouch as to stimulate it to contract, granulate, and heal, whereas the effect of 
caustic potash, is to make a slough and prevent healing.” (p. 488). — 

Upon the question, if a fistula exist in the perineum, attended with some little 
contraction of the wrethra, not giving the patient much inconvenience, so that it may 
not much attract his attention, ** Are you to allow him to remain thus because the - 
fistula is not very troublesome ?’? Bropie gives for answer, “Certainly not; for 
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you do not know to what mischief it may ultimately lead. The matter on some 
occasions may not readily escape; it may burrow and cause sinuses in other direc- 
tions, and may even do still greater mischief. Mr. Vincenr and myself attended a 
gentleman who had suffered under a fistula in perinzo, and which he had neglected 
for a great many years. At last he observed the callosity around it grew bigger 
and bigger, so that it ultimately extended to the scrotum and penis. When we were 
called to see him we found him with a malignant disease, either carcinoma or fun- 
gus hematodes, which had clearly had its origin in the fistula, and had extended 
from that to the neighbouring organs. The patient ultimately died in great distress 
and misery.” (p. 489)]. 

966. If the narrowing of the wrethra be such, that it cannot be got 
rid of in a space of time in which, by the reaction of the fistula upon 
the whole constitution, life is to be feared for, there remains nothing else 
than to introduce a staff into the wrethra, down to the seat of stricture, 
which is to be held by an assistant. A director is then passed through 
the fistula into the internal opening, and the fistulous passage divided on 
it to the stricture, and this towards the staff. But if the fistula do not 
lead to the stricture, all the soft parts in the direction of the point of the 
staff must be cut into, and the staff thrust forwards into the bladder, into 
which an elastic catheter may then be passed. If the wrethra at the 
_ seat of stricture be completely closed and degenerated, a staff must be, 
as in the former case, introduced down to the stricture, and laid bare by 
a proper cut through all the covering parts, the hardened part of the 
urethra must be taken hold of with the forceps, and cut out with the 
knife or scissors, after which an elastic catheter is to be introduced 
through the wrethra into the bladder, and properly fastened. ‘The wound 
is either to be lightly filled with lint, or covered with a wet sponge. 
This operation is always difficult and dangerous; considerable bleeding, 
violent inflammation, and wasting suppuration and the like, may be its 
consequences, But it is certainly very rarely necessary, as with proper 
attention and perseverance, the most considerable stricture may be over- 
come, and by proper division of the fistulous passages, the obstacles 
preventing the cure may be removed. | 


(The operation of dividing the stricture, when it has become so tight that the 
urine will not pass by it, but only by the fistulous opening, is not, or ought not, 
to be attended with either difficulty or danger, butshonld never be undertaken with- 
out the surgeon is well acquainted with the anatomy of the parts. It differs in no 
respect from the operation in the perinawm performed constantly, for cases of reten- 
tion of urine from stricture, and which if there be either no, extravasation of urine 
or but little, rarely do otherwise than well, and both retention and stricture are at once 
relieved. When there is perineal fistula, there is more difficulty in the operation 
than in simple stricture, because the neighbouring parts are always thickened, and 
their natural character greatly altered; and also after the stricture has been divided, 
and a large catheter introduced into the bladder, the sides of the fistula having ac- 
quired a mucous membranous-like character, are little disposed to heal unless their 
surface be destroyed and new granulations encouraged. 

The operation is best performed by introducing the catheter down to the stricture, 
and then finding its point by cutting straight through the raphe, till the catheter 
point is exposed, which is to be the guide for the subsequent part of the operation. 
It is very advisable that the external wound should be free; a large clean cut wound 
heals almost as readily as a small one, and it is preferable, not only as giving the 
operator more room to act.upon the part specially to be acted on, but also is less 
likely to slough, because the tearing and pulling commonly necessary with a small 
wound to make room, which cannot even then be obtained, almost invariably pro- 
duces sloughing. When the point of the catheter has been found, the dissection is 
to be prosecuted backwards in the track of the urethra, and from time to time the 
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wound must be examined with a director or a female catheter, of which the point 
Should be directed backwards and upwards, the patient being at the same time desired. 
to force, so that the flow of urine may direct to the aperture in the urethra. Itisalso 
very good practice to introduce the finger into the rectum, so as to prevent the di- 
rector or catheter being thrust into the rectum or between the bladder and pubes, 
which I have known done, and produce very serious consequences. With patience 
and tenderness the under end of the urethra may be generally found, and the cathe- 
ter from the upper part of the urethra must be pushed through it into the bladder, 
and there left. Ido not approve of cutting away the hardened part of the urethra, 
as recommended by Cuetitus, as it is quite needless, for the inflammation and suppu- 
ration, if not even the slight sloughing which may ensue, will remove this without 
further trouble, whilst cutting away the urethra is more likely to do harm than good, 
by increasing the cavity to be filled up, and consequently affording more opportunity 
for burrowing pus. If the fistula have been of long standing, it may be necessary to 
brush its surface over with caustic, to destroy its mucous character.—s. F. s.] 

967. In a fistula of the urethra or bladder, communicating with the 
rectum, (Fistula recto-wrethralis et vesicalis,) and consequent on wound, 
as in cutting for the stone, puncturing the bladder through the rectum, 
in rough catheterism, or long continued in-lying of the catheter in the 
bladder, from foreign bodies in the rectum, or from suppuration, espe- 
cially in old persons, and the like, the urine mostly escapes by the rec- 
tum, which causes inflammation and excoriation, and an evil reaction 
upon the general constitution ; or on going to stool, some thin fecal mat- 
ter, often only wind or apple or grape-stones, even cherry-stones, which 
I have noticed in one case, pass through the urethra. If the fistulous 
opening be neither large, nor of long standing, and the constitution of 
the patient not bad, nor himself old, it may be hoped that by the con- 
tinued in-lying of an elastic catheter unstoppled and properly fastened, by 
placing the patient on his side with his buttocks raised, by constantly 
emptying and cleansing the rectum with clysters, by observation of great 
quiet and a strengthening regimen, the closure of the fistula may be ef- 
fected. This, however, rarely happens, specially in old persons. If this 
fistula result from wound of the rectum in cutting for the stone, so Is its 
division from the point of injury to the end of the rectum, its most 
proper treatment (1). _DupuyTren (@) has in recto-vesical fistula ef- 
fected complete cure, or at least considerable improvement, by applying 
the actual cautery and caustic remedies; in which he introduces his 
speculum ani (a metallic ring) well oiled into the rectum, seeks for 
the seat of fistula, and then introduces the cautery into the fistula, even 
to the bladder. ‘The lunar caustic is to be used in the same way. 
After forty-eight hours, the cauterization is to be repeated. In the in- 
terum, attention must be paid to the removal of the urine and fecal 
matter by cooling diet, by the careful use of soothing clysters, and by 
the introduction of an elastic catheter into the bladder. Five or six 
cauterizations are often sutficient to improve the ailment, so that the 
escape of the urine is much diminished. The application of caustic may 
be avoided by cutting the sphincter muscles on one or both sides 
(JAEGER). 


(1) Desaurr and Dupvyrren have employed this mode of treatment with good 
result. Zane (b) considers it preferable to the division of the gut; [have not, how- 
ever, seen any cure result from it, I have seen a case in which, after the operation 


(a) Ammon Parallele der franzosischen und deutschen Chirurgie. Leipz., 1823, p. 111. 
(b) Above cited. vol. iii. pt. ii. p. 230, 


186 RECTO URETHRAL AND VESICAL FISTULA; 


for the stone by another surgeon, the fistula withstood this treatment with the in- 
lying of the catheter, but after a year and a-half, healed of itself. _ { 

In a recto-urethral fistula AstrLey Cooper (a) made a cut upon a staff introduced 
into the bladder on the left side of the raphe till he felt the bulb, then thrusta double- 
edged knife into the perinzum, between the prostate and rectum, so as to divide the 
fistulous opening, between it and the urethra. j : 

[I have once operated for recto-vesical fistula with considerable benefit to the 
patient, and I think, had he allowed the treatment to have been persisted in, that he 
would have been perfectly cured. The object of my operation was, by dividing the 
m. sphincter ani from the fistula into the perinzum to produce perineal fistula, which 
would be much more easily managed; and [I had hoped that the circular fibres of 
the rectum above the divided sphincter would assume the function of a sphineter, and 
thus retain the stools. How far I succeeded, the following recital will show; and I 
have been induced to give it atlength, asit well shows the distressing circumstances 
attendant on cases of this kind. 

Case.—S. B., aged 32 years, a labourer of temperate habits and healthy, but very 
excitable, and subject to occasional attacks of dyspepsia, was admitted into Isaae’s 
Ward Oct. 3, 1837. Seventeen years before he was cut for the stone by the lateral 
operation, and the rectum wounded in cutting into the staff. This did not seem to 
interfere much with his recovery, as a fortnight after the operation he was sitting 
up ina chair and able to help himself at a pump, but in doing this he found his 
trowsers wetted by the flow of urine through the rectum. When he got sufficiently 
well to move about, he could never pass his water, whilst in the upright posture, 
without wetting himself, as the urine passed more freely by the rectum than by the 
urethra. Since the operation he has never been capable of retaining his urine beyond 
two hours, more commonly for not more than one, and. occasionally for a still shorter 
period. At times all the water is voided by the anus, and not more than a drop or 
two by the urethra. Between five and six months after the operation he first ob- 
served feculent matter in small quantities to pass from the urethra, whilst attempt- 
ing to make water, in the erect posture, and at the same time pressing on the anus 
to prevent the escape of the urine through it. Ordinarily when he is costive, the 
motions pass in small bits from the anus, and small pieces about the size of peas, 
and occasionally longer, on anaverage, about. a tea-spoonful, are daily voided by the 
urethra; but this rarely continues for more than a day or a day and a-half at a time. 
Ever since the operation, he has been much troubled with wind of which night and 
morning he passes considerable quantity, which, collecting in the bulb, produces 
great pain till voided bythe urethra. He always passes much mucus by the rectum, 
and sometimes also from the penis. Occasionally after connexion, he has observed 
a little moisture about the anus, with the usual sensation of water passing by it. 
The fistulous opening is sometimes sore, especially when the bowels are much 
relaxed, and then stools and urine mixed pass like pease soup from the urethra. 
About four times within the last eleven years there seems to have been a gathering 
for about a fortnight, during which no wind passed by the urethra, and he suffered 
great pain till the wind again escaped. This was soon followed by blood and pus, 
after which he got better and went about as usual. He now never leaves his bed 
without it being wet, the urine having flowed unwittingly through the anus, as he 
supposes ; and, in making water he is obliged to sit on a chamber-pot, to avoid the 
inconvenience of the water streaming down upon him. Occasionally he has heat 
at the lower part of the rectum, hardly amounting to scalding, and he thinks that in 
the last four years the quantity of stool passed by the wrethra has increased.. When 
a catheter is introduced through the penis, the point passes directly into the rectum 
by a narow slit, about an inch and a-half long, immediately above the m. sphincter 
ant, unless by the finger previously placed in the gut, the tip of the instrument be 
lifted up and ‘prevented entering. On consulting with my friend Green, whose 
patient he was, it was determined that I should perform the following opera- 
tion on. : 

Nov. 18. Having bound him and. placed him on the table, in the same posture as 
that for the Jateral operation for stone, the forefinger was introduced by the rectum 
into the fistulous orifice above the sphincter, but its tip only could penetrate into the 
cavity of the bladder, after passing for about an inch seemingly along the opened 


(a) Above cited. 
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under-surface of the prostrate part of the urethra. A staff was then passed by the 
penis, and its tip having been tilted by the finger into the bladder, was held as in 
the operation for the stone. A curved blunt-pointed bistoury was next passed on 
the finger into the rectum, and thence into the fistulous opening till its extremity 
lodged in the groove of the staff, towards which having tumed its edge I cut through 
the sphincter by drawing the knife to the perineum, and then removing the staff, the 
finger readily entered the bladder. For the purpose of obtaining a complete view 
of the fistulous opening, Weiss’s speculum vagine was passed into the rectum, and 
the aperture was then found to be an inch long, and half an inch wide, with a 
rounded and very thin edge; but it was requisite to continue the opening of 
the urethra still more forward into the perineum, before the fistulous opening was 
sufficiently exposed to permit the paring of its edge. I first, however, separated 
each side’of the wound in the rectum, from its connexions with the neighbouring 
parts, which on the left side, where the cut in the former operation had been made, 
was of a gristly hardness. ‘The bleeding from these edges was free, a vessel or two 
required tying, but they continued oozing freely, and were only checked by repeated 
bathing with cold water. he upper part of the fistulous aperture was then seized 
with Lisrranc’s tentaclés, drawn down, and about half an inch of it cut off, which 
was followed by free bleeding, probably from the veins at the neck of the bladder. 
The sides of the upper part of this wound were then brought together with a single 
interrupted suture, so as to shut off the communication between the bladder and 
rectum; but the lower part was left alone, the object being to endeavour to establish 
a fistulous opening in the perineum as the most likely mode of closing that between 
the rectum and bladder, and to render this more likely, the wound in the ‘perineum 
was continued forward till the wrethra was opened as far as its passage through the 
triangular ligament of the pubes. A female catheter was then passed by this open- 
ing into the bladder, but as bleeding continued after he was put to bed, it was with- 
drawn, and having a collar of sponge wrapped round, it was replaced, in hope that 
the swelling of the sponge would compress the bleeding vessels. 

About six hours after the operation, he voided by the catheter some very bloody 
urine, soon after felt sick and faint, and almost immediately had two gushes of 
clotted blood, (about half-a-pint), accompanied with air from the rectum. He com- 
plained of much pain im the loins, and of being distended with wind. AsI thought 
the swollen sponge might have prevented the escape of theair as well also of the blood, 
and might perhaps be exciting the disposition to bleed, I removed it, and directed 
that the plug should be removed from the catheter hourly and the water drawn off. 

He went on tolerably well except being teased with flatulence and a tiresome 
cough. On the third day the wound began to discharge; he has been passing 
plenty of clear urine by the catheter, often accompanied with air; but on the day 
following some was noticed to pass by its side, especially whenever he coughed. 
On the fifth day a small portion of hard stool was passed, whilst he was emptying 
his bladder, and a considerable quantity of fluid motion was on the sheet. This 
was the first relief after the operation, for although he had taken a little confection 
of senna with the view of expelling the wind, it was thought advisable to keep the 
bowels as quiet as possible. On the seventh day he was going on well, still passed 
air with his urine, but in less quantity. An injection was given this evening to 
clear the lower bowel, but it had notany result. One ligature came away. On the 
following evening he had a plentiful solid motion which gave him much pain; his 
cough having become very troublesome, syrup of poppies and mucilage were 
ordered. On the ninth day the catheter was removed, and having been replaced 
“with a shorter one, four ounces of urine were evacuated without any air, but after- 
wards both were again passed as usual. On the twelfth day he felt much forcing 
pain as if the bowels were loaded, though he had a good motion last night, and he 
has twice this morning passed some stool as well as air by the catheter. In the 
afternoon the bowels were freely moved, after which no more motion passed by the 
instrument. On the seventeenth day a fresh catheter was introduced ; and on the 
twentieth he complained of much irritation in the perineum, which when examined 
appeared to depend on the shoulder of the catheter having caused a little ulceration 
in the cleft of the buttocks. As regards the parts operated on, the external wound 
is healing fast, but the fistulous opening does not seem muchaltered. ‘The catheter 
was removed, and an elastic male catheter passed by the penis to encourage the heal- 
ing of the perineal wound. ‘This did not answer the purpose so far as the relief of 
the bladder was concerned; for the urine did not pass through it, but some by 
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its side, through the wrethra, the greater quantity however escaped. by the rectum. 
On the evening of the twenty-second day, not a drop of urine having passed through 
the catheter, the dresser thinking it might be stopped up, and that there might be 
retention, withdrew it, and introduced a silver catheter; but very little water having 
been obtained, he replaced the elastic catheter, through which, since the urine 
flowed freely, and on the twenty-fourth only passed into the rectum whilst he eva- 
cuated his bowels. On the twenty-ninth day his bowels having become loose, the 
catheter began to slip into the rectum, and have stools pass by it. This continuing 
for several days, the catheter was entirely removed, after which he began to pass 
about a table-spoonful of urine, at each watering, by the penis, but the greater part 
escaped by the rectum. For the first two hours after taking drink, he was making 
water every two hours, but after that time much less frequently. After two months 
he began to get up; he now retains his water for an hour and a-half or two hours, 
but voids it both ways. Four days after the water was held for a longer time, did 
not pass off as he walked about, but after sitting it oozed from the anus when he 
got up. He still continued slowly and steadily mending, the quantity passed by 
the urethra being equal to that from the rectum. . In the thirteenth week I examined 
the parts with a speculum ; the fistulous opening is about three-eighths of an inch in 
extent, its edges perfectly scarred and puckered. For the purpose of inducing con- 
traction, lunar caustic was freely applied. During the following week more urine 
passed by the urethra, and the edges of the wound were again touched with 
the caustic. Subsequently, at intervals of about a week, the edge of the aperture 
was continually touched with the nitrate of silver, and at the end of six months 
when I again examined the rectum, the fistulous orifice had diminished to the size 
of a large goose-quill, but he still passed water by it, though varying in quantity. 
Soon after he left the house much relieved, but not cured by the operation, and I 
have since lost sight of him.—z. F. s.]_ 

968. Vesico-vaginal Fistula (Fistula vesico-vaginalis) is almost always 
the consequence of inflammation and sloughing of the vagina in difficult 
labour with the head long wedged, or of instrumental delivery, in which 
the fistula may be produced in from twelve hours to fourteen days after 
the separation of the slough; more rarely it’ occurs from injury of the 
front wall of the vagina and of the bladder, by instruments or sharp 
bones in opening the head ; from operations, as lithotomy and puncture 
of the bladder by the vagina, from ulceration of the bladder by the con- 
tinual pressure of a catheter, or of a rough angular stone, from ulcera- 
tion of a mucous bag, (Dierrenpacu), and the like. The fistulous 
opening therefore mostly depends on loss of substance. The inconve- 
niences are very great; the vagina, nymphe, labia, and the inside of the 
thighs, are considerably inflamed, excoriated, studded with pustular 
eruption, burn and smart from the urine escaping by the fistula and the 
vagina, Often a stony mass collects between the labia and nymphe, 
and excites much pain ; on account of the patient’s continual wetting 
and-the soaking of her clothes, her position and so on, a very offensive 
smell spreads about, which cannot be avoided by any precaution, or by 
the most exceeding cleanliness, renders her neighbourhood, in the 
highest degree troublesome and unbearable, and banishes her to the 
most painful isolation. The bladder gradually loses its capacity, and 
the urethra becomes narrow. 

969. The diagnosis of the fistula is always easy, on account of the 
mode of its origin and the symptoms mentioned, and is most ‘distinctly 
determined by examination. If the fore-finger be introduced into the 
vagina, a very large opening is most commonly found in the middle of its 
front wall, from the size of a bean to two inches and more, the direction 
of which is mostly transverse, rarely vertical; but of the latter at least I 
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have never seen an instance. According to the different size of this 
opening it may be felt merely with the finger, or seen on examination 
with the speculum vagine, or it may be penetrated by the fore-finger, or 
by several fingers into the bladder. With so large an opening it is usual 
for the fore part of the bladder to protrude as a reddish bladder-like 
swelling into the vagina or between the labia. The aperture is situated 
for the most part an inch above the orifice of the urethra, but it may be 
higher or lower; it may correspond to the urethra, in which case the 
urine will be passed voluntarily, and escape only in part by the fistula. 
Stones may escape by the fistula, and incrustation form upon the internal 
surface of the bladder, (Jaz@rr), as well also as in the vagina. The 
canal of the vagina above the fistula may be natural, or, as I have often 
found it, narrowed by adhesions in various ways, and even entirely 
closed ; the neck of the wound is often drawn awry, nearly destroyed, and 
the mouth of the womb itself grown together. 

970. ‘The prognosis in vagino-vesical fistula is always very unfavour- 
able, inasmuch as the continual wetting of the fistulous edges with urine 
prevent it closing ; this, however, must always be attempted, especially 
when the opening depends on considerable loss of substance. Although 
of late the numerous attempts to cure these fistulas have presented only 
some successful cases, yet in the very sad condition in which the patient 
is placed by this fistula, and in the inadequacy of palliative remedies by 
means of receptacles for the urine, and so on, the further perfection of 
this treatment is to be considered as most highly important and to be 
desired. 

The various urinary receptacles which have been proposed by Dzonnp1, as well as 
the obturators of Barnes, Scumirt, Burxnarp, Harxe and Dueers, by means of sponge 
and elastic flasks, by cylindrical or other shaped pessaries, or by means of a piece 
of gut filled with air, are either of no effect or improve the condition of the patient 
very little. I have only once succeeded by the aid of an elastic bottle, “upon 
which a sponge was fastened to retain the urine, so that in standing or walking it 
did not escape, and could be voluntarily discharged. 

971. The cure of vagino-vesical fistulas has been attempted in various 
ways :—Ist, By drawing off the urine, and compression of the fistula ; 2d, 
by cauterization ; 3d, by stitching ; 4th, by the untting apparatus ; and 5th, 
by transplanting skin. | 

972. For drawing off the urine, a sufficiently large elastic catheter 
should, according to Desautr (a), be introduced into the bladder, fixed 
to an apparatus resembling a truss by means of a moveable silver plate, 
provided with an aperture for the removal of the catheter; and to bring 
together the edges of the fistula, a tent of linen, or a sort of glove-finger 
stuffed with lint and smeared over with resin or wax; ora bottle of elastic 
resin, on the front of which a thin piece of sponge is sown, dipped in 

oil, and the sponge smeared with cerate. calam. (Bates) (6); or a 
sponge, (GuTHRIE), or an elastic oval pessary, (Roenerra), or a hollow 
- resinous cylinder, (Coxe), introduced into the vagina, which it fills up, 
but does not stretch. During this treatment. the patient must avoid 
lying on her back ; and the cure is rarely effected before six or twelve 


(a) Above cited. ® ing or ulceration of the bladder from injury 
(b) Case of the succesful treatment of In- - during labour ; in Med..Chir. Trans., vol. vi. 
continence of Urine, consequent to slough- p, 982. 


Vou. 11.—17 
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months. Although by this method several successful results have been 
obtained (a), in most cases it does not succeed, especially if the fistula 
be old, callous, and round; by the frequent removal -of the plugs from 
the vagina the cure is always disturbed, and the length of time it requires, 
in many cases cannot be borne. JarGeR doubts the cures of old fistulas 
by this treatment, as mentioned by Desautr. 

973. On the failure of this treatment, for the purpose of effecting the 
cure most effectually, and in the shortest time, the cauterization of the 
edges of the fistula with caustic or with the actual cautery has been 
practised, in order by the inflammatory swelling, suppuration and granu- 
lation, to effect its diminution and gradual closing. Dupuytren (6) in- 
troduces his speculum, open above, into the vagina, with its aperture up- 
wards, and then with a hot iron, or with a piece of nitrate of silver or 
caustic attached to a thin rod, touches the orifice of the fistula for a minute, 
after which lukewarm water is to be injected. Often a similar application 
is necessary in from five to eight days. The position of the fistula may be 
illuminated by a candle held before it (c). Latiemanp (d) first takes 
an impression of the fistula with modelling-wax, for the purpose of fully 
understanding the extent of the opening, and its distance from the en- 
trance of the vagina. Afterwards he carefully touches the edges of the 
fistula with nitrate of silver, by means of a caustic-bearer fixed on a ring, 
and thus produces a sufficient degree of inflammation. When theslough 
is thrown off, and the edges of the fistula have become red, swollen, 
and suppurating, he introduces his connecting catheter (sonde-airigne), 
which draws off the urine from the bladder, and at the same time holds 
hooks, which are fixed in the hind edge of the fistula, whereby the two 
fistulous edges are brought together and kept in contact. If one appli- 
cation of the instrument be not sufficient, it must be repeated. The 
changed condition of the fistulous opening, and its progressive scarring, 
is ascertained by the repeated application of the modelling wax. Cau- 
terization can specially have only a satisfactory result when the fistula 
is small and surrounded with much harshness, and especially, according 
to Drerrensacn, if it be high up in the vagina, where the suture is in- 
applicable, and the neck of the womb participating in the burning, and 
thereby swelling assists the union. 

Sanson describes a peculiar apparatus for illuminating the vagina after the intro- 
duction of the speculum. 

Dupvyrtren has also a connecting catheter, projecting wings on both sides instead 
of hooks. Naxrcexe’s and Laveter's connecting forceps. 

974. Sewing up the vesico-vaginal fistula, after having previously 
refreshed its edges according to the proposal of Roonxuysen (e), as 
practised by Farro (f) and Vortrer (g), but not since thought of, and in 


(a) Desautt, Barnes, Younc, Guriris, 
(Edinburgh Medical and Surgical Journal, 
1824, April.) Brerscuier and others. 

(6) Ammon, above cited, p. 114. 

(c) Sasatrsr, Médecine Opératoire— 
Nouv. Edit. vol. i. p. 49. 

(d) Reflexion sur le Traitement des Fis- 
tules Vesico-vaginales nouveaux moyens 
d’union applicables a celles dans lesquelles 
la perte de substance est considérable; in 


Archi ves générales de Médicine, April, 
1825, p. 481, pl. i—FRorier's Notizen, No. 
232, p. 186.—Chirurgische Kupfertafeln, pl. 
ely 


x) Heebkonstige Anmerkingen. Amst. 


(f) Helvetis verninftige Wehm :, 
Basle, 1752. ¥ > ee 


(g) Neue eroffnete, Hebammensch 
Stutt. 1722, 
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which NarGEte (a) proposed different modes of proceeding, ScurEGER (b) 
followed out successfully, has been frequently of late, and with various 
modifications, performed, but rarely with success. Worzer (c) has had 
the greatest success, (of eighteen operated on, three were radically cured 
and the rest improved), who, by the careful and precise detail of his 
observations and trouble, accompanied with rare perseverance, has im- 
portantly contributed to perfecting the operation, and, by the addition of 
paracentesis vesice, in order more completely to draw off the urine, has 
advanced considerably farther than his predecessors. The performance 
of the operation for vesico-vaginal fistula is always difficult, and may be 
even dangerous, from severe inflammation of the bladder and peritoneum. 
The difficulty of the operation is increased by the high situation of the 
fistula and by the narrowness of the vagina ; so also the improbability of 
its success is in large openings with thin edges, with the whites, with 
the urine not properly drawn off, and in a bad constitutioned patient. If 
there be adhesions of the vagina these must be first divided, and any 
incrustations in the vagina or bladder removed. If the patient still men- 
struate, the operation must be undertaken two days after it has ceased. 
The intestinal canal must be cleansed by purging or clysters. According 
to Worzer, the operation is only to be undertaken in fine weather. 

975. The patient should be placed on her belly upon a table covered 
with a mattress, so that she may kneel near its edge, with her head and 
chest bent forwards, and supported with small bolsters. The operator 
sits between the patient’s thighs, upon a seat of proper height, so that 
his arms should not soon tire. ‘Io widen the vagina and render it sufli- 
ciently open, a blind hook should be introduced into it, and the perineum 
raised with it, by an assistant. The labia, together with the sides of the 
vagina, are to be drawn outwards by other assistants, standing on either 
side, either with the fingers alone properly applied, or with slightly bent 
hooks. 

The position of the patient on her belly is much preferable to that on the back, (as 
in the operation for the stone), which has been recommended by most persons, as 
the performance of the operation is rendered considerably easier, although for the 
patient it is more irksome than on the back. The widening of the vagina with a 
speculum in the way proposed, is also preferable. (Wurzer). 

976. According to Wurzer’s method for refreshing the edges of the 
fistula, the most conveniently situated part should be seized with a long-’ 
stemmed slightly curved sharp hook, and brought into a suitable posi- 
tion; a line is then to be drawn with the point of a fine pointed scalpel 
around the fistulous opening, and from three to four lines distant every 
where from it. The portion of the mucous membrane of the vagina be- 
tween the line and the fistulous opening is then to be seized with the 
hook somewhat raised, and gradually removed about the whole extent 
of the opening as thinly as possible, to the breadth of three or four lines, 
by a saw-like motion of the scalpel, and the bleeding which ensues is to 
be checked by the injection of cold water. 


(a) Erfahrungen und Abhandlungen aus (c) Ueber die Heilung der Blasenschieden- 
dem Gebiete der Krankheiten des weibl. Ge- fistel; in Organon fir die gesammt Heil- 
schlectes. Mannheim, 1812, p. 369, vol.i.ii. kunde, vol. ii. pt. iv—F. Birrarnsacna, Dis- 

(b) Annalen des chirurg, Klinikums auf sert. de variis fistule vesico-vaginalis ope- 
der Universitit zu Erlangen, Erlangen, randi methodis. Bonn., 1841, 

1817, p. 78, 
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By Drerrenzacn, the patient is put in the same position as in cutting 
for the stone, a silver catheter is introduced into the bladder and held by 
an assistant, and a two-armed speculum vagine passed, in order to see 
the fistula distinctly. If the fistula be not high up, one of its edges may 
be seized after another, with a hook, or with a pair of hooked forceps, 
gently drawn down, and removed with a proper bistoury or pair of scis- 
sors. If the fistula be high up, DierrenBacu, after introducing Ricorp’s 
speculum, passes one pair of hooked forceps into the wall of the vaguna, 
above the fistula, and a second pair of hooked forceps beneath it; the 
speculum is then removed, and the vagina gently drawn with double 
hooks, if there be considerable tension, by an assistant, to one side, till 
the edges of the fistula are apparent between the nymphe. About the 
edges little hooks are to be introduced, and both double hooks and one 
pair of forceps removed; the other pair is held by an assistant, and the 
little hooks by another person. A small scalpel is now thrust through 
the mucous membrané of the vagina and bladder, distant a line from the 
fistulous aperture, and a strip, a line broad, is to be removed around the 
opening, and the hooks again introduced into the bleeding edges. ‘The 
edge of the bladder is now to be taken hold of with a fine pair of hooked 
forceps, and a portion, two lines wide, removed with the knife, so that the 
wounded surface, which was only one line wide, is now four lines. In 
small fistulas, where the separation of the two walls is not possible, a 
funnel-like piece should be removed. 

Hosrrrt (a) refreshed the edges by touching with lunar caustic. 


Peculiar instruments for refreshing the edges (Narcetn’s bistoury with a covered 
edge, Lartemanp’s hook-shaped knife, and so on) are unsuitable and unnecessary. 


977. For uniting the refreshed edges, the twisted, the glover’s, the 
interrupted and the running stitch have been proposed, and with dif- 
ferent modifications employed; the twisted and the interrupted are 
most convenient. ‘The latter is easier of application; soft threads only 
and not hard metallic threads being employed, the threads are easily 
withdrawn; on the other hand the twisted “suture renders the union 
much closer and does not allow the urine to percolate so easily; there- 
fore Wourzer prefers it, in a quiet intelligent patient, for a narrow 
vagina and soft fistulous edges. In using the twisted suture, the insect- 
needles should be fresh sharpened and pointed," just before the opera- 
tion, but they must not be too fine. The needle in the needle-holder 
should be introduced at such an angle as suits generally the position 
of the-fistula; its point should not project farther than necessary... It 
may be requisite, in order that the movements of the needle be not 
prevented, to grip it with the needle-holder close to the head. The tip 
of the fore-finger of the left hand is to be placed near the edge of the 
fistula, and so directed that the entrance of the needle should be as ad- 
vantageous as possible. In transverse fistula it is best to pierce the 
hinder (upper):lip of the wound first, but in longitudinal fistula that next 
the lefi side of the pelvis. The left fore-finger then presses the corre- 
sponding lip of the wound against the point of the needle, till it pretty 
well holds it. The other needles are to be introduced ina similar way, 
and the distance between the several needles should be no more than 
two and at the farthest three lines asunder. The tying of the threads 


(2) London Medical Journal, 1825, Dec. p. 439. 
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is to. be effected with the two fore-fingers, but if they cannot reach, 
with the forceps. In the application of the interrupted suture, the 
curved needle, properly fastened in the needle-holder, and supported by 
the left fore-finger is to be thrust through both lips of the wound at pro- 
per points; for which purpose, frequently the edges of the wound must 
be fixed with a sharp hook, as otherwise they easily give way. As 
soon as the needle is introduced through both lips up to its eye,,an as- 
sistant frees it by turning back the screw of the needle-holder; the eye 
and the thread are then to be oiled, the holder withdrawn, and the point 
of the needle seized with the forceps, and about eight inches length of 
thread introduced. Both ends of the thread may be advantageously 
used for arranging the edges of the wound whilst applying the other 
stitches. If several threads have to be introduced, it is convenient that 
they should be of different colour, so that they may be more easily ar- 
ranged. ‘The needle threads must be first tied and drawn together 
with the fingers, or if deep, with the forceps. If the first tie loosen be- 
fore the second is drawn together, it must be kept tight with forceps by 
an assistant. The threads must be cut off an inch from the knot. In 
introducing the needle it should be remembered, that the edges of the 
wound are to be taken hold of so far from the needle, that they may be 
penetrated without ever piercing the mucous membrane of the bladder. 
By this treatment the two wounded surfaces are applied to the height 
of three or four lines, and their free edges at the same time turned in- 
wards towards the bladder, permit the urine to come in contact with 
the seam only in the most untoward cases. In this way, according to 
- Wourzer, the very difficult separation of the bladder from the wall of 
the vagina, which here and there, from the great thinness of the tissue, 
must be quite impracticable, is superfluous. Dierrenpacu draws with 
curved needles seven threads from the hinder to the’ front end of the 
fistula when drawn down, of which only one holds the edges of the 
vagina and the other, those of the bladder. The threads which have 
been passed are to be properly tied with the fingers, their ends brought 
out and fastened in the mons Veneris with sticking-plaster. 

The twisted suture is proposed by Narcete to be made with curved needles ; Roux 
employs the common hare-lip needles; Scurecer uses the glover’s needles and 
suture. Enrmann (a) first introduces on the inner side of the fistula some cross 
threads, then scarifies,and brings it together by tying the threads. Kian So in- 
troduces the needle near the front angle, three lines from the edge, that its convex 
surface is directed towards the operator, pushes it backwards in the direction of the 
length of the fistula, and again passes it out at the same place, draws it out with 
the forceps, and brings back the threads to this side. In this way the threads are 
introduced on the other side, by which the first thread may be employed for draw- 
ing down the fistula. The several opposite corresponding threads may then be 
"The conveyance of the needle with the fingers, or, where necessary, with a 
needle-holder, is preferable to the long stemmed trocar-like needle, from the eye of 
which the ligature is drawn out with a pair of forceps. (Narcene, Laruemann, 
Devser, and others). The drawing together of the threads, by passing them 
through several rosary beads, and tying upon them, (Scurrcer), or with the liga- 
ture tyer, is improper. Y 

For the cases in which, on account of the thinness of the fistulous edges above 
described, the separation of the vagina from the bladder is not possible, Dierren- 


(a) Répertoire Générale d’Anatomie et de Physiologic Pathologiques, vol. v, pt, ii. p, 172. 
Frorier’s chirurg. Kupfertaf. cexxxv. 17 
* 
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BACH técommends the running stitch, in which without previously refreshing the 
edges, a very thick thread is carried bya curved needle circularly around the fistula, 
some lines distant from its edge, through the cellular tissue connecting the vagina 
with the bladder, in which the needle must be passed in and out three or four 
times through the same opening; the thread is then to be firmly tied. (Compare 
par. 957). 

978. For the purpose of carrying off the urine with greater certainty 
from the wound thus brought together, puncture of the bladder above 
the pubes should, according to Wurzer, be performed. ‘The patient 
must be removed from the position upon her belly to that on her back, 
and should be allowed some rest. She is then to be brought to the 
edge of the table, the thighs raised towards the belly, and after the still 
remaining urine is drawn off with an elastic catheter, the curved tube of 
the trocar furnished with a fishbone-plug, and oiled, is to be introduced 
through the urethra into the bladder; the round head of the plug is then 
placed against the front wall in the direction towards the arch of the 
pubes, pressed pretty firmly on the hind surface of the lower notch of the 
synchrondrosis, and there kept some time constantly close to the pubic 
symphysis, raised along it from below upwards. til] at last it can be felt 
through the abdominal coverings immediately above the pubes, and dt- 
rectly in its middle. The operator then firmly retains the tube in his 
right hand, in the position just mentioned, places the tip of the fore- 
finger and thumb of his left hand on either side of the projection artifi- 
cially made above the pubic symphysis, and endeavours so to assist in 
fixing the extremity of the tube there pressed up; an assistant then with- 
draws the plug, and in its stead introduces a curved stilette into the 
tube, so far upwards till the two handles completely meet to each other, 
and the point of the stilette at the same time protrudes through the up- 
per opening of the tube. At this important moment the operator with 
his right hand takes hold of the handle of the tube with that of the - 
stilette, and with strong pressure thrusts the stilette in a corresponding 
direction upwards and forwards, through the front of the bladder and 
the wall of the belly. The accompanying tube he takes hold of at the 
same time, with the two fingers of the left hand conveniently disposed, 
keeps it steady, and then allows the stilette to be withdrawn by an as- 
sistant, who also immediately carefully removes the handle of the tube, 
by gently drawing them apart. The operator now changes both hands, 
draws the tube with his right hand out of the belly till the hinder ex- 
tremity directed by the Jeft hand enters the cavity of the bladder, be- 
tween the orifices of the ureters, which can be ascertained by the careful 
introduction of the oiled tip of the finger into the vagina. For the pur- 
pose of keeping the tube in this position, it must be fixed immoveably b 
means of wing screws, in the cleft of a previously well-fitted belly-girdle, 
after which the patient should be carefully conveyed to a bed previously 
prepared, placed on her belly, upon suitably cut out leather cushions, 
and properly buckled in it with suitable straps. In the gap of the bolster 


and beneath the point of the tube a basin should be placed to receive 
the urine flowing from it. 


gs the arrangement of the trocar and bed, see Wurzmr, above cited, pl. iv. 
and vy. 


979. The afier-treatment must have special reference to the pre- 
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vention of inflammation. According to Dierrensacn, besides rest and 
antiphlogistie diet, injections of cold water every half hour, with a large 
syringe, through the catheter lying in the bladder should be made, and 
by an esophagus tube into the vagina; cold application on the region of 
the pubes, and according to the state of the constitution, blood-letting ; 
if pain come on, leeches to the region of the bladder, and even in the 

vagina; emulsions with aqua lawro-cerasi and castor oil, with mucila- 

ginous drinks. About the sixth day the ligatures are to be carefully 

removed with forceps and long scissors, and injections made with luke- 

warm chamomile tea. If the union succeed and jhere remain only a 

little opening in place of the early cleft, or one of the needle-holes, we 

must endeavour to close it, by touching with tincture of cantharides, 

and the like, or by the loop suture. According to Wurzer, the symp- 

toms of inflammation coming on moderately, may be opposed by fre- 

quently drinking cold water, and careful injections. In more careful 

examination of the patient, together with the application of leeches, 

some doses of calomel, rubbing in gray mercurial ointment on the in- 

sides of the thighs, and the frequent introduction of small pieces of ice 

into the vagina may be sufficient against severe inflammatory symptoms. 

The latter remedy employed with a cautious hand, will be especially 

advantageous and diminish the still burning pain. In increased inflam- 

matory symptoms, blood-letting, calomel followed with infusion of senna, 

and injections of luke-warm oil into the rectum are to be employed. 
When, however, there is no danger of threatening symptoms, constipa-’ 
tion for four or five days is rather desirable, and if there be disposition 

to diarrhea, it must be checked with opium. If the puncture of the 

bladder have not been made, or if the tube have again slipped from the 

bladder, a thin elastic catheter must be introduced through the urethra 

every hour or two, or even oftener, with frequent pressure to discharge 

the urine; Wurzer considers it most advantageous when the patient 

herself can do this; but if not, the introduction of the catheter must be 

carefully performed by an assistant; and only when neither is possible, 

should the catheter be allowed to remain permanently. When, how- 

ever, not merely the disposition to inflammation of the bladder is much 

increased, but also, by the continued irritation, the mucous secretion in 

the bladder is so great, that particularly after the third day, the catheter 

is frequently stopped, against which injections are not sufficient, this in- 

strument must often be changed. The sutures should be first examined 

three days after the operation ; if about this time a needle or a thread 

be near cutting through it, must be removed. After the third day, the 

examination must be made daily, that according as suppuration comes 

on, the several threads or needles may be removed. In successful cases 

the scar acquires the desired strength in four days. After the removal 

of the threads or needles, injections only of luke-warm water, or of 
weak lead wash should be used. 

980. The cure of vesico-vaginal fistula by transplantation, was first 
attempted by Jogert, in a case where previously two attempts with 
suture had failed. By means of Musrux’s forceps or a hook, he drew 
down the hinder edge of the transverse fistulous opening, pared it, and 
then did the same with the front edge. He next separated an oval piece 
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of skin from the mucous membrane of the right labiwm, so that the flap 
at the edge of the vaginal aperture formed, by closing the cut, a neck 
of four lines broad. With a female catheter, he introduced a loop of 
thread through the wrethra, up to the fistulous orifice in the vagina, and 
drew the one end of the loop out of the vagina, and the other by the 
catheter, out of the urethra. ‘The turned back flap was so folded, that 
its mucous surface touched itself, and through its double edge the end 
of the thread hanging out of the vagina was passed spirally with a 
needle twice, and soa plug of flesh formed with a raw surface. B 
drawing the end of the thread hanging from the wrethra, the fleshy plug 
was pulled between the fistulous edges and properly pressed up with the 
finger. An assistant continued to draw the urethral end of the loop, 
whilst the operator, after refreshing, drew a thread forwards which had 
been introduced into the upper edge of the fistula, for the purpose of 
bringing it into contact with the flap of flesh. An elastic catheter was 
then introduced into the bladder, the ends of the thread fastened to a 
T-bandage, (or with sticking plaster on the thigh,) and the wound 
covered with agaric. ‘The patient was benefited, but not cured. 

In another case, in which the transplantation was made from the /abium, hair 
subsequently grew upon it, which excited inflation of the mucous membrane of the 
vagina, and obstructed coztus. 

Subsequently Joperr made the flap from the fold between the thigh and buttock; 
after ten or eleven days the patient could pass her water without the catheter, in the 
usual manner. After four or five weeks the flap was cut through, an inch from 
its base, whereupon it became black, which, however, it ceased to be, after 
throwing off a small slough. After two months the successful result is no 
longer to be doubted. For similar experiments on transplantation see Wurzer, 
above cited. 

981. Dierrenpacu endeavoured to close large fistulas by drawing the 
mucous membrane together. Without introducing a speculum, and after 
having returned the wall of the bladder through the fistula, and having 
introduced a sponge into the cleft, to prevent its re-protrusion, he seized 
one edge of the opening with the hook-forceps, drew it towards him, 
and supporting it with another hook, cut off:a narrow slip from the 
edge, and also cut off the edge of the bladder, some lines distant from 
the edge of the vagina. He then, by means of his own palate-needles, 
carried two leaden threads through the edges of the vagina, without in- 
cluding the bladder, and drew them together till there was considerable 
tension, upon which he thrust the knife in upon the posterior and lateral 
part of the vagina, and drew it down in a straight line to the nympha, 
and then treated the opposite side in the same way, so that the breadth 
of the thus isolated part of the vagina was about a fourth of its whole 
width. In making this cut the finger was introduced into the rectum to 
prevent injuring it, and to make the cut sufficiently long and deep. The 
leaden thread being then drawn tighter till great tension was again pro- 
duced ; the edge was drawn forward with a hook, or with hook-forceps 
and the cellular tissue connecting the vagina to the pelvis cut through 
with scissors or a knife, first on one and then on the other side, but 
without coming too near to the bladder. By continuously drawing the 
leaden threads, the edges were loosely brought together, so that no 
further tearing apart was to be feared, and the edges of the wound were 
united with the interrupted suture, made with a curved needle, and when 
the hindmost Stitch could not be made with the hand alone, it was made 
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with a needle-holder. When the whole cleft was closed the leaden 
threads were drawn close together, and cut off so that only two turns 
remained. A catheter with-large openings on the sides was introduced, 
and the after-treatment conducted as above described. 


_ In moderately large fistulas, when a small neighbouring fold of the bladder lies 
in the opening, and has already become adherent, Dierrensacd recommends that 
the edges should be inflamed, by frequently touching with ‘tinct. dyttz, and that the 
membrane of the bladder should be drawn with a fine hook into the opening. If 
at last it unite to the edge, its surface should be touched with lunar caustic, to ren- 
der it more tough and hard. 

There is still to be mentioned Vinaw’s proposal of, in complete destruction of the 
vagina and wall of the bladder, bringing together the dabia, having first pared them ; 
after which care must be taken, by frequent introduction of the catheter, and, in 
menstruation, by injection, for clearing the urine and blood from the vagina. To 
the same purpose is Horner’s proposal (a) of drawing down the uterus into the va- 
gina, and so to fasten its front that it may supply the loss of the bladder or its neck. 

{Among the various plans of treating vesico-vaginal fistula, may be mentioned 
that of introducing a small India rubber bag into the bladder proposed by Dr. Keitx 
of Aberdeen (), in consequence of the following very remarkable case which came 
under his care. ~ 

Case.—J. S., aged thirty years, was admitted into the Aberdeen Infirmary, com- 
plaining of constant pain in the region of the bladder, and constant distillation of 
urine from the vagina. She was delivered in 1831 by the forceps, and fourteen days 
afterwards the urine came away through an artificial opening in the vagina. This 
continued for seven or eight years, when she plugged the opening with a pint- 
bottle cork, and for a time succeeded, and she enjoyed comparative comfort till the 
cork slipped into the bladder, and was followed by the usual symptoms of stone. 
For a time the urine flowed again through the fistulous opening, but as the symp- 
toms of stone became aggravated she regained the power of retaining her water, and 
this so entirely before the close of the year that she then passed the whole of her 
urine by the urethra. The irritation of the stone however became so intolerable that 
it was resolved to crush it by the screw lithrotite. The fistulous opening was then 
large enough to admit a No. 16-catheter, having once been large enough to admit a 
pint-bottle cork. When the stone and cork had been crushed, and the particles 
evacuated the urine again passed freely through the flstulous opening, which, how- 
ever, had become sufficiently small to allow a button-headed cautery at a white heat 
to be applied to it, so as to touch at once the edge all around. This was repeated 
in six days, again in sixteen days, and lastly in twenty-two days, after which she 
continued quite cured. ‘‘Several points of interest attach to this case,” says Keira; 
‘first, it affords convincing evidence, from the effect produced on the fistula by the 
presence of her calculus that were a foreign body ofa smooth and unirritating character, 
of sufficient weight, introduced into the bladder in cases of vesico-vaginal fistula, 
the body would act as a bullet valve, and not only keep the patient dry, but actually 
favour the contraction of the false opening. After seven years, in the above case, 
the opening admitted a pint cork, with so mugh ease that it slipped through but 
after a foreign body was lodged in the bladder, nine months sufficed to reduce the 
opening to less than one-third of its previous size, and it could only have been during 
the latter six months of that period that the cork could have acquired density and 
weight enough to operate as a valve-plug. I would suggest a small thin bulb or bag 
of Indian rubber filled with mercury. Should incrustation happen in the progress 
of the cure, a squeeze with a screw lithotrite, or percussor, or a long @sophagus-for- 
ceps would throw it off, and at last when the opening had contracted to such a size 
as to admit of its ready cure by the cautery, the thin bag could be easily burst or 
punctured, and then withdrawn by the urethra. Secondly, If asked why I deprived 
myself of the bullet valve, while cauterizing in the above case? I reply, that the 
constant straining kept up by the rough stone, arising from the inflamed state of the 
mucous membrane of the bladder, kindled and kept up by its presence, obliged me 
to remove a source of irritation, sufficient to defeat, in more ways than one, any 
effort of mature adhesion. Thirdly, It is worthy of remark that the application of 


(a) American Journal, 1839. No. 7. Monthly Journal of Medical Science, vol. iv . 
(6) Remarks on the Treatment of Vesico- p. 12; also in Brarruwarrte’s Retrospect, vol. 
vaginal Fistula; in London and Edinburgh ix. p. 164. 
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the actual cautery inside the vagina occasions nothing deserving the name of pain, 
and this observation I have had repeatedly corroborated. The heat of the reflected 
rays may be felt; but I have never found patients say that they really felt pain. 
Fourthly, It is advised by high’ authority to allow long intervals between each ve 
plication of the cautery, that time may be afforded for the consequent contraction 0 

the parts: the advice is judicious; but it applies chiefly to cases where the orifice 
is large, and where there is much to accomplish in the way of closing in. My 
bullet-valve will, in future, aid the process much in such cases; but I beg to remark 
that where we have a fistulous opening of the size of a female catheter, for instance, 
and where, as in the preceding and succeeding cases, we are able at once to make 
the edges approximate, then I would urgently advise the frequent use of the hotiron, 
so as to keep up a raw edge, as well as a complete closure, thereby to ensure adhe- 
sion and complete obliteration at once.” (p. 13). ‘ 


[RECTO-VAGINAL FISTULA. 


981.* Still more serious and distressing to the patient than the vesico- 
vaginal, is the Recto-vaginal Fistula, (Fistula recto-vaginalis ), in which 
the stools incontinently passing from the rectum, through an unnatural 
passage in the vagina, convert it into a cloaca, from whence they con- 
tinually escape by the vulva. When from the discharge of stool by this 
aperture, it is suspected that a fistula exists between the rectum and va- 
gina, its situation and extent may be ascertained by the introduction of 
the finger of one hand into the rectum, and a blunt gorget into the vagina; 
but if the fistula be very high up, a sound must be introduced instead of 
the finger; in the latter case, however, Duparcque prefers the speculum 
vaging, as by it, every part, even the most minute fold of the vagina, 
can be thoroughly examined. He also observes, that, ‘‘injections are 
not to be despised, as they point out in the fistula, indications which can- 
not be so exactly determined by any other means. ‘Thus the injection, 
which does not return by the vagina in stercoral fistula, otherwise very 
evident, shows that it is neither with the rectum, nor with the large 
intestines that there is a communication, but that it belongs to the small. 
intestines. The nature of the matter escaping from the fistula, furnishes 
also a sign more or less positive of the region of the intestinal canal with 
which it is connected. ‘Thus the matter is liquid and yellowish from the 
small intestines; thicker and containing portions of formed motions when 
the fistula is in the large bowels, and more especially when in the rec- 
tum. * * * If the gas formed in the small intestines differ materially 
from that in the large, it may also afford some guide to the seat of the 
fistula; the patient should therefore be put in a bath, and the gas col- 
lected and analyzed.” (p. 315), ‘The tendency to spontaneous cure 
which exists in accidental openings, is especially remarkable in tearings 
of the vagina. As the neighbouring parts converge concentrically to- 
wards the solution, so does it diminish, narrow, and at last the opening 
entirely disappears. The development of the cellular granulations, 
which is a sort of lengthening’ of the tissue, contributes to fill up the 
space, and especially to form the scar. Thus fistulous openings, of 
which the size is so great as to do away with all hope of occlusion, are 
notwithstanding, more or less immediately closed, either spontaneously 
after all treatment has been given up as unavailing, or when it has been 
perhaps more injurious than beneficial.”? (p. $27). A remarkable in- 
stance of this kind is mentioned by Duparcaur, in which there was one 
aperture between the vagina and rectum, an inch and a-half above the 
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anus, through which the finger readily passed ; and a second between 
the vagina and urethra, about an inch from the orifice of the latter, of 
an oblong shape, from seven to eight lines long and two wide. In four 
months from the delivery, the apertures had diminished to half the size 
they were of, at the preceding month, when first examined; and at the 
end of eight months, ‘‘ nothing escaped into the vagina, and there was 
merely a slight depression indicating the scar of the wounds.” (p. 331). 
The only treatment in this case was great cleanliness, looseness of the 
bowels, quiet, and generous living. 

DuparcquE observes, that ‘‘ the passage of the feculent matter over 
these accident alfistulas, does not actually prevent their healing, but be- 
cause the parts on which they are found are not favourably disposed to 
stretch by their distension, or displacement, to the concentric closing of 
the opening. Thus the use of sounds, pessaries, and obturators, produce 
no satisfactory results; but on the contrary, by keeping the walls of the 
fistulous organs asunder, they prevent the narrowing of the opening. 
(p. 331). ‘The passage of the stools over the fistula, is rather advan- 
tageous than detrimental tothe scarring. In reality, their continual con- 
tact with the edges of the opening, excites an inflammation which 
prevents their scarring simply of themselves; it causes the development 
of cellular granulations necessary to fill up the space, and produce 
consecutive union. * * * But I repeat, the principal and most impor- 
tant indication consists in putting the perforated parts in a condition 
most suitable for the approximation of the edges of the opening. (pp. 
132-33). 

The principle here recommended was, however, carried out much 
more correctly in an operation for recto-vaginal fistula, first proposed 
and performed twenty-five years ago by CopeLanp, and it is much to be 
regretted that he has not given to the public any account of it ; for though 
he is well known as having been the original proposer, yet there have 
been only a few scattered notices of this operation in the works of other 
writers (a). He has, however, kindly informed me, that his first operation 
was for a recto-vaginal fistula consequent on delivery, and that it con- 
sisted in division of the whole m. sphincter ani, on one side of the anus, 
so as to produce incontinence of the stools, and quite away from the 
fistulous opening. The result of this was, that the contraction of the 
sphincter being destroyed, the parts surrounding the fistula were no 
longer acted upon by it, and the tendency of the fistulous opening to, 
concentric contraction being not opposed, it gradually drew together till 
it had completely closed, whilst the divided sphincter uniting more slowly, 
at last Seavert aie power of retaining the motions, and thus a perfect 
cure was effected. He further informs me, that he has operated success- 
fully five or six times, cutting one or other side of the anus, as might be 
convenient, but never dividing forwards towards the vagina, nor cutting 
through the fistula and perineum, as the result would inevitably be per- 
manent incapability of retaining the stools.—s. F. s.] 

Besides the writers already mentioned on Vesico-vaginal and Recto-vaginal 
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(a) Mayo Herzerr, Observations on Injuries and Diseases of the Rectum. London, 
. 1833. 8vo, p. 23. 
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First Cuapter.—OF DISLOCATIONS IN GENERAL. 
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982. A Dislocation (Luzxatio, Exarthrema, Lat.; Verrenkung, Germ. ; 
Luzxation, Fr.) is the slipping of a moveable bone from its natural articular 
connexion ; and is distinguished from the separation of bones immoveably 
connected with each other (Duastasis). 

983. The dislocation is either complete (Luxatio completa) when the 
corresponding joint-surfaces not at all touch, or encomplete, (Luxatio in- 
completa, Subluxatio), when they are not entirely separated from each 
other, with which last must be reckoned Wrenching or Distortion, (Dis- 
tortio, Lat.; Verstauchung, Verdrehung, Germ.; Entorse, Fr.), in which 
the joint-surfaces are partially separated, but their natural condition is 
again restored by the strength of the muscles and ligaments(1). Dis- 
locations are further divided into simple, (Luzxationes simplices), when 
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unaccompanied by peculiar symptoms, and compound (Luxationes com- 
plicate), which are attended with wounds, bruises, fractured bones, severe 
inflammation, suppuration and other dangerous. symptoms ; into. recent 
(Luzxationes recentes) and old (Luzationes inveterate), into primary, 
‘ (Lucationes primitive), when the displaced head of the bone remains on 
the spot whereon it had been first thrown, and secondary, (Luxationes 
consecutive), when it is dragged up to some other position by the muscles; 
into congenital, (Luxationes congenite), and acquired (Luxationes acquisita). 

(1) Distortion has various degrees, according as the fibrous tissue, the synovial 
membranes, the vessels and nerves severally, or altogether, are severely stretched 
or torn through :—Ist degree, Slight pain and gradual swelling of the soft parts; 2d 
degree, Sudden and severe pain, swelling, and effusion of blood; and therewith, in 
3d degree, Unnatural motion of the joint in all directions. x 

984. The diagnosis of dislocations depends on the disturbed function 
of the. dislocated limb, and on the appearances produced by the bone 
when removed out of its socket. The most remarkable signs are, entire 
or partial loss of motion of the limb, with altered form and position ; it 
may be shortened or lengthened according as the head of the bone is 
displaced in this or that direction, or it may be distorted, which depends 
on the contraction of the muscles, that, by the dislocation of the head 
of the bone, are-most commonly torn and extended, hence. rotation of 
the limb occurs on the opposite side to that on which the head of the 
bone is dislocated; the natural form of the,joint is changed, the socket 
is empty,.and the dislocated head forms ‘an unnatural projection; the 
limb is fixed in its position by the stretched muscles, and can only with 
the greatest pain be moved, and: often not at all. ‘To these symptoms 
are added severe inflammation, pain, swelling, and effusion of blood in 
the neighbourhood of the joint. ‘he determination of the dislocation is 
therefore more or less difficult, according to the superficial or deep situa- 
tion. of the joint, according to the nature of the dislocation and the degree 
of the accompanying swelling. A more remote effect of dislocation is a 
kind of crackling which depends on the effusion of plastic lymph into the 
joint and into the mucous bags, and may easily mislead to the presump- 
tion of fracture. . . 
_ {The limb is not always at once immoveably fixed after dislocation, even when at 
the hip-joint. I-had a case of dislocation into the ischiaticnotch several years since, 
and when J saw the man six or eight hours after the accident, there was so con- 

_ siderable motion of the thigh, which could be bent quite up to the belly, that I 
doubted the nature of the accident. On the following morning, however, the limb 
could not be bent upon the belly, and the other symptoms of dislocation being 
present, Imade use of the necessary means and replaced the bone. I have also 
seen other examples of the same kind. 

Sometimes if a patient be not seen for some hours after a dislocation, it is impos- 

sible to ascertain the nature of the accident, on account of the great swelling, The 
surgeon should therefore be especially cautious to make further examination on the 
Cae of the swelling, so that the patient may not suffer from ‘his negligence. 
J. F.S. ; 
* 985. The occasional causes of dislocation are external violence or 
violent contraction of muscles. The former either acts directly on the 
joint or on the end of the bone opposite, in which case the dislocation 
is effected more easily ; and generally the bone is obliquely situated in 
reference to its socket, at the moment when the external violence acts. 
Dislocation specially occurs the more readily, as the parts about the joint 
and.the muscles are lax and the motions of the joint not confined (1). 

Vou. 1.—18 
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For the latter reason dislocation of the upper arm is more frequent than that 

of the thigh ; and dislocations of the hinge joints and of such as have broad 
opposing surfaces to their bones, in which ‘the motion is restricted, are 
mostly incomplete. Old persons are more rarely subject to dislocation, 
because the heads of the bones are brittle and easily break; young 
persons also are rarely subject to dislocation, because their epiphyses 
easily break (2); in persons of middle age dislocation is most com- 
mon (3). pep? ‘ é; 

[(1) Dislocations sometimes happen by mere muscular exertion, some accidental 
disposition of the bone occurring, by which the-ordinary antagonism of the muscles 
is disturbed, and the efforts of one set become too great for the other. It is in this 
way that dislocation of the lower jaw is produced, most commonly in yawning; the 
jaw is excessively depressed, the temporal muscle is so twisted over the pulley that 
it has little power, and then the external pterygoid muscles pull the necks of the jaw 
forward, and throw the condyles on the articular eminences. Lawrence (a) men- 
tions a dislocation of the shoulder having occurred from muscular action, the patient 
‘‘had been sitting up in bed to take a dose of medicine, when stretching out the arm 
to take hold of the cup, without making any exertion, or taking up any particular 
weight, the humerus became dislocated. Now although the bone came out so easily, 
yet it did not go back into its proper situation with facility ; for it required a pretty 
strong pull to return it.”’ (p. 477). a = 

Dislocations may also result from the laxity of the ligamentous capsules of joints. 
Astriry Cooper mentions one of a dancing-girl capable of throwing the knee-cap 
from the articular surfaces flat upon the side of the outer condyle of the thigh-bone, 
in whom this’ had been produced by violent exertion when a child. (p. 11). _ And 
another case in which a young lad had had, whilst on board ship, his foot placed on 
a small projection on deck and his arm lashed tightly towards the ship’s yard, and 
so keptfor an hour, the result of which was that he had the power of readily throwing » 
his arm out of the shoulder-joint, merely by raising it to his head; but it was re- 
duced by very slight extension. (p. 13.) He also gives another case,.on the au- 
thority of BrinpLey, in which aman of fifty years had a dislocation of the thigh 
which he was capable of producing and reducing at pleasure. 

(2) My friend, the younger Travers, has informed me that he had in February 
1843, a case of dislocation into the ischiatic notch, in a boy of five years old, who, 
whilst at play in a paved yard, slipped down and was unable to rise. He could 
neither walk nor maintain the erect posture. All the symptoms of dislocation were 
present; the head of the bone was resting upon or next to the margin of the ischiatic 
opening, not having as yet sunk into the cavity of the notch, which Travers con- 
siders, 1s always a secondary result of this accident. 'There was some mobility of 
the limb. ‘The head of the bone, was almost immediately reduced, by confining 
the pelvis with a Strap upon a firm deal table, turning the child upon his sound (the 
left) side and making the usual extension, with slight rotation outwards and raising 
the knee.. ‘This is the earliest instance of accidental dislocation with which I am 
acquainted.—J. F. s. 

(3) Maxeaicne has made an interesting inquiry into the frequency of dislocation 
in the different joints, and from this it appears, that of 491 cases there were of— 

Dislocations of 


’ the shoulder .. 321 thumb. . 17 Ane e vies) pte, os 5 
hip . 34 -wrist ». 13 spoke-bone . 4 
collar-bone. 33 fingers . 7. knee-cap. . 2 
r elbow . . 26 Jawles< iT Spine.) war. 14 


: foot.) Sr PRO \ 

And also that from the age of two to fifteen years, dislocation of the shoulder oc- 
curred only once out of four dislocations, but after sixty years about once out of one 
and a-half (b)]. cn 

986. In every complete dislocation, the capsular and other ligaments, 
as also frequently the tendons and muscles surrounding the joint are 


‘ \ i 4 
\(a) Lectures in Lancet, 1829-30, vol. ii. (6) Gazette Médicale. 
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torn; only in great laxity of the ligaments of the joint, and large collec- 
tions of synovia, is dislocation without tearing possible. If the head of 
the bone be soon returned to its natural position, in general there are not 
any decided symptoms; but if it remain any length of time out, of the 
joint, it acts as a foreign body on the surrounding parts, and the socket 
is gradually filled up. . If it be in contact with the cellular tissue, it-so 
compresses and thickens it, that it, as it were, forms a capsule around 
the head of the bone, whilst the torn ligaments are still attached to the 
surrounding parts; the muscles lose by pressure, their structure, their 
power of contraction, and becomes.almost fibrous. If the head of the 
bone lie upon a bone, it forms a hollow in it, around the edge of which 
bony growths take place, by which the head is more or less perfectly 
enclosed. In such old dislocations the motions of the joint are always 
more or Jess interfered with, the nourishment of the joint suffers, it 
wastes, and the muscles become lax. 

987. The prognosis of dislocation depends on its complication, seat, 

duration and cause. Simple dislocation may usually, by early assistance, 
be reduced, and in general is not dangerous; compound dislocation is, 
however, on the contrary, frequently accompanied with very dangerous 
symptoms, and according to the degree of bruising and tearing of the 
soft parts, according to the constitution of the patient and the like, it is 
often as necessary, as In compound fracture of bones, to determine at 
once on the necessity. for amputation, or the possibility of preserving the 
Jimb. Dislocations in ball- and socket-joints are commonly less danger- 
ous. than in hinge-joints, although they are more difficult to reduce. In 
joints surrounded with strong muscles and ligaments, severe symptoms 
mostly occur. 
. The earlier the reduction of a dislocation is attempted, the more easily 
is it effected (1);. this, however, must often be delayed, on account of 
the already existing great inflammation and swelling, though not too 
long, as the dislocated bone is always to be considered as the principal 
cause of these symptoms (2). In dislocations depending on palsy of the 
muscles and laxity of the ligaments, the reduction is easy, but its recur- 
rence on the slightest violence is to be feared. In powerful or in old 
persons the reduction is more difficult than in young and weakly persons. 
From pressure of the head of the bone upon the nerves and vessels 
severe symptoms often occur; there may be either partial or complete 
palsy, or stiffness of the joint, and anchylosis may remain as consequence 
of inflammation. : 

{Q) My friend, Lisron, tells me, that he once reduced, without assistance, a 
dislocation on the back of the hip-bone, two or three minutes after it had occurred, 
by the person having been thrown from his horse, simply by putting his hand on 
the pelvis and pulling and rotating the thigh with the other. This is probably an 
unexampled case, but it proves, that the earlier the reduction is attempted the less 
power have the muscles to offer resistance. 

(2) The necessity for delay in the reduction of dislocation on account of the ac- 
companying inflammation must be extremely rare, unless violent and unwarrantable 
efforts have ‘been previously made without success. One such instance I have 
known, in which suppuration of the shoulder-joint ensued and the patient died, 
without the dislocation being reduced. But asa general rule, dislocations should 
be always reduced, and with the employment of moderate force there is little if any 
attendant danger.—s. F. s.] ; 
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988. The cure of dislocation requires; the reduction of the dislocated 
head of the bone, the fixing it in its socket, and the removal of the. symp- 
toms. Se 

989. ‘The reduction of the dislocated head of the bone into its socket 
(Repositio, Lat. ; Einrichtung, Germ.; Réduction, Fr.) is to be attempted 
by extension and counter-extension, and by pressure on the head of the 
bone itself, which thrusts it into its socket. ~ ae BAT To 

The object of the extension and counter-extension is to counteract and 
lengthen the contracted muscles; therefore many recommend: that the 
extension and counter-extension should not be made at the extremities 
of the dislocated bones, so that there should not be any circular com- . 
pression of the muscles of the limb by which they may be excited to 
more violent contraction. This notion, however, is rejected by Cax- 
Lisen, A. Cooper, and other surgeons. In certain dislocations, for in- 
stance those of the elbow-joint, the extension and counter-extension can 
only be effected on the dislocated bones themselves. The extenston 
must always be made in the same direction as that in which the head of 
the bone was displaced, and with gradually increasing force, so as to 
tire the muscles; the position of the limb must specially be such as 
renders the muscles as lax as possible (a). ' 

Vorxoxer (0) effects the same by pressure of the air according to Weper’s ex- 
periments. (Compare par. 234.) ; 

990. Extension and counter-extension are performed either merely 
with’ the hands, or by assistants with twisted cloths, properly applied 
upon the limb, above and below the dislocation, or with proper machines, 
among which the pulleys and ScunemeEr’s extending apparatus are the 
best. Ifthe head of the bone become more moveable by gradual exten- 
sion, and approach the socket, it often slips in of its own accord, and 
with a distinct noise; or it must be drawn towards the socket with the 
hands, or with cloths, in doing which the limb is brought into a position 
contrary to that of the dislocation. It must, however, be here.remem- 
bered, that the parts of the joint be not injured by too’ violent motion, 
when the extension is not sufficiently made. ‘The perfect reduction is 
indicated by the natural form and direction of the limb, the cessation of 
pain, and the freedom of motion. . 

[Dislocations which have existed for some time, although they may not be reduced 
by ordinary extension for an hour or two, may sometimes be reduced simply by 
tiring the opposing museles, by attaching a trifling weight for some hours. The 
younger Cuine in this way succeeded in reducing a dislocation of the shoulder 
which had been out for several weeks and could not be replaced by the common 
method, by fixing the shoulder and suspending’ a brick, attached to the hand, over 
peste of the bed. On visiting the patient next day, the bone had returned to the 
socket. 

In making extension, caution must be employed, and no more violence’ used than. 
absolutely necessary, nor ought the surgeon to handle the displaced bone too roughly, 
as unfortunately is much more frequently done than should be. I have known‘a 
dislocated bone broken by coarse and unjustifiable attempts at its reduction, and 
cases are mentioned. in which an artery has been torn through, all the soft parts 
lacerated, and. palsy of the limb produced. And even when the extension has been 
very long continued, without great violence, but in a broken constitution, I have 


, 4 
(a) Loprr’s Journal, vol, iii, pl. ix. fi i, tung der luxirten Glieder ; in Hamb., Zeits,, 
_ (6) Worin liegt der Grund der geringen vol, vi. pt. ii, 1a ta i 
Beweglichkeit und der schweren Einrich- 
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seen abscess in the joint and hectic fever destroy the patient. Caution, therefore, 
in making and continuing the extension is most important.—s. F. s.] 

991. The obstacles. which render the reduction. of the dislocation 
difficult or impossible are, great inflammation and swelling, too ‘small 
Opening in the-capsule, the peculiar form of the joint, and the long 
existence of the dislocation. Ia the former case suitable extension 
cannot be employed without occasioning dangerous symptoms; the in- 
flammation, as in fractured bones, (par. 587,) must be first got rid of 
by general and local antiphlogistic treatment before proceeding to re- 
duction. 

A too small opening in the capsular ligament, is mentioned by many 
as hindering the reduction, and it is advised that by moving the limb in 
different directions, the cleft in the ligament should be increased (a). 
A. Cooper, however, entirely opposes this proposition, and believes only - 
that some of the untorn ligaments prevent the reduction. 

The form of the joint may render the reduction difficult when the edge 
of the head of the bone is pushed behind the edge of the socket, as, for 
instance, at the hip- and shoulder-joint. 

Old dislocations always require previous blood-letting, baths, move- 
ment of the limb in various direction, a considerable and continued ex- 
tension. Dislocations of ball- and socket-joints often after a month are 
unreducible; reduction has, however, been efiected by great force after 
four and even six-‘months. In hinge-joints, after twenty or thirty days, 
the reduction is often no longer possible. It is, however, to be remarked 
on this point, that in old dislocations, if a very violent extension be em- 
ployed, except in very emaciated, flabby, and old persons, the conse- 
quencés of the extension are more severe than the advantage of the 
reduction. In young muscular persons, three months may be considered 
‘as the longest, space of time, at which the reduction of a dislocation 
should be attempted. If the patient be urgent for an attempt at reduc- 
tion, he must be made aware ofthe circumstances already mentioned, 
and the attempt must be made with caution, so that the muscles and 
nerves be not damaged. In old dislocations, a threefold obstruction 
may render it impossible :—1, union of the head of the bone with the 
surrounding parts, so that even after death, when the muscles are. cut 
through, the head, of the bone cannot be returned ; 2, the socket may be 
‘filled up, in which case, the head of the bone, even though reduced, 
cannot remain in its place; 3, if a new socket be formed in the bone 
upon which the head lies, so that without fracture it cannot be separated 
from it (A. Cooper.) (0). Ee 

[The length of time after the accident, at which a bone may be reduced, varies 
considerably, and depends on the form of the joint and the patient’s muscular power. 
Lam inclined to believe, however, they may sometimes be reduced at a longer period 
than two or three months, and that it is right to make the attempt, but the surgeon 
should be. pressed to the trial rather than press the patient. Of course the more 
simple the form of the joint, and the more shallow the socket, the easier is the 
reduction, hence ball and socket-joints are more readily replaced than hinge-joints, 


(a) Catuisen, Systema Chirurg. hodiern. ationen vom Standpunkte der Chirurgie und 
vol. ii.,p. 684, : i med. Polizei betrachtet. Weimar, 1834,— 

(6), Maxx, Jusqn’a quelle. époque est-il Nevermann, Ueber die Nothwendigkeit, 
possible d’opérer la rédaction des Luxations? veraltete Luxationen einzurichten ; in Ham. 
Paris, 1829.—Von Frorter, Veraltete Lux- oe Zeitschrift, vol, ii. pt. ill. 
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andthe shoulder than the hip. Professor Smiru, of New Haven, U.S.; reduced. 
one dislocation of the shoulder at seven months, and another at ten and a-half months. 
There is an excellent statistical account (a) of the practice of Dupuyrren in the 
Hotel-Diew at Paris, in which the twenty-three cases successfully treated by him 
varied from between fifteen and eighty-two after the accident. Brescuer (>) men- 


tions a reduction of dislocated hip at seventy-eight days, and three of the shoulder’ 
at the eighty-second, ninetieth and ninety-eighth day respectively ; and in the 
Mémoires de |’Académie Royale de Chirurgie de Paris, vol. v. p. 529, is’ related a 
dislocation of the hip reduced after two years.—4J. F. s.] , 

992. As the muscles mostly render difficult the reduction of disloca- 
tion, in many cases it can only be facilitated or rendered possible by 
diminishing their contractile power. This is effeeted by those remedies 
which have a disposition to’ produce faintness, or even fainting, as-a 
smart blood-letting, (according to the state of the patient’s constitution), 
a warm bath, nauseating doses of tartarized antimonial wine, tobacco 
clysters, drunkenness, perhaps also opium (c), and by frightening (@), or 
diverting the patient’s attention. ; 

993. After complete reduction the head of the bone has usually no 
particular disposition to slip out again; this oceurs only-in violent 
motions of the joint, or when the dislocation depends on great weakness 
of the ligaments or muscles. The lirab should be brought into a posi- 
tion, in which the muscles are relaxed, and such bandages applied will 
prevent its motions, and it should be.kept quiet. Cold applications are 
employed to prevent or get rid of'inflammation. When the inflammatory 
symptoms have passed by, careful movement of the limb is to be-made, 
for the prevention of stiffness of the joint, by the long-continued rest. 

[Sometimes after the reduction has oecupied much time, the muscles are so com- 
pletely tired out and deprived of their tone, especially in persons of lax fibre, that 
they will not retain the head of the bone-in its place, and consequently the mere 
weight of the limb will reproduce the dislocation. For this reason, not merely are. 
bandages applied immediately after the reduction, but the joint.should be carefully 
examined without disturbing them, for the first two or three days, to ascertain that 
the parts are-in their proper place. I have known an instance in which a dislocated 
upper arm after having been reduced and earefully bandaged up, was left undisturbed 
for some weeks, and on the removal of the bandages was found to have slipped out, 
and could not be reduced again.—s. F..s.] =e 

994. The treatment in sprains is to be the same as for bruises. Cold 
applications are to be employed, with eareful rest of the joint, general 
and local blood-letting, proportionate to the bruising and inflammation, 
and subsequently, for the complete dispersion of the extravasated fluids, 
spirituous and aromatic applications used. There ofien remains for a 
long while swelling, weakness of the joint, and, in old persons, .a crack- 
ling in the joint, which is removed by volatile rubbing, douche bath, 
and the like. 

[The two great auxiliaries in reducing dislocations, are bleeding and nauseating 
doses of tartar.emetic. The bleeding should always be made in a large stream from 
one or both arms, according to his apparent strength, and whilst the patient stands 
upright, till he feels faint, which is best determined by his bursting out intoa cold, 
clammy sweat, and unless carefuily noticed he drops. on the floor before the surgeon 
is aware. Immediately on the faintness occurring the extension should be made, 
the bandages and pulleys having been previously adjusted, if thought necessary ; 
and it should be made steadily and not by jerks. Frequently the excitement of the 

8 pasate ke of Beane, i Le PR ROSTRENS in Amnon’s Parallel, 

(c) Coorgr, A., above cited. > . ' 
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pain revives him, and it is then advisable to give him a grain of tartar emetic every 
ten minutes, so as to keep him ima state of nausea till the reduction is effected. If 
the dislocation be of long standing it is well to reduce the patient’s strength by spare 
diet and purging for two or three days previous to the operation; and on the same 
morning to give him nauseating doses of tartar emetic for some hours prior to the 
extension, So as to put him in the most favourable condition. And the French 
Surgeons are in the habit of applying poultices and other relaxing applications to a 
dislocated joint, for the purpose of rendering the parts more yielding some days 
before attempts at the reduction are made.—s. F. s.] 

995. Dislocations accompanied with tearing of the soft parts covering 
the joint and thrusting out of the head of the bone, belong to those ‘rare 
but most dangerous eases, in which severe inflammations, weakening 
suppuration, slough and nervous symptoms are to be dreaded. -The 
danger is greater as the bruising and tearing of the parts of the joint are 
more -severe, the older the patient, and the more out of condition. his 
constitution. According to these cireumstances the necessity for ampu- 
tation, or the possibility of preserving the limb, must be determined. 
Amputation, however, may subsequently become necessary from wasting 
suppuration, from sloughing, and the like. _ If the immediate removal of 
the limb be not indicated, the head of the bone must be returned as soon 
-as possible, and with the least injury of the parts of the joint; the wound 
must be completely closed with stieking plaster; the limb surrounded 
with compresses and with Scutretus’s bandage, kept in proper position 
by the application of splints, and the patient must be treated strictly 
antiphlogistically, according to the state of his constitution. ‘The wound 
often heals by quick union and without any particular symptoms. If 
suppuration ensue, the cure often takes place with an emollient treat- 
ment ; but generally, if it be copious, it is accompanied with severe 
pain and nervous symptoms, and must be treated’ according to the rules 
laid down for wounded joints (par, 559). If gangrene come on, it 
requires the proper treatment. 

996. If the reduction of the head of the bone, protruded through the 
soft parts, be in no way possible, even after proper enlargement of the 
wound in the skin, nothing remains, but to saw off the protruding bone, 
by which the stretching and tearing of the muscles are relieved, and the 
joint can be brought to its natural position ; after which the symptoms, 
in general, soon and considerably diminish. When the reduction of a 
bone protruding through the soft parts is not immediately possible, it is 
still less so, when inflammation runs into suppuration; the symptoms 
continue increasing, and amputation may be rendered necessary by gan- 
grene, and by progressive destruction, if the head of the bone have not 
been removed at the proper time. a 

997. When dislocation is connected with fracture of a bone, the latter 
must always be attempted to be set, if it can be done, without extension of 
the limb. If this be not possible the fracture must be treated first, and on 
the length of time requisite for that purpose, depends, whether after union 
has occurred, putting to rights the old dislocation can be undertaken. 

998. Congenital Dislocations, (Luxationes congenite,) noticed by Hir- 
POCRATES, AvIcINNA, Park, Patuerra, SANDEFoRT, and ScHREGER, 
at the hip-joint, where they most commonly oceur, more carefully de- 
scribed by Dupuytren, and more recently the subject of numerous ob- 
servations, have been since noticed in almost, all the joints of the ex- 
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tremities. Very different opinions are held as to the causes and origins 
of these dislocations, principally however with reference to the congent- 
tal dislocation of the thigh. Most persons have considered them as de- 
faults of formation, as the consequence of arrested development of the 
bones and their sockets (ScuREGER, DupuyrreNn, Brescuert, and_others). 
Some have considered them as consequent on distension of the capsular 
ligament, and of misproportion between the bone and its socket thereon 
depending (E. Srromeyer) (a). Others ascribe them to the position of 
the fetus in the womb, or to violence operating on them during birth 
(the Aurnor, D’Ourreront, Cruvetuter). Von Ammon (0) grounds 
them on default of development; he does not however deny, that there- 
with in many cases is connected an original deficient condition, or a dis- 
eased formative process; and in like manner may the ailment have a 
purely diseased origin, in certain, though very rare cases, and have no 
connexion with the foetal development’of the hip-joint. Guerin (c) con- 
siders it as the product of an active or primary retraction of the muscles, 
the remote cause of which is to be sought in the affection of some central 
part of the nervous system. On the degree and form of the muscular 
affection, depends the degree of dislocation, as does its development 
and course upon many secondary circumstances, to wit, prevention of 
the development of the muscles following on their retraction, physiolo-. 
gical contraction and vertical operation of the tendons. 

999. ‘The examination of the joint after death, has explained various 
changes, in the several tissues constituting the apparatus of the joint, as 
distension, tearing of the capsular, and other ligaments ; diminution, flat- 
tening, distortion of the head of the bone ; diminution of the socket, its 
filling up with a quantity of fat, flattening or entire disappearance ; a 
more or less deep new cavity for the dislocated head; the muscles sur- 
rounding the joint contracted, shortened, and variously altered in their 
substance. considerable wasting in the affected limb. On examination 
soon after birth, tearing of the ligaments is found, but otherwise the 
natural form of the socket and head, and the joint especially, is as in ac- 
quired dislocation. (PALLETTA). . ) : 

1000. If the result of these examinations be used for the purpose of 
clearing up the way in which these dislocations originate, it must only 
be permitted us to draw conclusions from these observations which have 
been made soon after birth, as in old dislocations of this kind, still more 
decided changes must arise from the progressive development of the 
body, as well in the empty socket, as in the dislocated head, than in old 
dislocations which have occurred at a‘later-period of life. But in the 
examination of such congenital dislocations at an early period of life, 
there are only such conditions of the parts of the joint as can be ascribed 
to the position of the fetus in the womb, or to the violence which has 
operated during birth. An observation of Cruvenurer’s (d) favours ’ 
the first cause as regards congenital dislocation of the thigh-bone, an ob- P 
servation of Paruerra’s (e) the second. ‘This is still more decided as 
regards congenital dislocations in other joints, as resulting from several 

(a) Ueber Atonie der fibrésen Gebilde und Recherehes: sur les Luxations Congénitals. 
deren Rackbildung. “Wurzb. 1840... Paris 1841. 

(5) Die angeborenen chirurgischen Krank- (d) Exercitationes Pathologice, p. 88... 


heiten des Menschen. Berlin, 1842, p. 113. (e) Anatomie Pathologique, vol, ii, fase. i. 
(c) Gazette Médicale, 1841. No. 7. 10. : 
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observations. The position of the fetus in the womb, I consider, is the 
principal cause of this dislocation, and I believe, that the dislocation is 
effected by it, either directly, in a mechanical way, or that it gives rise to 
the prevention of the development of the parts of the joint, and therefore 
that the latter is not to be considered as a primary cause, but only as a 
_ Consequence,.. The observations of D’Ourreponr on the origin of this 
dislocation, from violence during birth, correspond with mine, and I 
find no contradiction to my long published opinion, in that which Von 
Ammon (a) has objected to it. 

~ 1001. The possibility of reducing congenital dislocation depends on 
the changes which the muscles have undergone in their dimensions, di- 
rection, structure, and texture, on the change in the ligaments and cap- 
sules, the head and surfaces of the joints, on the changes of the vessels 
and nerves, of the cellular tissue and skin, and on the changes of the 
bones‘in the neighbourhood of the dislocation. Reduction ‘is to be ef- 
fected by long continued and gradually increased extension by means of 
proper apparatus, and by properly fixing the head of the bone, in the 
socket, after it has been brought into it. Ifthe several shortened muscles 
do-not lengthen, and project considerably, extension should. be assisted 
by cutting them through beneath the skin. 


Srconp Cuaprer.—OF PARTICULAR DISLOCATIONS. 


IL—OF DISLOCATION OF THE LOWER JAW. 


(Lucatio Maxille Inferioris, Lat.; Verrenkung der unteren Kinnlade, Germ. ; 
Lucxation de la Machoire inférieure, Fr.) 


Binxen, Dissert de maxille inferioris luxatione. Gdttinge, 1794. 

' Zerramino, Ueber den wahren Mechanismus der Luxation der unterkinnlade ; in 
von S1epotp’s Chiron., vol. il. p. 349. 

Boyer, Above cited, vol. iv. p. 77. 

1002. ‘The condyles of the lower jaw can be dislocated only in one 
direction, viz., forwards; the spinous process of the sphenoid bone pre- 
vents it inwards, the front wall of the bony auditory passage backwards, 
the impossibility of inward movement of the opposite side without frac- 
ture outwards, and the horizontal surface of the temporal bone upwards. 
Most commonly both condyles are dislocated together, but frequently 
only one or other. At the moment when the dislocation occurs, the se- 
paration of the two jaws is very great, but gradually it diminishes to an 
‘inch or an inch and a-half; the incisive teeth of the lower jaw project more 
than. those of the upper, the lips cannot be closed, the spittle pours out 
in large quantity, the pronunciation of the tones, especially of the lip 
tones is prevented ; a depression is observed in front of the ear-passage, 
on the inner side of the cheek a projection caused by the coronoid pro- 
cess ; the natural prominence of the m, masseter is flattened. _ If the dis- 
location be only on one side, the chin is drawn in the opposite direc- 


(a) Above cited, 
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tion ; on one side only, is the depression before the ear-passage observed, 
and the lips may be more closed ; the speech, however, is faltering. If 
the dislocation be not reduced, the jaws often remain fixedyin the se- 
paration already mentioned, but the patient gradually acquires the capa- 
bility of speaking more distinctly, and of retaining the spittle, and swal- 
lowing with less difficulty. Chewing remains impossible, and the patient | 
must be fed with fluid food; but in some cases the capability of chewing 
hard food has returned. (Boyer). a 

1003. Dislocation of the jaw takes place in some persous very easily 
but never in children, on account of the peculiar form and direction of 
the jaws. Its cause is either external violence, which thrusts the chin 
downwards and backwards, when, at thé same moment the muscles 
raising the jaw, especially m. masseter and pterygoideus internus con- 
tract; or violent straining in vomiting or yawning, by which the chin 
is violently drawn down, and by the simultaneous action of m. ptery- 
goidei externt projected fowards.: 

1004. Reduction when effected early is easy. The patient should be 
seated on a low seat and his head pressed by an assistant against his 
breast. The two thumbs, wrapped in linen, are then to be carried as 
far back as possible, between the hind teeth, and put upon their crowns, . 
whilst the fingers placed beneath the chin bring it forwards and. raise 
it at the same time. If the dislocation be only on one side, the reduc- 
tion is to be performed only with one hand, in the way described, but 
is more difficult than when both condyles are dislocated.. For the pur- 
pose of acquiring great power in this proceeding, the patient may be 
seated on the floor (Le Car). If the reduction cannot be thus affected, 
a piece of cork may be introduced between the hinder teeth and the 
lower jaw pressed forward against the upper. If the dislocation be 
only one-sided, the cork is to be applied only on that side. 

[The readiest mode of reducing a dislocated jaw is, to set the patient on the floor 
and fix the back of his head between your knees. Then the handles of a couple of 
forks, or two round pieces of hard wood of similar size, are to be thrust in, one at 
each corner of the mouth, between the hind teeth, as far as they can be got. You 
then place both hands beneath the chin, and drawing it directly and steadily up, the. 
sides of the jaw forming a pair of levers, the contraction ‘of the temporal muscles, 
which fix the condyles in their unnatural place, is overcome, and the reduction is 
easily effected. A little knack is requisite to raise the chin evenly, and keep the 
fork-handles well fixed, otherwise one condyle only will slip in, and the attempt to 
reduce the other, will often displace that first returned. With inattention to this 


circumstance, this will occur again and again to the annoyance of both patient and 
surgeon. 
Ss 


If only one condyle be dislocated, it is still best to introduce the fork-handles on 
both sides.—s. F. s.] 

1005. After the reduction is effected, the lower jaw should be fixed 
by the halter bandage or by a cloth folded togeiher passed beneath it 
and tied on the head. The patient must for some days refrain from 
talking or chewing, must only take fluid food, and for a long time use 
it cautiously, and in gaping support the chin with his hand. Pa 

1006. The case maybe considered as. subluxation of the lower jaw, 
when from great laxity of the ligaments, the condyles escape over the 
edge of the inter-articular cartilages in the sockets of the temporal 
bones, and fix the jaw with the mouth somewhat open. Generally this 
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accident is relieved by the natural efforts; it may, however, continue 
a longer time and yet the capability of moving the jaw and closing the 
mouth may be recovered. At the moment when this subluxation takes 
place the patient feels himself incapable of completely closing his 
mouth; he feels some pain, and the mouth on the affected side is least 
closed. Great depression of the jaw directly downwards is required 
to restore the natural. position of the joint. 

In great laxity of the ligaments, a snapping and some pain is felt in the joint of 
the jaw, immediately before the ear, when the jaw suddenly returns into its socket, 
out of which, on account of the looseness of the ligaments, it had escaped forward 
upon the articular eminences. Young ladies are most subject to this accident; it 
is best relieved by ammonia and steel, together with shower-bath and blistering, if 
the disease have existed some time (A. Cooprr). 

1007. Congenital dislocation of the lower jaw was first noticed by 
GueErin (a), in a fetus with deficient formation of the brain. The 
stretching and shortening of the depressing muscles, and of the m. 
pterygoidet externi are remarkably opposed to the-lengthening and thin- 
ning of the m. musseteres. Smriru (d) observed a congenital dislocation 
of the jaw on the left side, in an idiot from birth; and considered it as 
consequent on arrested development in the transverse root of the cheek- 
bone or of the articular eminence, so that neither socket nor articular 
process being present, the zygomatic process of the temporal bone 
was not formed, but that process of the cheek-bone was lengthened, the’ 
condyles of the lower jaw were deficient, atrophy of the articular pro- 
cesses of both upper jaw and cheek-bones, and the forward position of 
the orbits were changed. The case differed from dislocation by ac- 
cident, in the mouth opening and shutting without hindrance, the lower 
jaw being moveable to a great degree, as naturally, the upper jaw over- 
hanging it, the coronoid process forming no prominence, and the speech 
not interfered with. 


I].—OF DISLOCATION OF THE VERTEBRA.* 


(Lucatio Vertebrarum, Lat.; Verrenkung der Wirbelbeine, Germ.; Luaation de la 
. Colonne Vertebrale, ¥r.) 


1008. The connexion of the first vertebra with the occipital bone is so 
firm, partly from the ligaments, partly from the muscles, partly from 
the condition of the joint-surfaces, that a dislocation at the junction of 
the first. vertebra with the head (Luxatio capitis, nuche) cannot well be 
produced, and if it be so by extraordinarily great violence, it is ab- 
solutely fatal from the simultaneous injury of the spinal marrow. 

1009. The turning and movement of the head is, for the most part, 
effected by the connexion of the second with the first vertebra, by which 
the latter, with the head, moves round the tooth-like process of the 
former, as upon a pivot. In forcible bending of the head forwards, the 
ligament fastening it to the tooth-like process may be torn, so that that 


(a) Researches sur les Luxations Con- (6) Dublin Journal of Medical Science. 
génitales, Paris, 1841. May, 1842, di | 


* The subjects Fractures and Dislocations of the Vertebre are so closely connected, that 
it is almost impossible to separate them; and I have therefore already preferred consider- 
ing them together under the former title (p. 582, and following).—4. F. s. 
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process drives directly into the spinal canal. This dislocation always 
requires very considerable violence, and is not very possible in adults, 
in which case there is previous fracture of the tooth-like process. In 
rotation of the head, the lateral ligaments of this process are stretched, 
and if this motion be carried to a dangerous extent, they may be torn, 
and the process carried beneath the transverse ligament of the first ver- 
tebra into the spinal canal. In children in whom the tooth-like process 1s 
still low, and the ligaments less firm, they may be torn by violence when 
the head is drawn directly upwards. The violent circumstances which 
can produce dislocation of the second vertebra are, a fall from a great 
height upon the head, a violent blow, or the fall of a heavy body on the 
nape, standing and turning about the head, and lifting up children by 
the head. By the intrusion of the tooth-like process into the spinal 
canal, pressure and tearing of the spinal marrow are produced, and help 
is impossible. . Cases, however, seem to be known, in which only the 
lateral ligaments of the tooth-like process have been torn. by violence 
and the patient has lived in this state although the process was still 
held but:by the transverse ligament (a). Be 
1010. The connexion of the last five neck vertebre allows the inclina- 
tion of the neck forwards, to the side, and a rotatory motion, by which, 
if carried to a violent extent, the joint-surfaces of the oblique processes 
get free from contact, are pushed against each other, and cannot be 
returned to their natural position. Hitherto, this dislocation has been 
only known on one side, asa consequence of external violence or of 
strong twisting of the muscles. If at the same time there be severe 
pain at the seat. of dislocation, the head turned: towards the opposite 
side, and fixed in this position, the muscles which move the head are 
not spasmodically contracted, the spinous processes deviate from their 
natural position, from the seat of dislocation up to the head. WatTHER()) 
has observed the simultaneous dislocation of both inferior oblique pro- 
cesses of one of the middle neck vertebre, and from this case has given 
the symptoms of such dislocations.. The’head is turned back, and the 
neck so bent, that the original line forms a curve, of which the con- 
vexity is forwards and the concavity backwards, the front parts of the 
vertebr@ are more separted, but the spinous processes at the same time are 
pushed one upon another. Such dislocation may, as WALTHER’S case 
proves, happen without any dangerous effect on the spinal marrow; but 
there may occur with it, as well as with every other injury of the verte- 
bral column, effects on the spinal marrow dangerous to life, as pressure, 
tearing, inflammation, and the like, and death may be immediate or 
soon consequent. *_ Wey 
Durvyrren (c) guards against the possibility of confusing such dislocation with 


rheumatic affection of the neck, which, from some straining or violent motion of the 
head, often comes on with severe pain, impossibility of motion, and the head 


(a) Devrecu, Précis élémentaire, &c., vol. 


iii. p. 47. 
(6) Ueber die Verrenkung der Halswirbel 


nach eigenen B-obactungen ; in his Journal _ 


fir Chirurgie und Augenheilkunde, vol, iii, 
pt. ii. p. 197, 

Lawrencr,W., On Dislocations of the Ver- 
tebre ; in Med.-Chir, Trans. vol. xiii, p. 387. 


[Nornis, Case of Complete Dislocation of 
the fifth, from the sixth, Cervical Vertebra. 
Amer, Journ, of Med. Sci. vol. i. N.S, > 
184l..—a.w.n.] : : 

(c) De la Luxation des Vertébres et des 
Maladies qui la simulent; in Legons Orales, 
vol. i. p. 397. : é 
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directed to one side, just as it may occur, under similar circumstances, at’any part of 
the spine (as in the so-called crick in the neck). 

1011. If the dislocation of an oblique process be left alone, the pain 
gradually subsides, and the patient has no other inconvenience than an: 
unnatural position of the neck and restricted motion of the head. It is, 
therefore, held most advisable by some (Desautt, Boyer, Ricuerand, 
_ and Dupuyrren) to leave this dislocation alone, because in attempting 
to reduce it, the spinal marrow may easily be so torn as to cause sudden 
death (a). ‘This opinion is, however, grounded especially upon an im- 
perfect reason, and various cases are known, in which the reduction of 
this dislocation has been followed with happy results. | Srrrerr (d) has 
refuted the reasons against undertaking tke reduction of this dislocation, 
and has frequently performed it successfully. The patient should be 
placed on a low seat, or sitting on the ground, and his shoulders firmly 
held back by an assistant. The surgeon then grasps the head, with 
one hand beneath the chin and the other beneath the occiput, makes ex-. 
tension first in the direction of the dislocation, then in the longitudinal 
axis of the neck, and when this seems to have been sufficiently made, 
he twists the head strongly towards the dislocated side. Still the more 
pressing is the necessity for reduction in dislocation of both oblique 
processes of the neck vertebra, and that this may be effected, with care, 
the observation of WaLTHER proves. ‘The patient is to be put in a hori- 
zontal position, held up by three assistants, one of whom makes coun- 
ter-extension on the pelvis, a second draws the shoulders back, and when 
the trunk is thus properly fixed, a third assistant grasps the head and 
makes extension, first in the direction of the dislocation, afterwards in 
the natural longitudinal axis of the neck, that is, he first pulls the head 
pretty forcibly back by gradually lengthening the neck, and then turns 
it backwards. But when the extension in this direction has attained a: 
certain extent, the head must be brought into its naturally straight posi- 
tion, by undiminished and still successively increasing extension. 

Gumrin (c) reduced a seventh months’ dislocation of the second vertebra of the’ 
neck upon the third, 

1012. Dislocation of the oblique processes of the back vertebre cannot 
happen, nor dislocation of the bodies of neck-vertebre, on account of the 
breadth of their joint-surfaces, the quantity and thickness of their liga- 
ments, the strength of the muscles surrounding them, and the slight 
motion’ with which each vertebra is endowed. Only when the bodies of 
the vertebre are broken can they be dislocated; but then so great 
‘violence operates that symptoms of pressure and concussion of the 
spinal marrow accompany it. All the cases described as dislocation of 
the back and loin vertebra, are fractures of those bones, or simple con- 
cussion, or some other injury of the spinal marrow. In consequence of 
the form and connexions of the bodies of the vertebre, every dislocation 
must cause death. 


Dupuyrren has collected several cases in which dislocation was acccompanied 
with fracture; in one case separation of the bodies of the vertebra occurred from 


(a) Perrr-Rapev, Dictionnaire de Chirur- verrenkungen; in Rust’s Magazin, vol: 
gie; in Encylopédie Methodique. xxxiv. p. 419. 

(b) Ueber die prognostische Bedentung  (c) Révue Médicale, Augnst, 1840, p. 276. 
therapeutische Behandlung der Halswirbel 
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tearing of the intervertebral substance, without any fracture. In all these cases 
death followed the simultaneous injury of the spinal marrow. 

From what has been said, it may be collected, how those cases are to be thought 
of, in which with some projection observable after the operation of violence upon the 
spine, the patient cannot sit upright, and so on, it has been supposed that by laying 
the body over a tub or any round body, the common dislocation could be reduced. 
Bover has also observed on this point, that in violent bending of the spine, the 
upper and interspinous ligaments of the spinous processes, and the hinder so-called 
yellow ligaments may be torn. If the tearing be confined to the interspinous and 
to the upper ligaments, the patient may recover after a longer or shorter period of | 
rest; but tearing of the yellow ligaments causes palsy and death (a). te 

1013. The ligaments of single vertebre may be partially or completely — 
torn through, without dislocation, but the injury of the spinal marrow 
therewith connected may cause death suddenly or subsequently; and to 
such cases all that has been said in relation to fractures of the spine 
applies. In every case of distortion and tearing of the ligaments of the 
spine, only a strict antiphlogistic treatment, with continual rest, and sub- 
sequently, frequent purgatives to prevent the destructive subsequent 
diseases, may be employed. 


Ill.—OF DISLOCATION OF THE PELVIC BONES. 


(Luxatio Ossium Pelvis, Lat.; Verrenkung der Beckenknochen, Germ.; Lucation 
des Os du Bassin, Fr.) 


Creve, Von den Krankheiten des weiblichen Beckens. Berlin, 1795. 4to. p. 
137. 

[Harris, On Dislocation of the Sacro-Iliac Symphysis. N. American 
Med. and Surg. Journal, vol. 4. 1827.—e. w. n.] 


1014. The broad surfaces of the articulations of the pelvic bones, and 
_the great strength of their ligaments, render their separation impossible 
under natural circumstances, except when acted upon by extraordinarily 
great violence. ‘lhe rump-bone may be dislocated inwards, and the 
hip-bone, upwards. ‘These dislocations are never complete ; the effects 
of violence, however, usually act upon the intestines of the pelvic cavity 
and upon the spinal marrow, and inflammation and tearing of these 
intestines and effusion of blood, and so on, in the pelvic cavity, ensue; 
also, palsy of the lower limbs, of the bladder, and rectum; and not un- 
frequently is fracture of the pelvic bones present. 

The treatment of these dangerous injuries must be precisely the same 
as has been mentioned (par. 615) for fractures of the pelvic bones. 

One case shows that a dislocation of the hip-bone upwards may be produced by a 
fall from a great height, without symptoms of concussion of the spinal marrow. or 
injury of the pelvic intestines. The share-bone and the spine of the hip-bone of the 
left side were higher; the left limb was shorter than the other, but the distance 
from the trochanter to the spine of the hip-bone and to the knee, was the same as on 
the other side; flexion and extension of the thigh were accompanied with severe 
pain in the symphysis pubis and sacro-iliaca, with which frequently the whole hip- 
bone moved. ‘The extension caused only severe pain, without bringing the limb to 
its natural length. The treatment in this case consisted in strict quiet, and the em- 
ployment of proper antiphlogistic remedies. When the patient began to walk, he 


a ena Retin : Hi ; 
gra Oy. y the weight of his body, recovered the proper position of the hip- 


(a) Boyrr, p. 121. (6) Ibid, p. 135. 
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1015. Great as must be the violence to produce a separation of the 
hip-bone, if its articular connexions have their natural degree of strength, 
just as easily can it be produced if these connexions be lax and yielding, 
Such is the case in loosening and swelling of the ligaments of the pelvis 
during pregnancy. Wherefore also frequently from the extension which 
these bones suffer during delivery, or if the woman get about soon after 
her downlying, a pretty smart pain is suffered in one or both joints of 
the pelvic bones, which recurs at every movement, and is accompanied 
at first with the sensation of a tearing, and subsequently, distinct crepita- 
tion is felt in the pelvic joints. The gait of the patient is then difficult, 
and on examination, the position of the two hip-bones is not found alike, 
the one being more or less high than the other. 

A similar swelling, loosening and laxity of the joint ligaments of the 
pelvic bones often arises from an internal diseased condition, in which 
slight violence is sufficient to produce a separation of the pelvic bones. 

1016. The principal indication in these cases 1s, to fix the pelvis as 
steadily.as possible and prevent every movement; for which purpose, a 
belly bandage, or a leathern girdle, is to be applied sufficiently tight 
around the hips; by this the pain is often instantaneously got rid of, and 
the patient’s movements much improved. How far the laxity of the 
ligaments, depending on general causes, may be relieved by friction, 
purging, and the like, must depend on the circumstances of the individual 
case. 

1017. The coccyx may by violence be driven inwards, or by difficult 
labour be thrust outwards, giving rise to fixed pain, increased by motion 
of the lower limbs, but especially in going to stool ; frequently it becomes 
severe and pulsating, when suppuration takes place. ‘The ligaments are 
not torn in this so-called dislocation of the coccyz, it therefore recovers 
its natural position ; the employment of the hand for its replacement, by 
the introduction of the finger into the rectum, or by its application ex- 
ternally is therefore superfluous. ‘The treatment consists merely in rest, 
antiphlogistic treatment, and the local application of remedies to effect 
dispersion and get rid of the inflammatory symptoms. If suppuration 
take place, a speedy outlet must be afforded to the pus, or otherwise 
considerable destruction of the loose cellular tissue is produced. 


— 


IV.—OF DISLOCATION OF THE RIBS AND THEIR CARTILAGES. 


(Luaatio Costarum, earumque Cartilaginum, Lat.; Verrenkung der Rippen und threr 
Knorpel, Germ.; Lusation des Cotes et de lewrs cartilages, Fr.) 


1018. Dislocations of the hinder end of the ribs have been totally 
denied by many writers, but admitted by others, who have mentioned a 
threefold kind of separation, inwards, upwards, and downwards, and 
complete and incomplete dislocation. So long as the examination of 
corpses had not shown the existence of these dislocations, it was doubt- 
ful whether the common dislocation were not fracture of the hinder end 
of the ribs; examination, however, has proved the possibility of the 
dislocation of the ribs. 
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B. Cooper (a) mentions a case of Werster’s, in which a man who had died of 
fever, was, on dissection, found to have the head of the seventh rib drawn upon the 
front of the corresponding dorsal vertebra and anchylosed to it. Some years previ- 
ously he had had a sudden and violent fall from his horse, for which the ordinary 
treatment of fractured ribs had been had recourse to. Donne (0) showed from the 
examination of the body of a child of eleven years old, a complete dislocation of the 
tenth, and a partial one of the eleventh rib; Fimicane one of the eleventh and 
twelfth rib, Hanxen (c) a dislocation of the eleventh rib. 

1019. Dislocation of the ribs is only produced by the direct operation 
of external violence. -It occurs most frequently at the eleventh and 
twelfth ribs, because their front end has no point of support, the trans- 
verse process is less projecting, and the costo-transverse joint, together 
with the interosseous costo-transverse ligament are deficient. Disloca- 
tion of the rib may be distinguished by its greater mobility, when the 
finger is run along it, and which is still more perceptible the nearer it 
approaches the hinder end; by a particular rustling, (which is not to be 
confused with that from fractured rib or from emphysema), which is per- 
ceived on the movements of the body and ribs by the practitioner, or by 
the patient himself; by a yielding of the parts covering the hinder end 
of the rib; by a depression where the head of the rib should be found, 
and by motion of the hind end on pressure of the front end. It is 
accompanied with cough, difficult respiration, severe pain, and other 
symptoms, as in fractured ribs (par. 627). 

1020. To effect reduction, the patient should be placed with his chest 
upon.a firm pillow, so that the front end of the dislocated rib may be 
pressed backwards, and then the vertebra above and below the disloca- 
tion isto be pressed down. The rib must be keptin place, by a thick com- 
press placed at the front end and upon the spinal column, and properly 
fastened with a chest bandage. If the object cannot be thus attained, 
it has even been advised to open the cavity of the chest, and with the 
finger or with a hook to bring the rib into its place. No one should be 
seduced to sucha practice. It is most proper in every case to pro- 
ceed, as in fracture of the ribs, to prevent the motions of the chest, with 
a broad bandage, and to counteract the other symptoms by proper means. 

1021. The cartilages of the upper false and lower true ribs may be 
separated in violent bending backwards of the body, in which the liga- 
ments are torn where the under cartilage overlaps the upper. At this 
part projection and depression are observed, the patient feels pain, and 
the breathing is somewhat disturbed. The natural position of the carti- 
lage can be restored, if the patient inspire deeply and bends backwards, 
whilst some pressure is made on the projecting cartilage. The treatment 
is the same as in fracture of this cartilage (par. 629). 

Astiry Cooper (d) has noticed dislocation of the’ cartilage most frequently at the 


sixth, seventh, and eighth rib, from the breast-bone and the end of, the rib, not un- 
frequently in children, as. consequent on general weakness. 


(a) His Edition of A. Coorrr’s Dislocations, q. 520. 


(b) Gazette Médicale de Paris, 1841, No. 26. 
(c) Ib.,'1834, p. 187. (d) Above cited, p. 537. 
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V.—OF DISLOCATIONS OF THE COLLAR-BONE. 


(Luzxatio Clavicule, Lat.; Verrenkung des Schliisselbeines, Germ.; Luxation de la 
Clavicule, Fr.) 


1022. Dislocation of the Collar-bone is much more rare than fracture, 
and may be of the sternal end or the scapular end of the bone. 

1023. It is generally held that the sternal end of the collar-bone may 
be dislocated forwards, backwards, and upwards. In this dislocation, if 
the separation of the joint-surfaces be only rather considerable, the tendi- 
nous strengthening fibres, the interclavicular ligament, and perhaps fre- 
quently the fibres of the sterno-mastoid muscles seem to: be torn. 

In dislocation forwards, which is the most common, and depends on 
violent pressing backwards or inwards of the shoulders, a projection is 
observed on the fore and upper part of the breast-bone, which subsides 
when the shoulder is pressed outwards; the shoulder stands deeper and 
more inwards; the head is inclined towards the ailing side; the move- 
ment of the arm is interfered with and painful; if the shoulder be raised, 
the prominence subsides; if the shoulder be depressed, the prominence 
rises up towards the neck. The dislocation. is frequently incomplete, 
the front only of the capsule being orn, and the bone but little projecting. 
In dislocation upwards, the distance between the two sternal ends of the 
collar-bones is diminished, and the dislocated end is higher than that of 
the opposite side. Dislocation backwards, the possibility of which is 
admitted by most persons, though by others in a manner doubted, but 
which has been proved by a case of PrLiieux’s (a), may be caused by 
violence which thrust the shoulder forwards, or acts immediately upon 
the sternal end of the collar-bone from before backwards. Its symp- 
toms are a depression in place of a projection, at the inner end of the 
collar-bone, only at the opposite end there is decided position and direc- 
tion of the bone from within outwards, and from: behind forwards, severe 
pain in the region of the collar-bone, and upon the whole side of the 
neck to the very base of the lower jaw, the mastoid process and occi- 
pital protuberance, on sudden movement of the arm, especially in certain 
opposition to overcome it, as well as with pressure of the hand; on mo- 
tion, a dull rustling is perceptible to the patient, as of rubbing the two 
surfaces of the bone together; some pain on rotating the head, henee a. 
degree of stiff neck, so. that the head, neck, and chest move together if 
the patient look sideways. incapability of the patient raising himself from 
the bed, except by patting an object before him to serve as a point of 
resistance ; lastly, slight pain in swallowing. 

As the greater number of: writers on this-dislocation state that, init, the wind-pipe. 
and gullet, the vessels.and nerves are compressed, and' severe symptoms are thereby 
produced, neither of which was observed by Peniievx in his case, and the assump- 
tion of which depends.only on a short notice of Duverney’s (4), and a case related 
by Asriey Cooper, in which dislocation in the second way occurred, therefore 
Prxuievx gives a superficial and a deep dislocation of the sternal end of the collar- 
bone, taking for the: former, the symptoms above described, but for the latter, which 


ean scarcely occur but from direct severe. violence upon the collar-bone, and with 
complete tearing away of the m. sterno-mastoideus, the more important symptoms of’ 


(a) Mémoire:sur la Luxation de l’extrémité sternale de la Clavicule en arriére; in.Révue: 
Médicale, 1834, August, p. 161. 
(b), Traité des: Maladies des Os, vol. i. p..201,. 
: 19* 
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pressure on the wind-pipe and gullet, and on the vessels and nerves of the neck. 
But this statement is unsupported by any reason: for in the case related by A. 
Cooper, (p. 401), there occurred, during great curvature of the spine, a gradual dis- 
location of the sternal end of the clavicle backwards, in which for the purpose of 
relieving the severe symptoms of impeded swallowing, the dislocated end of the 
collar-bone was removed. 
[In September, 1835, there was admitted into St. Thomas’s Hospital, under Tyr- 
RELL, a case of compound dislocation of the collar-bone, backwards which I saw. 
It had been caused by an earth-slip of twelve feet in height, burying him, whilst 
employed in preparing for the Southampton rail-road, and driving the sharp end of 
a pickaxe, with which he was working, into his chest. He reached the hospital 
three hours after the accident; and on examination, the cellular tissue below the 
right collar-bone and on the upper part‘of the breast-bone was found emphysematous. 
The collar-bone was distinctly dislocated backwards at its sternal end, and. there 
was a wound in the skin opposite the junction of the second rib with its cartilage. 
When the finger was introduced into this aperture, the great pectoral muscle was 
found completely seraped from its clavicular attachment, and the finger could pass 
as far outwards as the coracoid process of the blade bone, and inwards, it followed 
the collar-bone to the windpipe, on the right and fore-part of whichit rested, slightly 
sunk behind the upper piece of the breast-bone, so that it somewhat interfered with 
respiration and-deglutition. The interarticular cartilage seemed to remain in its 
proper place, except a small portion which had been torn off with the bone; the ex- 
treme inner end of the collar-bone could not, however, be distinctly felt; no wound 
of the intercostal muscles could be ascertained. The pickaxe had probably first 
passed upwards and outwards, then turff€d inwards, torn off the pectoral muscle 
from its origin, and having dislocated the bone, passed inwards above the breast- 
bone in those directions in which the finger could move; probably it had wounded the 
_pleura and right lung, which appeared the only way of accounting for the emphy- 
sema. ° According to his own account, it would seem asif the handle of the tool had 
penetrated, for he says, the handle was standing upright and he fell forward upon it. 
But I doubt the correctness of this, as the skin wound was not more than two inches 
long, and beneath it my little finger-would justenter,and no room to spare. He com- 
plains of a little pain opposite the middle of the second piece of the breast-bone; but 
he has not any other pain in his chest, and no fracture can be discovered. He seems 
to breathe easily, although he complains of difficulty of breathing, accompanied with 
great desire to cough, and a sensation of pressure on the windpipe, which is much 
increased on raising the skin of the neck when he throws his head back. F 
The shoulder having been brought back with straps attached to.a back-board, the 
board readily resumed its place. The elbow was brought forward and bound to the 
side. ‘The wound was dressed with sticking plaster, and he was put to bed with 
the shoulders much raised. He went on without the least unfavourable symptom ; 
in three weeks left his bed, and three weeks after went out’ of the house. The 
sternal end of the collar-bone still fell a little backwards, and was a little more 
moveable than natural. He was warned not to use his arm violently. 
In September, 1839, Vetpeau (a) had under his care a case of simple dislocation 
of the sternal end of the collar-bone inwards and backwards. 'The man had been 
violently squeezed between the wall and a cart, ‘‘in such a manner as to thrust the 
left shoulder forcibly inwards, and break up the ligaments which connected the 
clavicle of the same side to the first bone of the sternum; in this way the sternal 
end of the left clavicle lay upon the superior edge of the sternum, behind the 
sternal attachment of the sterno-mastoid muscle. he articulatine surface of the 
bone lay close to the junction of the sternwm with the clavicle of the opposite side. 
’ Vexprau considered that in the first instance the force producing the dislocation had 

operated, so as to displace the sternal extremity of the clavicle upwards and‘back- 
wards, inasmuch as the bone lay behind the sternal portion of the sterno-mastoid 
muscle, and that it was after this had been effected, that the displacement inwards 
and across the upper part of the sternum occurred. He considered this was the first 
instance of this kind of displacement of the sternal extremity of the clavicle which 


had been observed; in which opinion, however, he was wrong, as the case just 
mentioned proves.—J. F. 8. ] 


1024. The reduction of the dislocated sternal end of the collar-bone 
(a) Lancet, 1839-40, vol. i. p. 422, 
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is easy ; with one hand the elbow is fixed, and with the other placed 
on the upper part of the humerus, the shoulder is drawn outwards and 
backwards, as in treating fracture of the collar-bone (par. 639.) In 
dislocation forwards, the shoulder should be pressed forwards, in 
that backwards, backwards, and in the upward dislocation upwards, 
so as to prevent the slipping out again of the end of the bone; and the 
arm is to be kept in proper position with the apparatus already mentioned 
for fractured collar-bone. . According as this apparatus is more or less 
relaxed, there commonly remains greater or less deformity at the sternal 
end of the bone, which, however, has no effect upon the motions of the 
arm. 


Me.ier’s apparatus, in dislocation of the collar-bone forwards, in which a com- 
press similar to a truss, and pressing on the projecting end of the bone, is connected 
with Dresautt’s apparatus (a). ' 

{ft will not be out of place to mention here, the operation performed by Davie 
of Bungay, on the case of backwardly dislocated sternal end of the collar-bone re- 
ferred to by Asttey Cooper, in which the bone pressed so uponthe esophagus as to 
occasion extreme difficulty in swallowing. ‘An incision was made of from two to 
three inches in extent on the sternal extremity of the clavicle, ina line with the 
axis of that bone; and its surrounding ligamentous connexions, as far as he could 
reach them, were divided with the saw of Scuirerus (often called Hey’s); he 
then sawed through the end of the bone, one inch from its articular surface from the 
sternum, and fearful of doing unnecessary injury with the saw, he introduced a piece 
of well-beaten sole-leather under the bone whilst he divided it. When the sawing 
was completed he tried to detach the bone, but it still remained connected by its 
interclavicular ligament, and he was obliged to tear through that ligament by using 
the handle of the knife as an elevator, and after some time succeeded in removing 
the portion of bone which he had separated.” The case did well (0).] 

1025. The scapular end of the collar-bone can only be dislocated 
upwards, (extremely seldom downwards beneath the acromion), and the 
separation of the two articular surfacesis not great. The cause is gene- 
rally a severe fall upon the shoulder, by which it is violently turned 
backwards. ‘The signs of this dislocation are pain on the top of the 
shoulder, depression of the shoulder, a great space between the acro- 
mion and scapular end of the collar-bone, or a projection of the latter ; 
unaccustomed motion of these two parts, impeded motion of the arm, 
especially in elevation, diminished distance of the shoulder from the 
chest, disappearance of the prominence when the shoulders are drawn 
backwards, but which reappears when it is let go; and if the finger be 
carried forward upon the spine of the blade-bone it is stopped by the 
projecting end of the collar-bone. 

It has been hitherto assumed that the acromial end of the collar-bone can only be 
dislocated upwards ; at least, experience knew no other kind. 'Tournen (c), how- 
ever, saw a case in which the weight of a horse, in a sudden fall, caused separation 
and driving back of the blade-bone, the collar-bone still remaining fixed at its 
sternal end, but its outer end, from which the inferior and coraco-clavicular liga- 
ments were torn, was separated from both articular surfaces, and slipped beneath 
the acromion. ‘The pivot motions of the arm could be made in the usual directions ; 

_the left arm was somewhat longer than the right, the elbow and upper part of the 
arm lay against the side of the trunk; the voluntary motions, especially those up- 
wards, were impossible, the patient could not bring his hand to his head; the com- 
municated motions were free and painless; the shoulder had lost its rounded form, 


(a) Archives, générales de Médecine, Jan. (6) A. Coorrr, above cited, p, 402. 
1829, p. 53.—Frorier’s chirurgische Kup- (c) Archives générales de Médecine, 1837. 
fertafeln, pl. cexxvii. December. 
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and below the acromion externally was a deep hollow. The shoulder had also two 
prominences, an internal and upper, formed by the acromion, and an external under 
by the lower end of the collar-bone. Neither numbness of the fingers nor pain 
Were present; the point of the left shoulder was much nearer the breast-bone than 
the right; when the finger was carried along the: spine of the blade-bone from 
behind forwards to the acromion it was stopped by the projection of the collar-bone. 
This was perfectly discernible, and disappeared, as well also as the hollow beneath 
the acromion, when the shoulders were drawn back, the knee being placed between 
them; but so soon as this was left off, the projection formed by the end of the 
collar-bones and the depression beneath the acromion reappeared. With Desaut’s 
apparatus, and subsequently with that of PLammant, a cure was effected without 
deformity, and without réstriction of the motions of the arm. Mer.ze (a) examined 
after death, and described such ‘a dislocation of the outer, end of the collar-bone 
downwards. 

1026. This dislocation is always easily reduced; the arm is to be 
raised up against the collar-bone, the scapular end of which is to be 
depressed. . Desauit’s apparatus.for fractured collar-bone is applicable, 
with the alteration of putting a thick compress upon the scapular end of 
the collar-bone, and the turns of the bandage which are carried over the 
injured shoulder and the elbow, to be sufficiently tightened, and further, 
the arm to be also fixed to the breast with a bandage. ‘The first days 
the injured parts are to be moistened with cold dispersing applications. 
As often as the bandage becomes loose it must be tightened. “In from 
four to six weeks it may be removed; most commonly there remains 
greater or less displacement, which, however, does not interfere with 
the motions of the shoulder. 


[The dislocation of the collar-bone upon the spine of the blade-bone is one of 
the most tiresome accidents we have to do with; at least in all the cases I have had 
to deal with, and the injury is not unfrequent, I have never been able by any con- 
trivance to keep it in place, and have therefore given up attempting to keep it 
reduced, and only endeavour to keep it at rest, so that it may form new connexions 
on the scapular spine.—s. F. s.] 


VI.—OF DISLOCATION OF THE UPPER-ARM. 


(Luwxatio Humeri, Lat.; Verrenkung des Oberarmes, Germ.; Laxation du Bras, Fr.) 


Bonn, Abhandlung von Verrenkungen des Oberarmes. Leipzig, 1783. 

Desautt, above cited. 

Warnecke, Abhandlung tiber die Verrenkung des Oberarmes aussdem Schul- 
tergelenke und deren Heilart. Nurenberg, 1810; with plates. 

Boyer, above cited, p. 174. 

Morue, Mélanges,de Chirurgie et de Médecine. Paris, 1812. 

Buscu, Dissert. de Luxatione Humeri. Berlin. 1817. 

Dupuy ren, De la différence dans le Diagnostic des Luxations et des Fractures 
de l’extremite supérieure de 1?7Humerus; in Répertoire Général d’Anatomie et de 
Physiologie Pathologique, vol. vi. part iii. p. 165. . 

Maeaicne, Luxations de ]’Articulation Scapulo-humérale; in Journal des Pro- 
_ grés des Sciences et des Institutions Médicales,. vol. iii. Paris, 1830. 

Cooper, AsTLEY, above eited, p. 415, 
Crampton, Puiuip, M.D.,.On the Pathology of Dislocation of the Shoulder-Joint; 
in Dublin Journal of Medical and. Chemical Seience, vol. iii. p. 42. 1833. ‘ 


1027. The free motions of the shoulder, the great misproportion be- 
tween the size of the head of the upper-arm-bone and the flattened ° 


(a) Nova Acta physico-medica,.1773, vol. v. p. 1. 
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hollow of the joint-surface of the blade-bone, the slight strength of the 
capsule of the joint, and the frequent operation of external violence upon 
the shoulder-joint, render the dislocation of the upper-arm more frequent 
than that of any other bone. 

1028. The head of the upper-arm-bone may be displaced in three 
different directions: ' 

1, Upwards (and inwards); the head of the bone rests on the front 
edge of the blade-bone, between the insides of the long heads of the m. 
triceps and the m. subscapularis. 

2, Inwards; the head of the bone recedes between the subscapular pit 
and the muscle of the same name, beneath the m. pectoralis major. 

3, Outwards; between the infra-spinate pit and muscle. ['This is the 
dislocation backwards of English surgeons.—s. F. s. 

The dislocation downwards is the most common, that inwards more 
rare, and that outwards the rarest. The dislocation upwards is impos- 
sible, partly on account of the acromial process, and the firmness of the 
joints especially, partly because the upper-arm cannot, on account of 
the trunk, be driven inwards as much as necessary in order to dislocate 
it upwards. 

Astiey Cooper (a) speaks of a fourth partial dislocation, when the front of the 


capsular ligament is torn, frequently only stretched, and the head rests against and 
on the outer side of the coracoid process of the blade-bone (0). 


1029. If the head of the upper-arm-bone be dislocated downwards, it 
may be drawn inwards by the contraction of the muscles, (but the m. 
triceps extensor prevents it being pulled outwards,) and thence gradually 
upwards towards the collar-bone. In the dislocation owéwards such 
consecutive displacement towards the spine of the blade-bone is not 
possible. In dislocation of the upper-arm-bone, there may be therefore 
a fourfold varying position of the head of the bone: 1, downwards; 2, 
outwards, always primitive; 3, inwards, frequently primitive, usually 
consecutive, and, 4, inwards and upwards, constantly as consecutive 
dislocation. A. Cooper, however, does not think that the head is dis- 
located consecutively, when the muscles have once contracted and no 
great violence operates. : te 

Less change of position may originate in the absorption arising from 
pressure. 

Opinions vary in reference to the primitive direction of dislocation of the upper- 
arm. Many (Hippocrates, Duvernry, Fasricius an AquapeNDENTE, Desautr, 
Mursinna, Ricneranp, Morne, and others) admit only the dislocation downwards 
as primitive, and that inwards and outwards as secondary. Others (VELPEAU, 
Ma.eaiene) determine only two primitive dislocations, namely forwards and in- 
wards, and backwards and outwards. 

1030. The several kinds of dislocation of the upper-arm are charac- 
terized by the following symptoms: 

In dislocation downwards, the arm is rather longer, can be moved 
only a little outwards, and motion in any other direction causes severe 
pain; in old persons, however, the laxity of the muscles often permits 
more extensive motion ; the elbow stands out from the trunk ; the patient 
inclines himself towards the side of the dislocation, holds the arm half- 


(a) Above cited, p. 446. 105.—Hareravz, W.; in Edinburgh Me- 
(6) Dopuyrren, Lecons Orales, vol. iii. p. dical and Surgical Journal, October, 1837. 
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bent, and supports his elbow on his hip. Beneath the acromion, which 
seems more prominent, a hollow is observed, the joint has lost its round- 
ness, the middle line of the arm is directed towards the arm-pit in which 
is felt a globular protuberance, formed by the displaced head of the bone, 
only, however, when the arm is separated from the trunk. A kind of 
crackling is frequently noticed on motion, depending on the exuded 
matter, or on the effusion of synovia, which disappears on continuance 
of motion, and is never so great as in fracture. The pressure of the 
head of the bone upon the axillary plexus often causes loss of sensation, 
and the sensation of being asleep in the fingers. 

In dislocation inwards, the elbow stands out from the trunk, and is 
inclined a little backwards; the direction of the arm corresponds to the 
middle of the collar-bone, the movement of the arm backwards is not 
very painful, but forwards extremely so. Beneath the great pectoral 
muscle is felt the protuberance of the head ; the arm has either its natural 
iength or is rather shorter; the flattening of the shoulder is observed 
especially at its hinder part; the fore-arm is not half-bent. : 

In dislocation outwards, the arm is inclined inwards and forwards, the 
flattening of the shoulder is most distinct in front; the head of the bone 
forms a prominence in the infra-spinate pit; the arm may be moved for- 
wards with the least pain, but every other movement is in the highest 
degree painful. ne 

In imperfect dislocation, where the head is inclined forwards against the coracoid 
process, a hollow is observed opposite the back of the shoulder-joint and the hinder 
half of the glenoid cavity is perceptible; the axis of the arm is inwards and forwards; 
the under motions of the limb may be completely performed, but the arm cannot be 
raised, because the upper-arm is thrust against. the coracoid process of the blade- 
bone; the head forms a distinct protuberance, and if the arm be rotated, the rolling 
motion of the head is felt. 

It is very difficult, and generally impossible, in dislocation of the upper-arm, to 
determine whether the @islocation of the head of the bone inwards, be primary or 
consecutive; but inquiry as to how the symptoms have followed each other, and 
even the treatment in setting, may perhaps afford some clue. 

1031. Dislocations of the upper-arm are- produced by violence, which 
strikes the arm, and happens only on that particular direction of the arm, 
at the moment when the violence acts, according to which side the head 
of the bone is driven against the capsule and dislocated. In the occur- 
rence of dislocation downwards, the contraction of the m. pectoralis 
major, latissimus dorsi and teres major especially participate. It, how- 
ever, particularly depends on the m. deltoides, as shown by examples 
when this dislocation has happened: in raising a heavy load. 

The destruction of the soft parts in dislocation of the upper-arm, is for 
the most part restricted to the tearing of the capsular ligament to a tole- 
rable extent and the bruising of the neighbouring parts. In dislocation 
inwards, however, a tearing of the m. subscapularis has been observed; 
as also oftentimes palsy of the arm, cedematous swelling of it : or a palsy 
of the deltoid muscle is connected with, or subsequently ensues on dis- 
location. Fracture of the neck of the upper-arm-bone has also been 
noticed simultaneously with this dislocation. 

-1032. The inflammatory symptoms which occur in dislocation of the 
upper-arm, are usually of little consequence, if reduction be soon ef- 
fected; but if the dislocation be left alone, considerable interference 
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with the movements of the arm occurs ; the dislocated head is kept fixed 
in its position, the motions of the arm depend only upon the mobility 
of the blade-bone, and often after from four to eight weeks, reduction is 
no longer possible, even with the greatest efforts. 

1033. In reducing dislocation of the upper-arm, the shoulder must 
be well fixed, the arm extended to a proper degree, and its head brought 
back in the same way in which it was dislocated. The patient should 
sit on a common seat, (in difficult cases it is advantageous to lay him 
horizontally on a couch,) a folded cloth is to be applied above the wrist, 
its two ends tied and given toan assistant. An oblong, tolerably thick 
bolster should be put into the arm-pit, projecting beyond the edges of 
the great muscles of the breast and back, and over it a folded cloth, the 
ends of which are to be carried over the front and back of the chest, to 
the sound shoulder, there tied, and given to an assistant. For the more 
complete fixing of the shoulder-blade, a second cloth is applied with its 
middle-on the acromion, its ends carried obliquely forwards and back- 
wards, towards the other side of the chest, and given to an assistant, 
who draws them properly in this direction towards him. Or the 
shoulder is fixed by a proper bandage, (retractor ), through the open- 
ing of which the arm is passed (a). The surgeon stands on the out- 
side ‘of the limb, and directs the assistants as to the direction and 
commencement of the extension. 

In the dislocation downwards, extension must be made directly 
outwards, and when carried to a proper extent, the arm must be pulled 
downwards, and somewhat forwards till it be applied to the side of 
the body, when the surgeon rests his body against the elbow, and 
with both his hands applied, the one on the upper, and the other on 
the under surface of the upper arm, carries the head back into the 
socket. ; 

In dislocation inwards the extension must be made outwards and back- 
wards, the arm brought forwards and downwards, till it lie obliquely 
across the front of the breast, and the surgeon then assists the return of 
the head of the bone, by placing one hand upon the elbow and the other 
on the inside of the arm, and pressing the’head outwards. 

The dislocation outwards requires extension in the opposite direction 
to the preceding (a). 

In reduction the following points are to be especially noticed. As every disloca- 
tion of the upper arm occurs only ina certain position, so must its extension also be 
made in a corresponding position, and according to the directions laiddown. Inthis 
position the m. deltoides, supra-spinatus and infra-spinatus, which mostly oppose 
the reduction, are rendered lax. On this account the dislocation is often reduced 
with ease, immediately after its occurrence, by raising the arm to the horizontal pos- 
ture, and placing the fingers in the arm-pit. The arm is not to be brought into its 
natural position, till the head of the bone has been restored to the place from which 
it has slipped. The head is usually carried back into the socket, rather by the action 
of the muscles, than by any force applied to it. By what has been said is explained 
the fitness of La Morun’s (b) proposed mode of reduction. The patient is to be. 
placed on a seat; the shoulder to be fixed by means of a cloth, folded lengthways, 
applied over it, and held by two assistants sitting on the ground; a third standing 


(a) Proper retractors are described by Ecxorpr (K6uner’s Anleitung zum Ver- 
Pirscnen (Anatom. und chirurg. Anmer- bande, Leipz, 1796, p, 299. Pl. viii. fig. 8, 
kungen. Dresden, 1784, p. 66); by Men- 9); by Scunemwer (Loper’s Journal, vol: 
NeL (Loper’s Journal, vol, iii. p. 300); by ii. p. 466) and by Astiry Coorrr,: 

(b) Buscu, above cited, 
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on the uninjured side, draws horizontally a cloth laid round the chest. The surgeon, 
standing on a table near the patient, grips the dislocated arm with both hands, raises 
it, gently drawing it up towards the patient’s head, then pulls more forcibly, and thus 
almost without pain causes the head of the bone to rise up into its place. Rusr (a) 
simplifies this treatment; the patient being seated on the ground, ona carpet or flat 
cushion, an assistant, kneeling on the side opposite the dislocated arm, grasps the 
injured shoulder with both hands locked in each other, the one of his arms being 
earriéd before, and the other behind the patient, Whilst he draws the shoulder 
strongly and steadily downwards, the surgeon standing on the same side.as the dis- 
located arm, grasps it with both hands at the wrist and fore-arm, draws it somewhat 
towards him, in order to keep it constantly extended, and raises it by a circular 
movement, above the head of the patient, so that the upraised arm is brought parallel 
with the long axis of the body. The surgeon then draws the arm strongly towards him, 
as if he would raise the patient from the ground,.and at the moment this is effected, the 
head of the bone slips back into its socket. If this do not happen, the surgeon may 
now give the extension of the arm to an assistant, and kneeling by the patient, places 
both thumbs under the protruded head, and leads it, by pressing upwards, into its 
socket. He then fixes one thumb firmly in the arm-pit, with the other hand grasps 
the elevated arm above the elbow-joint, and draws it carefully down, when, if the 
head of the bone be not completely carried into its socket, its complete reduction must 
be attempted, by more firmly sliding it over the opposed thumbs, as if over a roller. 

1034. Complete reduction is characterized by the natural form of the 
joint, the cessation of pain and the free movement of the arm in every 
direction. ‘To counteract the disposition which the upper-arm always*has 
to become dislocated afresh, its motions should be prevented ; the arm is 
to be put ina sling, or fastened with some circular turns of a bandage 
round the body, and some may be carried beneath the elbow and over 
the shoulder. Tor the first few days cold applications are to be applied 
over the shoulder to remove the bruising. If a paralytic state of the 
arm continue, (which there is always ground to fear if after the disloca- 
tion there ensue a sensation of cold, of going to sleep, and weight,) 
stimulating friction, douche-baths, blisters, moxas, and the like must be 
employed. This may arise from palsy of the deltoid muscle. 

1035. In this way the dislocation of the upper-arm-bone may ordi- 
narily again be put to rights. If violent contraction of the muscles occur, 
we must attempt to diminish it by the remedies heretefore mentioned, 
A small opening in the capsular ligament is mentioned by many, as the 
obstacle to reduction in several cases, which may be imagined if the 
head of the bone return to its place without noise and be directly again 
dislocated ; in such case the aperture of the capsular ligament must be 
attempted to be enlarged by moving the arm; numerous observations, 
however, oppose this notion. REG 

_ 1036. Besides the modes of reducing dislocations of the upper-arm 
already given, the following still require to be mentioned :— o¥ 

1. In recent dislocation the patient may be laid on his back upon.a 
table or sofa, in such way that the affected arm may be completely on 
the edge; a wetted roller is to be applied on the arm above the elbow, 
and over this a handkerchief is to be fastened. The surgeon, standing 
with one foot on the ground, places the heel of the other in the patient’s 

‘arm-pit, so that he finds himself in a half-sitting posture by the side of 
the patient. By means of the handkerchief he extends the arm’ for 
three or four minutes, in which way, under ordinary circumstances, the 
head is easily reduced. If more power be required, a towel instead of 


(a) Rusr, in his Magazin, fir die ge- HARDT, F., Dissert. de Methodo Mothiano hu- 
sammte Heilkunde vol. x. p. 184.—Lxzon- merum luxationireponendi. Berlin, 1820. 8vo, 
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a handkerchief should be fastened around the arm, by which several 
persons may pull, whilst the heel is still in the arm-pit. In order to 
relax the m. biceps the fore-arm must be bent. In this mode of reduc- 
tion there is less extension of the limb than lateral separation of the 
head of the arm-bone from the blade-bone. On this account probably 
has Bertranpi (a) proposed, that the surgeon should place himself be- 
tween the legs of the patient as he lies in bed, and make use of his left 
foot if the dislocation be on the right, and his right foot if it be on the 
left side. Saurer’s (d) treatment corresponds to this; the patient being 
placed on a seat, the dislocated arm is to be drawn down perpendicularly 
on the body, fixed in this direction by the one hand of the surgeon, at 
the elbow-joint, and drawn towards the ground, whilst with the other 
hand the head of the bone is thrust upwards;,at the same time an 
assistant may further the extension, by drawing down the hand, but 
which is not always, nor ever with violence, to be done. In dislocation 
inwards the arm is to be inclined more forwards. 

2. The patient, being seated on a low stool, the surgeon separates the 
dislocated arm so far from the body, that he can put his knee into 
the arm-pit, and whilst he places his foot by the side of the stool, he 
puts one hand upon the arm-bone, immediately above the condyles, and 
the other upon the acromion, then presses the arm. downwards over the 
knee, and in this way reduces the dislocation (c). 

1037. If in very powerful persons, or in old dislocations, these modes 
of treatment be unsuccessful, and it be necessary to overcome the muscles 
by continued and gradually increased extension, the pulleys are to be em- 
ployed as most convenient. ‘The patient is to be put on a stool, the 
shoulder fixed with a retractor, and this attached to a hook fixed in the 
wall on the patient’s sound side; the extension-bandage is to be put on 
above the elbow, and by other bandages connected with the pulley, 
fastened to the other wall. ‘The, direction of ‘the extension is to be 
similar to that made by assistants; and it must be made gradually, if 
intended to be kept up for some time. When it has attained sufficient 
degree, the surgeon puts his knee in the arm-pit, places his foot on the 
stool,.and raising the head of the bone, thrusts it gently into the socket, 
which, at the moment when the extension is left off, usually happens 
without any snap. | 

The various contrivances proposed for reducing dislocation of the upper-arm are 
in part superfluous, in part unsuitable, because the mechanical violence acts too 
much onthe head of the bone itself; or the extension cannot be made after every 
one’s favourite direction. To these contrivances belong the ambe of Hippocrates, 


the machines of Oripasius, Park, Gersporrr, Scutretus, Purmann, Perit; the 
reductors of Ravaron, Hacen, Freck, Mennet, Scuneiper, Brunnincuausen, 


and others. - , 

1038. If the dislocation have existed some weeks, the arm must, pre- 
vious to extension, be moved forcibly in every direction, for the purpose 
of loosening it, and the relaxation of the muscles must be effected b 
the means already mentioned. After the reduction of these old disloca- 
tions, an emphysematous swelling is often observed beneath the great 
pectoral muscle, which soon disappears under the use’ of dispersing 
(a) Institutiones Chirurgice, vol. v. Achselgelenkes ; in Hurerann’s Journal, vol 

(b) Ueber die Einrichtung dés verrenkten xiii. pt. i. July, 1816, p. 39. 
(c) Astiey Coorer, p. 432, 
VoL. 11.—20 
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remedies. WernuoLp cut through the tendon of the m. pectoralis major, 
because it did not yield in an old dislocation (a). The dislocations at 
the shoulder-joint may often be satisfactorily reduced, even after a long 
time, especially in relaxed persons; the attempt at reduction, however, 
is not to be carried too far, as dangerous symptoms may ensue (0d). 


Gisson noticed a rupture of the axillary artery in reducing an old dislocation in 
two cases (c). : eat, 

Dierrensacu (d), whilst making extension and counter-extension in the usual 
manner, in a dislocation of two years’ standing, divided the tendons of the m. 
pectoralis major and /atissimus dorsi, the m. teres major and minor, beneath the skin, 
and the false ligaments surrounding the new joint, upon which, with the extension 
made, the head suddenly returned into its socket, and he then applied over it a 
pasteboard apparatus. 


1039. The Congenital Dislocation of the Upper-Arm-bone (Luzxatio 
congenita Humeri) does not, according to R. W. Smirn (e), who first 
noticed it, happen so very rarely, In the early period oftlife, before the 
more perfect development of the bones, and before the more powerful 
action of the muscles, the external appearance of deformity may possibly 
escape observation; but when the shoulder-bones have attained to their 
perfect development, when the bony processes about the joints project, 
and especially when the muscles operating on the shoulder-joint and 
upper-arm acquire their full activity, then first are the characteristic 
marks of congenital dislocation not easy to be mistaken. Smiru has 
noticed two kinds of congenital dislocation, viz., the swbcoracoid and 
the subacromial dislocation. 

1040. In the congenital subcoracoid dislocation, the head of the upper- 
arm-bone, when the arm hangs down on the side, is situated beneath 
the coracoid process, and the outer part of the glenoid cavity can be 
felt beneath the projecting acromion ; if the elbow be drawn forward 
over the chest, the head of the upper-arm-bone slips backwards over 
the acromion, and completely leaves the unnatural part of the articular 
surface, which can now be distinctly felt ; the shoulder has not its natural 
rounded form, but is flattened. ‘The muscles of the shoulder and arm 
are much shrunk, and also the muscles passing from the chest to the 
blade-bone and upper-arm, only the m. trapezius shows the least of this, 
and seems to be almost the only muscle, which still acts upon and moves. 
the blade-bone; the diseased arm is nearly half an inch shorter. The 
motions of the arm are very much restricted ; elevation and abduction 
are not possible, and even the forward and backward motions cannot be 
performed without corresponding movement of the blade-bone. Although 
the muscles of the fore-arm are not so much shrunk as those of the upper, yet 
flexion is so difficult, on account of the atrophy of the m. biceps, that it 
can scarcely be brought to a right angle. Elevation is not performed 


(a) Zwanzic de Luxatione Ossis Humeri, 
et precipué Incisione A poneuroseos Musculi 
Pectoralis Majoris ad cur. Luxat. inveter. 
Hale, 1819. 

(b) Frausert, Mémoire sur plusieurs cas 
de Luxation, dans lesquels les efforts ont été 
suivi d’accidens graves; in Répert. gén. 
d’Anatomie et de Physiologie Pathologique, 
vol. iti. fase. i. 

(c) [Philadelphia Journal of the Med, and 


Phys. Sciences, vol. 7, 1823, p. 81, and the 
3d No. of the New Series of the same, 
1828, p. 136.—e. w. N.] 

(d) Vereinszeitung, 1839, No 5}. 

(e) An Essay upon the original or: con- 
genital Luxations of the upper extremity of 
He Humerus; in Dublin Journal, vol. xv. p. 

Froriep’s N, Notizen, July, 1839. No. 
225 and 227, 


OF THE UPPER-ARM. o27 


gradually, but with a sudden jerk, in which the blade-bone also is con- 
siderably raised, the arm pressed to the side, and sometimes even the 
body bent to the other side, whilst the elbow-joint rests upon the crest 
of the hip-bone. ‘he deformity exists from birth, but only first at the 
period of perfect development does it become more apparent. ‘This 
congenital dislocation may exist on both sides at once. 

1041. Examination after death of a case of subcoracoid dislocation 
on both sides, showed upon the one side scarcely a trace of the natural 
socket, but, on the contrary, immediately beneath the lower edge of the 
coracoid process, partially upon the ribs, partially on the axillary edge 
of the blade-bone, a well-formed socket of an inch and a-half diameter ; 
this reached to the under surface of this process, and was only sepa- 
rated from the upper-arm by the capsule of the joint. The perfectly 
formed capsular ligament, extending from the undeveloped glenoid 
cavity, surrounded these articular surfaces. The perfectly natural ten- 
don of the m. biceps arose from the point of the latter, and the capsular 
ligament was also quite natural. The head of the upper-arm-bone va- 
ried considerably from its rounded form; it was oval, and its long axis 
corresponded with that of the bone itself, which depended especially on 
the hinder part being deficient. The shaft was small and decidedly 
atrophic ; the position of the head on the coracoid process varied, accord- 
ing to the rotation of the arm inwards or outwards. Upon the other 
side the deficiency of the articular surface was confined to its inner 
edge, which was entirely wanting fora thumb’s space from above down- 
wards. The inner edge of the joint-surface was formed by a long 
ridge, which passed down from the under surface of the coracoid pro- 
cess ; the-tendon of the m. biceps and the capsule were perfectly formed. 

1042. Smirn saw and examined after death congenital subacromial 
dislocation on both sides. ‘The coracoid process projected considerably, 
as did also the acromion ; the joint-surface beneath was not, however, 
to be felt; the projection of the acromion, as well as the flattening of 
the shoulder, was less decided than in subcoracoid dislocation; the 
flattening was confined to the front of the joint. The head of the upper- 
arm-bone formed a distinct swelling on the back of the blade-bone, 
beneath and behind the point of the acromivn, close on the under sur- 
face of it8 spine. The upper-arm did not stick out from the side, and 
the fore-arm was rotated inwards. Internal examination of the joint 
presented no trace of an articular cavity in the usual place, but a well- 
formed articular pit, surrounded by a capsular ligament, arising from 
the outer surface of the neck of the blade-bone, which was broader 
above, and completely reached the under surface of the acromion ; the 
tendon of the m. biceps was perfect, and firmly attached to the upper 
and inner part of the unnatural joint’s surface, the direction of which | 
was forwards and outwards. The head of the upper-arm-bone exhibited 
the same oval form as in the subcoracoid dislocation, only that the fore 
part of the head was in this case deficient. The little tubercle formed 
a considerable projection, long and curved, so that it had remarkable 
resemblance to the coracoid process of the blade-bone. 

1043. That these dislocations are congenital and not of accidental 
oceurrence, SmitH thinks he has found proof, as regards subcoracoid 
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dislocation, in the absence of previous injury, in the joint not being the 
seat of pain, swelling, and the like, but especially in the unhurt con- 
dition of the capsule and of the tendon of the m. biceps, as well as in 
the simultaneous existence of a pes equinus in the same patient ; in the 
form of the head of the upper-arm-bone being peculiar, and quite dffer- 
ent from any change which he has noticed as consequent on disease: or 
in old dislocation of the usual kind. Smiru is not disinclined to find a 
resemblance between this congenital dislocation and that described by 
many writers, as partial dislocation of the upper-arm-bone, as well as 
that arising sometimes from rheumatic affection of the shoulder-joint, (A. 
Cooper,) or as an unusual atrophy of the upper-arm, (Curtine.) He 
also supposes that in subacromial dislocation, the absence of the natural 
joint-surface, the complete resemblance of both unnatural articular cavi- 
ties, the uninjured state of the tendons and ligaments, as well as the 
peculiar form of the head of the upper-arm-bone, speaks in favour of 
the congenital existence of this dislocation. With the few examina- 
tions which have been as yet made of this subject, it is not, however, 
possible to determine with certainty whether the cause of the disloca- 
tion should always be sought for in an original deficient formation of 
the joint surfaces, or whether such dislocations be not produced by the 
peculiar position of the child, and during. birth, and the particular 
changes subsequently found, on examination, do not depend on the 
long continuance of the dislocation, and the previously incomplete de- 
velopment of the bones, and so on. es 


In support of this opinion at least speaks an observation of Guinnarp (a), who 
reduced a congenital dislocation of the upper-arm-bone by horizontal extension after 
sixteen years. The reduction was effected after several futile attempts, and when 
effected it relapsed twice, and was again reduced. After the last reduction; how- 
ever, the upper-arm for. two years and a-half was not displaced, and the move- 
ments of the limb were almost entirely natural. 


VIl.—OF DISLOCATIONS OF THE FORE-ARM. 


1044. These dislocations are distinguished into dislocations of the 
Sore-arm from the upper-arm, and the separate dislocations of the spoke- 
bone and cubit. , 


A.—OF THE DISLOCATION OF THE FORE-ARM AT THE 
ELBOW-JOINT ; 


(Lusxatio Antibrachii, Lat.; Verrenkung des Vorderarmes, Germ.; Lucxation de 
l’ Avant-bras, Fr.) 

1045. Complete dislocations of the elbow occur but rarely, on ac- 
count of the great strength. of the joint, and are always accompanied 
with considerable tearing of the soft parts. The dislocation may be 
either backwards or lateral, but dislocation forwards is impossible with-. 
out simultaneous fracture of the olechranon. — 

1046. The dislocation backwards is the most common, and always 
the most complete. The chronoid process of the cubit gets behind the 


(a) Révue Médicale, Aug. 1840. 
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pully-like joint-surface of the upper-arm-bone, and rests in the pit 
formed for receiving the olechranon. ‘The joint-surfaces of the upper- 
arm-bone are thrown upon the front of the spoke-bone and cubit, be- 
tween the coronoid process and the insertion of the m. biceps. If the 
lateral ligaments are torn, the muscles surrounding the joint, the skin, 
and even the brachial artery may be torn. The olechranon forms a con- 
siderable projection on the back of the upper-arm, whereby the lower 
part of the m. triceps is twisted, and above the projection of the ole- 
chranon the upper-arm seems to be somewhat hollowed. On the front 
of the joint is felt a large hard swelling, beneath the tendon of the m. 
biceps ; the fore-arm is fixed in a half-bent position, excépt when there 
is considerable tearing of the ligaments. 

1047. If the cult alone, be thrown backwards, without simultaneous 
dislocations of the spoke-bone, behind the upper-arm-bone, the deformity 
of the joint is considerable, the fore-arm and hand being twisted in- 
wards, the olechranon projecting, whilst the head of the spoke-bone re- 
tains its natural position ; on the outside of the elbow-joint a remarkable 
projection, and on the inner a pit; the fore-arm cannot be straightened 
except by violence, which will reduce the dislocation, neither can it be 
bent farther than to a right angle (A. Cooper); the arm has been, how- 
ever, observed motionless in extension, and every attempt at bending 
was painful and unsuccessful ; pronation and supination could, however, 
be freely performed, the lattér somewhat less than the former. If the 
fore-arm be but little bent, the annular ligament of the spoke-bone re- 
mains uninjured; but on greater bending, this ligament, the upper part 
of the interosseous ligament, and several muscular fibres are torn, and 
the head of the spoke-bone rests against the upper-arm. The distin- 
guishing marks are, projection of the olechranon, and the twisting of 
the fore-arm inwards (a). 

1048. The Jateral dislocation may be either complete or incomplete ; 

that outwards is more frequent than that ¢nwards. In the former, the 
internal joint-surface of the upper arm-bone projects more or Jess, and 
the joint-surface of the cubit is thrust outwards; the point of the ole- 
chranon rests on the back of the upper-arm, tn consequence of which 
the fore-arm is fixed in a slightly bent position. In the latter, a part of 
the sigmoid cavity projects, more or less on the inner, and the joint- 
surface of the upper-arm-bone on the outer side ; the fore-arm is perma- 
nently bent. These dislocations cannot happen without tearing of the 
ligaments of the elbow-joint; even the muscles of the fore-arm may be 
torn at their origin; hence also frequently, the fore-arm is not so fixed in 
its position, as in dislocation backwards. In complete lateral disloca- 
tion, the projection of the ends of the fore and upper-arm are much 
more decided than in the incomplete, and on account of the great 
tearing of the soft parts the fore-arm is moveable in every direction. 

As in dislocations of the fore-arm, the joint-surfaces are mostly still in contact 
so there may be crackling on moving the joint. 

1049, Dislocation backwards of the fore-arm, is mostly produced by 
a fall upon.the outstretched hand, whilst the fore-arm is bent and. the 


(a) Coorgr, Astrey, above cited, p.472.— N. Notizen, July, 1839, No, 228.—Micwag.is 
Révue Médicale, 1830.—Sepritor; in Ga- in von Graere and Watrarr’s Journal, vol. 
zette Médicale, 1839, No, 24,—FRorizr’s xxix, p, 296. 
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upper fixed. If the fore-arm be violently forced to one or other side, 
lateral dislocation may be produced. eee 

‘1050. Dislocations of the elbow-joint always produce severe inflam- 
matory symptoms, and may lead to gangrene and nervous symptoms; 
generally, however, they are not dangerous. If left alone, they in a 
short time become irreducible; the dislocation backwards has, how- 
ever, been reduced after existing two or three months. If. in disloca- 
tion backwards, the joint-surfaces of the upper-arm-bone project through 
the skin, the case is always very serious, though experience proves that 
a cure may take place without any particular symptoms. If with 
this dislocation, there be tearing of the m. biceps, of the brachial artery 
or of the median nerve, the case is exceedingly dangerous. The com- 
plete lateral dislocations are more severe than, those backwards. The 
incomplete dislocations are neither great nor difficult to reduce ; even 
- if they be mistaken the consequences are less important, if only early 
motion be used. ; 

(1) Asttey and Branssy Cooper (a) effected reduction after three months. 
Maueaicne and Lisrranc reduced a dislocation of the elbow backwands, of four- 
teen weeks standing in a boy ten years old. 

1051. The reduction of dislocations of the elbow is not difficult, if 
undertaken sufficiently early. Extension and counter-extension are 
performed by two assistants, one of whom grasps the fore-arm above 
the wrist with one hand, and its upper inner part with the other; the 
second assistant places one hand on the shoulder, and with the other 
draws back the lower part of the upper-arm. The surgeon, in the 
dislocation backwards, grasps the elbow with both hands in such way, 
that the four fingers of the one are upon the front, and the thumb upon 
the back of the upper-arm, with which, when the extension is suffi- 
ciently made, he can_ press the olechranon downwards and forwards. 
Astiry Cooper puts the patient on a stool, places his knee on the inside 
of the elbow, grasps the wrist and bends the arm; at the same time he 
thrusts his knee against the spoke-bone and cubit, to free them from 
the upper-arm-bone, and whilst he keeps up the pressure with his knee, 
he strongly but slowly bends the arm. ‘The arm may also be violently 
bent around a bed-post. After complete. reduction, the elbow-joint is 
to be surrounded with moistened compresses, a QO bandage applied and 
the arm to be put in a sling. The supervening inflammatory symp- 
toms must be removed by a ‘proper antiphlogistie treatment, and the 
continual employment of cold applications. The bandages should be 
removed every two days, so that gentle movements of pronation and 
supination may be made, in order to ascertain the actuality of the re- 
duction. ‘The dislocation of the cubit alone, is always easily reduced 
by oneof the prescribed methods; but if, as in the cases mentioned by 
Sepitnor, the fore-arm be extended, extension must be made, and then 
the arm bent. 


If the coronary ligament of the spoke-bone be not torn, that bone retains its proper 
position on the cybit; but if it be torn, the spoke-bone must be pressed especially 
into its place, and the recurrence of its displacement prevented by a splint placed 
along its back. Tf in dislocation backward, the lower ends of the upper-arm-bone 
be driven through the skin, the zeduction is not thereby rendered difficult; it must be 


(@) Above cited, p. 441. 
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performed as soon as possible, and the wound ‘closed. If severe inflammation exist, 
sawing off the projecting ends may alone be sufficient to lessen the symptoms. In 
tearing, of the brachial artery and median nerve, the former must be tied before the 
reduction; however, the probable danger of gangrene in this case may render am- 
putation necessary. ) 

1052. The reduction of the lateral. dislocation must be effected in 
the way mentioned, only the joint-ends of the bones must be pressed, 
with both hands, in the opposite direction to that in which they are 
dislocated. - In these dislocations also AstLry Cooper makes extension 
upon the knee, as already stated. Violent extension of the arm is 
also often sufficient. The inflammatory symptoms in lateral disloca- 
tion are always more severe than in that behind; therefore also is a 
more strict antiphlogistic treatment required. ’ 

1053. Though dislocations of the elbow-joint have great disposition 
to become irreducible, yet if severe inflammation have come on, reduc- 
tion must not be undertaken till that has been removed. Before 
attempting the reduction of an old dislocation, repeated motions of the 
fore-arm are to: be made for several days previously. If repeated at- 
tempts do not succeed, violent extension must be abstained from, because 
otherwise severe inflammation is to be feared. 

In dislocation of the elbow-joint forwards, which can only occur with fracture of 
the olechranon, the same treatment must be adopted as in that. fracture, with simulta- 
neous antiphlogistic remedies. ; 

1054. The dislocation backwards of the spoke-boneis the most common, 
but occurs more rarely in adults, than in young persons, in whom it does 
not take place at once ; but by the habit of pulling the child by the hand 
a considerable relaxation of the articular connexions of the spoke-bone 
is produced, which is often manifested by great projection of its end, 
and painful swelling of its joint, and if the violence be persisted in, dis- 
location of the radius backwards is produced. At the moment when 
the dislocation occurs the patient feels severe pain, the arm is bent, and 
the hand prone; supination is impossible and increases the pain; the 
hand and fingers are moderately bent; the upper end of the bone forms 
a distinct projection. . 

1055. The dislocation forwards of the upper end of the spoke-bone, is 
the consequence’ of violent supination. The fore-arm is slightly bent, 
but cannot be brought to a right angle with the upper arm; if the fore- 
arm be suddenly bent, the head of the bone strikes against the front of 
the upper-arm-bone, by which the flexion is suddenly stopped. The 
hand is prone, but can be brought again perfectly into pronation and 
supination, although pronation is nearly complete. The head of the 
spoke-bone can be felt, especially in rotation, which together with the 
continued flexion of the fore-arm are the most decided characters. 

Boyer doubts: the possibility of dislocation forwards without fracture at the same 
time; in which ease the supination necessary to produce this dislocation is prevented 
by the lesser head’ of the upper-arm-bone, which thrusts violently against the head 
of the spoke-bone. This opinion, however, is contradicted by foreign and by my 
own experience. A. Cooper (a) has seen the dislocation of the spoke-bone for- 
wards six times; E have seen it twiee, and once as an old dislocation in a corpse. 
‘The spoke-bone separates from the cubit, at its connexion with the coronoid process, 


and its head is drawn back into the hollow abovethe outer condyle of the upper-arm- 
bone, and upon tlie eoronoid process of the:cubit. Examination shows the head of 


(a) Above cited, p. 474. 
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the spoke-bone drawn up into the cavity above the outer condyle of the upper-arm- 
bone, the cubit in its natural place; the coronary ligament of the spoke-bone, the 
chorda transversalis, the front of the capsular ligament and the interosseus membrane 
are partially torn, and in consequence of the tearing of the latter the separation of 
both bones is produced. : sors 

Rovyer (a), Vintaume (6), and Gerpy (c) have also seen dislocation of the upper 
end of the spoke-bone forwards; B. Cooper (d) noticed it once with fracture of the 
inner condyle of the upper arm, and once with a fracture of the spoke-bone an inch 


and a-half from its head. ; 
Simultaneous dislocation of the spoke-bone forwards and of the cubit backwards, 


have been noticed by Bunury (e) and by Vienoxo (f). i 
A longitudinal dislocation of the spoke-bone, in which the head was displaced 


laterally and above, over the outer condyle of the upper-arm-bone, was seen by 
Apams (g). ' 

1056. The reduction of this dislocation of the spoke-bone is easy. 
The fore-arm is extended with one hand whilst with the other, the head 
of the spoke-bone is pressed into its place, and the fore-arm-brought into 
supination, in the dislocation backwards, and into pronation, in that 
forwards, and should be kept in place after the joint has been sur- 
rounded with compresses and circular bandages, by a splint placed 'on 
its front or back part. In from twenty to twenty-five days, this apparatus 
may be entirely removed and careful motion of the arm permitted. 

According to Asttey Cooper, the reduction of the dislocation forwards of the 
spoke-bone, requires much force, and he enumerates cases, in which it was im- 
possible ; from experiments on the dead body, however, the extension of the hand, - 
in which the spoke-bone alone was acted on, was the most preferable; in this way. 
I have also easily effected the reduction. 

If the appearances mentioned (par. 1054) indicate the relaxation of the articular 
connexions of the spoke+bone, all dragging and movement of the hand must be 
avoided, the fore-arm must be fixed in a half-bent position, and the relaxation of the 
ligaments removed by suitable applications and rubbings in. 


VIIlL—OF DISLOCATIONS OF THE WRIST. 
(Luxatio Carpi, Lat.; Verrenkung des Handgelenkes, Germ.; Luaxation du 
Poignet, Fr.) 

1057. Three kinds of dislocation may take place at the wrist-joint :— 
1, the dislocation of both bones of the fore-arm; 2, the dislocation of the 
spoke-bone; and, 3, the dislocation of the cubit. 

1058. Dislocation of the hand from its connexion with both bones of 
the fore-arm, may be forwards, backwards, or to.one or other side; the 
latter two kinds can only be wcomplete, the former two more or less 
perfect. In the dislocation forwards, the hand is bent much backwards, 
and there is a great projection upon the inside of the wrist ; the fingers 
are bent\as well as the fore-arm. In the dislocation backwards, the 
very contrary symptoms occur; fracture’ of the spoke-bone mostly ac- 
companies it (A, Cooper.) In dislocation on one or other side, there 
is always distortion of the hand, adduction or abduction, and a projec- 
tion on the radial or ulnar side. . 


(a) Journal Général de Médecine, April, (d) Above cited, p. 457, ! 
818. (e) Prov. Med. and Surg. Journal, 1841. 
(b) Frorsep’s Notizen, March, 1828, No. (f) Révue Medicale, 1841. 
429, ; (g) Dublin. Journal of Medical Science, 
{c) Archives Générales de Médecine, 1840, vol. xvii. p. 504. 
March, 1834, 
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Dislocation of the wrist-joint, mentioned from the earliest time, has been doubted 
by Dupuyrren, as he denied its existence, and almost its possibility, and proved the 
presumed cases of such dislocations were fractures of the lower end of the spoke- 
bone. This opinion is almost generally received, and by a strict criticism of the 
previous observations of such dislocations supported, against the opinions of Perrr, 
Desauxr, Boyer and others. But few observations have excited doubts against the 
Statements of Dupuyrren. VoruLemier has however shown the existence of such 
dislocations, by the most careful examination of a complete displacement of the 
wrist backwards and of the bongs of the fore-arm forwards, and has given, aS dis- 
tinguishing marks between this dislocation and fracture of the lower end of the 
spoke-bone, that in the latter there is a bending in on the outside of the fore-arm 
near the joint, which is wanting in the former; the hand is abducted, but in dislo- 
cation, the whole hand is twisted towards the outside of the fore-arm; there is 
swelling at the fore and under part of the fore-arm, which is wanting in dislocation ; 
but little decided projection of the ends of the fracture forwards and backwards, 
whilst in dislocation a projection of seven or eight lines backwards is formed by the 
wrist-joint, and forwards by the bones of the fore-arm; great breadth of the bones 
on the carpo-metacarpal surfaces, but in the dislocation. only the natura] breadth ; 
the spoke-bone is shorter, but in dislocation of equal length as in the sound arm; 
the styloid process of the spoke-bone has its natural place at the wrist, but in dislo- 
cation it is situated on the inside of the wrist, to the inner side of the scaphoid bone; 
the styloid process of the cubit projects upon the back of the fore-arm, but in dislo- 
cation on the front; it projects as far or farther down than that of the- spoke-bone, 
whilst.in dislocation the styloid processes retain their reciprocal position; the po- 
sition of the hand, usually though not always, is bent backwards, in dislocation 
commonly bent. : 

Compare par. 653, where is given the literature of fracture of the lower end of the 
spoke-bone; Voinieminr, in Archives Générales de Médecine, 1842, March; Prinz, 
G., Ueber den Briich am unteren Ende des Radius. Erlangen, 1842. 


1059. The cause of this dislocation is always, a very violent bending 
of the hand in this or that direction; hence the ligaments are always 
much torn, and the tendons on the side of the dislocation very severely 
torn and stretched. MRRarely are other of the soft parts besides the liga- 
ments ruptured. 

1060. The reduction of dislocation of the hand is not difficult. Ex- 
tension of the hand and pressure upon the carpal bones in the contrary 
direction to which they are dislocated, is sufficient. After reduction, the 
wrist is to be wrapped up in moistened linen, and fastened with a circular 
roller. If there be a disposition to re-dislocation, which in the disloca- 
tion forwards and backwards is generally the case, a splint must be 
placed on the palmar and dorsal surfaces of the hand, and confined with 
a circular bandage. Severe inflammatory symptoms always arise, which 
require suitable treatment and cold applications. Subsequently, aromatic 
applications, spirituous rubbings, and so on must be used to disperse the 
often long-continued swelling of the wrist-joint. ‘2 

1061. In dislocation of the spoke-bone alone, which is rare, it is dis- 
placed on the front of the carpus, resting upon the navicular and great 
multangular bones. The outside of the hand, is twisted backwards, and 
the inside, forwards; the end of the spoke-bone forms a projection on 
the front of the carpus, and its styloid process is no longer opposite the 
great multangular bone. The cause of this dislocation is a fall on the 
hand whilst turned backwards. The treatment is the same as that for 
both bones. ; 

1062. In dislocation of the cubit, which is more rare, and in which 
the sacciform membrane is torn, the bone usually projects backwards, 
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forming a protuberance onthe back of the wrist, and although it can be 
easily pressed into its natural place, the deformity recurs when the pres- 
sure is withdrawn. The diagnostic sign is the projection of the cubit 
over the cuneiform bone and the dislocation of the styloid process from 
the line of the metacarpal bone of the little finger. Pressure restores the 
bones to their place, in which they are to be retained by splints on both 
surfaces of the arm and compress on the end of the cubit. 


IX.—OF DISLOCATION OF SINGLE BONES OF THE HAND. 


1063. The great bone (1) alone, can be displaced from its connexion 
with the scaphoid and semilunar bones, backwards, in consequence of 
violent bending of the hand; by which a circumscribed swelling is pro- 
duced on the situation of the great bone, in the direction of the middle 
finger, which disappears on pressure, but recurs when the pressure is 
withdrawn. ‘The reduction is easily effected by pressure, upon the pro- 
jecting head of the bone, or if this be insufficient, by simultaneous 
pulling at the fore and middle finger. The hand is to be kept extended, 
until it be laid upon a flat board, pressure made upon the projection 
with a compress, a splint applied, and the whole fixed with a roller. 
If it remain, in a slight degree, it is not accompanied with any incon- 
venience. 

(1) Not the trapezial bone as stated by B. Cooper and others. 

Gras (a) has described a dislocation of the pistform bone. 

The great and unciform bones are often thrust somewhat out of their place, in 
consequence of the relaxation of their ligaments, so that in bending the hand they 
form a projection on the back of the wrist, and the hand cannot be at all used with- 
out supporting the wrist. Strips of sticking plaster and a bandage are usually 
sufficient for supporting the wrist, and the parts may at the same time be strength- 
ened with the douche bath, and rubbing in volatile ointments.and the like. 

1064. The metacarpal bone of the thumb is alone subject to dislocation 
from its connexion with the trapezial bone, in consequence of violent 
bending. ‘The projection which the displaced end of the bone forms 
above, is very slight, the thumb is bent towards the palmar surface, and 
cannot be straightened. In reducing it, the extension and counter-ex- 
tension are made at the thumb and carpus, and the displaced joint-end 
is to be pressed into its place. To retain it there, the thumb should be 
enveloped in compresses and a: circular bandage, and a thin splint 
fastened on its hinder surface. If the dislocation be mistaken, which 
easily happens when swelling exists, the movements of the thumb are 
permanently prevented. 

1065. The phalanges of the fingers may be dislocated forwards .and 
backwards, by violent bending in either direction. In the dislocation 

Sorwards, the dislocated bone is bent backwards, the other fingers are 
bent, the projection of the dislocated joint-surface is on the palmar side ; 
in dislocation backwards the contrary happens. In dislocation of the 
thumb upwards from its metacarpal bone, the thumb stands almost at a 
right angle on.the metacarpal bone, with the nail-joint bent; and the 


(a) Gazette Médicale, vol. iii. 1835. 
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head of the metacarpal bone forms a large projection on the volar surface. 
If these dislocations have existed only a short time, they cannot be 
reduced, 

The reduction requires great force, as the edges of the joint-surfaces 
resist each other, and must be separated. This can only be effected, by 
means of a clove hitch applied round the phalanx. If in compound dis- 
location the joint-surfaces project out of the soft parts, and their reduction 
be not possible, they must be cut off, and their replacement effected ; 
this in one case of compound dislocation of the thumb I performed with 
the best success. 


Dislocations of the thumb from the metacarpal bone, most frequently occur, and 
cause greatest difficulty in their reduction. According to Roser (a), who has col- 
lected the various opinions upon this dislocation, together with his own observations, 
the dislocation is always direct, and on the same side on which the violence has 
occurred. Ifa person, fall on the ground with his thumbs outstretched, a dislocation 
takes place on the back, and not in the front of the hand; the thumb is fixed in 
hyper-extensign or dorsal flexion, and forms, often almost a right angle with its 
metacarpal bone, which makes a considerable projection in the hollow of the hand, 
and has frequently been mistaken for the dislocated projection of the head of the 
phalanx, as stated by Fincxe (2). I possess an old dislocation upwards of the 
thumb, in which the position of the two bones corresponds entirely with this state- 
ment. ' The difficulty of reducing this dislocation is often so great, that laying bare 
the old bone, and cutting off the interfering tendons:and ligaments has been recom- 
mended, (Desautr, Dupuyrren,) and even the removal of the projecting end of the 
bone itself, (Evans, Vipat, Norris). In general the jutting against each other of 
the edges of the joint-surfaces is considered as preventing the reduction; A. Cooper 
held the interposition of the sessamoid bones to be the cause; Lisrranc and Dupuy- 
TREN place it in the remarkable position of the tendon of the m. flexor longus, which 
is displaced backwards and downwards, so that it lies midway between the phalanx 
and the head of the metacarpal bone. Hey thinks the cause to be in the lateral 
ligaments, between which the head of the metacarpal bone, on account of its wedge- 
like shape, slips out more easily than it can be got back again. Vinau and Mat- 
GAIGNE conclude from their observations on the dead body, that the hindrance depends 
on the locking-in of the metacarpal head between the short muscles of the thumb. 
Patttoux, Lawrie, Biecuy, and Roser, by their experiments, found the interposi- 
tion theory confirmed, and the latter could produce the interposition, as often as he 
pleased, if only the front of the capsule were torn or cut across, and at the same time 
a little lengthways. In consequence of these various opinions, different proposals 
have been made to effect the reduction. According to Hey, the bones may be 
brought into place by pressure without extension 3 according to Cuartes Brett, 
bending the joint with proper pressure. Fincke applies his two forefingers on the 
back of the metacarpal bone, presses with it against the thumb, whilst his two 
thumbs are firmly placed against the under surface of the metacarpal bone, and thus 
easily effect its replacement. Cuartes Bet’s proposal of subcutaneous division 
of the lateral ligaments with a contaract-needle has been practised by Lisron and 
Reinuarpt (c). Roser, from his experiments on the dead body, determines that 
the reduction can only be effected, when the bone is put into the position out of 
which it was thrown, and also if the dislocated phalanx be first put in hyper-exten- 
sion, (dorsal flexion,) and from this be moderately depressed upon the metacarpal 
head. 

From all this it appears that the joint must be neither straightened nor bent too 
much, the direction of the thumb must always be such, that its long axis be directed 
perpendicular to the rounded surface or the metacarpal head. If this direction be 
given to the bone, the titling in and interposition, and with them the obstacle, dis- 
appear. I have, in six cases of dislocation of the thumb from the metacarpal bone, 
been only once unable to effect the replacement perfectly, in which the dislocation 


(a) Die Verrenkungendes Danmens von __(b) Casrer’s Wochenschrift, 1838. No. 


seinem Mittelhandknochen; in Archiv, fir 18. ; . 
physiologische Heilkunde, 1843, pt. 2. (c) Preuss, Vereins Zeitung, 1836. No, 23. 
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had already existed some days. My practice in this reduction is, to apply a wetted 
bandage around.the thumb, the ends of which are rolled round my own hand, and 
whilst with this I pull directly upwards, the left hand is placed on the metacarpus 
and pressed down, whereupon I bring the thumb into the straight position. I must 
however confess, that all these cases I had considered as dislocations of the thumb 
downwards. 


X.—OF DISLOCATION OF THE THIGH-BONE. 


(Lucatio Femoris, Lat. ; Verrenkung des Oberschenkels, Germ.; Luaation de la 
Cuisse, Fr.) 


Boyer, above cited, vol. iv. p. 278. 

A. Cooper, above cited, p. 37. 

Travers, B., in Med. Chir. Trans., vol. xx. p. 112. 

[Warren, A letter to the Hon. J. Parker, containing remarks on the 
Dislocations of the Hip-Joint. Svo. 1826.—e. w. n.] 


1066. Dislocations of the thigh may occur in four directions :-— 
1, backwards and upwards upon the back of the hip-bone ; 2, inwards and 
downwards into the oval hole; 3, backwards and downwards into the 
ischiatic notch ; 4, upwards and forwards on the horizontal branch of the 
share-bone. ‘The former of these is most frequent, the fourth more rare 
than the second, and the third the most rare, and even denied by many 
writers. The capsule, as well as the round ligament, is torn in every 
one of these dislocations, though in that inwards and downwards it may 
remain entire. : 

Astiey Cooper (a) gives other proportions in reference to frequency of the several 
dislocations of the thigh-bone; he says that the dislocation backwards and upwards 
is the most frequent, next that into the ischiatic notch, then that on the oval hole, 
whilst the dislocation on the share-bone is most rare. Besides these four kinds of 
dislocation of the thigh-bone, some assume a fifth, viz., directly downwards, just as 
others consider the above four kinds only secondary, in which the head of the bone, 
if there be no fracture of the socket, always leaves the socket at its lower edge, and 


is first situated between this part and the tuberosity of the haunch-bone, though only 
for a short time. . 


[Although repeated dislocation of the thigh-bone in the same person is not very 
common, yet a few years ago there was a woman in St. Thomas’s Hospital, under 
TYRRELL’s care, whose hip was dislocated the ninth time. Unfortunately I do not 
recollect the kind of dislocation.—z. Fr. s.] 

1067. In the dislocation upward and backwards, the head of the thigh- 
bone gets upon the outer surface of the hip-bone, and.rests between the 
external iliac pit and the m. gluteus minimus ; hence the foot is an inch 
and a-half, or two inches and a-half shorter, the toes are turned towards 
the tarsus of the other foot ; the knee and foot turned inwards; the limb 
cannot be separated from the other, but the adduction which exists can 
be increased, that is, it can be bent obliquely over the other. If there 
be not any considerable effusion of blood or swelling, the head of the 
thigh-bone may, by rotation of the knee, be felt distinctly upon the outer 
surface of the hip-bone; the trochanter projects less and is nearer the 
spine of the hip-bone ; the rounded form of the hip is lost. Such exten- 
sion of the limb as can be made with the hand does not restore its natural 
length. If the dislocation be old, the limb retains its position inwards, 
and the patient can tread only upon the toes; notwithstanding the great 


(a) Above cited, p. 39. 
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shortening of the limb, the patient will gradually be able again to walk. 
Under these circumstances the somewhat flattened head of the thigh- 
bone lies on the outside of the hip-bone, in a corresponding hollow, sur- 
rounded by a newly formed bony mass. The least and middle gluteal 
muscles are extended, and converted into avcellular fibrous mass; the 
thigh diminishes in size. This dislocation is produced by a fall, or some 
other violence, which drives the thigh inwards and forwards. It hap- 
pens the more easily, the farther the violence acting on the thigh-bone 
is distant from the hip-joint, and if at the same time the gluteal muscles 
be contracted. 

1068. In the dislocation inwards and downwards, the head of the thigh- 
bone gets into the oval hole. Although the condition of the socket seems 
most favourable for this kind of dislocation, it, however, happens very 
rarely, because it can be only produced by a fall, when the thighs are 
far apart. The affected limb is two or three inches longer; the head of 
the thigh-bone is felt, by pressing with the hand upon the upper inner 
part of the thigh towards the perineum ; the trochanter is less prominent ; 
the body is bent forwards, on account of the extension of the m. psoas 
and ziacus, but when the body is erect the limb projects; the knee is 
wide apart from the other, and cannot be brought near it without great 
pain; the foot is also separated from the other, but cannot be twisted 
either inwards or outwards. The thigh seems as if united, with the 
pelvis and has no mobility. If the dislocation be left alone, the limb 
remains immoveable, in the position described; it has, however, been 
noticed (a) that the external obturator muscle is destroyed, and that the 
ligament of the oval hole is converted into a mass of bone, which sur- 
rounds the head of the thigh-bone as a socket in which it can move. 

O.xivier (0) describes a dislocation of the thigh-bone directly downwards, of which 
he gives the following symptoms:—the thigh slightly bent at the hip-joint, was a 
little rotated inwards, and separated from that of the other side; the bent thigh as 
well as the foot was rotated forcibly outwards; a line drawn from the iliac spine 
downwards falls upon the inner condyle of the thigh-bone; no sensible lengthening ; 
the m. sartorius and tensor vagine femoris projected slightly; the outer part of the 
m. triceps was much. stretched; the flank showed a deep fold; the great trochanter 
was directed downwards ‘and backwards; the buttock rounded and prominent; the 
head of the bone was not in the least felt; the extension of the thigh was impossible; 
the leg might be straightened; adduction, although painful and little, was easy ; 
abduction could be-increased. 

1069. Dislocation backwards and downwards into the ischiatic notch, 
happens very rarely, because it can only occur, when the thigh is ‘so near 
the trunk and the other thigh, that it is scarcely possible. Boyrr considers 
this as. secondary, after dislocation of the head of the thigh-bone upwards 
and backwards, when the thigh is much bent and adducted. In this 
dislocation, the head of the bone lies on the m. pyriformis, between the 
edge of the bone which forms the upper part of the ischiatic notch, and 
the sacro-ischiatic ligaments, somewhat above the mesial line of this 
eavity. It is very difficult to distinguish this dislocation, because the 
length and direction of the limb are but little changed. The extremity 
is ordinarily half an inch shorter; the trochanter is behind its usual 

(a) AstLEy Cooper, above cited, p. 66. 

’* (6) Nouvelles Espéces de Luxation du Fémur; in Archives genérales de Médecine, 
June, 1824, — 
Vou. t1.—21 
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place ; the head of the thigh-bone can only be felt in emaciated persons, 
when the thigh-bone is brought forwards as far as possible; the knee 
and foot are turned inwards, though, however, not sé much, as in the 
dislocation upwards and backwards; when the patient stands he only 
touches the ground with his toes; the knee is somewhat projected and 
slightly bent; the limb is fixed in its position. 

1070. In the dislocation upwards and inwards the head of the thigh- 
bone gets beneath Poupart’s ligament, upon the horizontal branch of the 
share-bone; it is rare, and produced by violence which thrusts the thigh 
backwards and the pelvis forwards ; for instance, a careless step with the 
foot into a hole, in which case the upper part of the body is bent back- 
wards. The diagnosis is easier than in any other dislocation of the thigh. 
The limb is fixed in strong extension, abduction, and great rotation out- 
wards; it is about an inch shorter, the trochanter is nearer the spine of 
the hip-bone and less prominent ; the head of the bone is felt on the 
horizontal branch of the share-bone; the buttock is flattened and 
stretched ; the vessels of the thigh are twisted inwards, and pulsate dis- 
tinctly, and even perceptibly, to the eye. In every attempt to bend the 
thigh, or draw it inwards, severe pain is produced. In old dislocations 
of this sort it has been found, that the form of the head of the thigh- 
bone, lying between Poupart’s ligament and the share-bone is changed, 
that it is more flattened, and around the neck a kind of bony collar is 
produced. 

Upon the distinguishing characters between the dislocations of the thigh and frac- 
ture of the neck of the thigh-bone see par. 671. 

1071. As regards the prognosis of dislocations of the thigh, they are 
usually not accompanied with any unfavourable symptoms like those of 
the shoulder-joint, as after the reduction is completed, in general, the 
inflammation and swelling soon subside; however, in uncommon cases 
the. inflammation runs on to suppuration, and causes the patient’s 
death (a). ; 

‘The reduction of these dislocations is more difficult than all others, 
especially in robust persons. ‘The dislocations inwards and downwards, 
and inwards and upwards, are generally more easily reduced than that 
backwards and upwards, ‘The earlier reduction is attempted, the more 
quickly is it effected. At what time the reduction of a neglected disloca- 
tion is still possible, is probably very different, in different persons, as 
in some Gases it can be effected after some months, but in others, after 
several weeks is impossible. To what degree the movements of the 
thigh are hindered by an old dislocation, has been already mentioned, 
in speaking of the several kinds. 

1072:.As the reduction of dislocation of the thigh always finds con- 
siderable opposition in the powerful contraction of the muscles, so is it 
in no dislocation of greater consequence than in this, to lessen these con- 
tractions by such remedies as effect relaxation in the whole organism. 
The patient should be bled according to his constitution, should be put 
in a warm bath, and every ten minutes a grain of tartar emetic given till 
nausea ensues. It must, however, be determined according to the 
patient’s condition, whether previous to the use of these means, an at- 


(a) Asrtmy Coorrr, above cited, p. 7. 
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tempt at reduction should be made, and if this attempt fail, then to re- 
sort to these remedies. 

1073. The reduction itself consists in proper extension and counter- 
extension, which is effected either by assistants or by means of 
pulleys.. Of the former practice in general the French, and of the 
latter the English surgeons speak in favour. I myself also consider the 
latter the most certain and most suitable, especially if the dislocation be 
already of long standing. 

1074. In extension and counter-extension by assistants, we proceed in 
the following manner; the patient lies on a table covered with a mat- 
tress: a handtowel folded together (about four fingers wide) is to be placed 
with its middle on the front of the foot, above the ankle, previously well 
covered with linen or wool, carried backwards and tied ; and its ends 
given to an assistant. A similar towel is to be applied on the inner 
side of the sound thigh, also previously defended properly against pres- 
sure with a roller, and the one end is to be carried over the flank, the 
other outwards over the buttock, where the ends are tied and given to 
an assistant. For the purpose of fixing the pelvis still more firmly, a 
folded cloth is to be carried round it, between the crest of the hip-bone 
and the trochanter, the ends of which are to be tied together on the 
sound side, and given to an assistant. ‘The number of assistants must 
be equal at the points of extension and counter-extension. The practi- 
tioner places himself on the outside of the dislocated thigh, and di- 
rects. the extension. 

In dislocation outwards and upwards, the extension must be made 
obliquely from without inwards and alittle from behind forwards. When 
it is sufficiently advanced, the practitioner must with both hands press 
the trochanter downwards and backwards, in order to thrust the head of 
the bone back into the socket. In dislocation inwards and upwards ex- 
tension must first be made in the direction outwards, the practitioner then 
places both his hands upon the upper inner part of the thigh, and 
presses it upwards and outwards, whilst the assistants, without giving up 
the extension, incline the lower part of the limb inwards. In disloca- 
tion upwurds and inwards, the extension must be made nearly in the axis 
of the body, and the head of the thigh-bone pressed downwards and out- 
wards. In the dislocation backwards and downwards, in which Boyer 
(a) states that it is probably only a secondary displacement in the dislo-. 
cation upwards and outwards, the head of the bone must be first brought 
to its previous situation, and then treated as a dislocation upwards and 
outwards (0). 

1075. Warrmann, Kuivuee, and Rusr have proposed methods of re- 
placement, in which, by diminution of the muscular contraction, and by 
rubbing the bones, a less outlay of power is required. 

1076. According to Warrmann’s (c) plan, the patient, lying on his 
back, is to be merely fixed by resting the healthy limb against the bed- 
stead, and by pressure upon the knee to prevent it being bent. Only 
in great resistance of the muscles, should the pelvis be fixed by a long 
cloth carried above the hip, and fastened to a rafter between the two 


, (a) Above cited, p. 288. / _ (6) Thid., p. 302, 
(c) Ueber Verrenkung am Hiftgelenke und ihre Einrichtung. Wien, 1826; with a 
copper-plate, 
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bedposts. For the abduction of the thigh, a strap furnished with a 
roller is sufficient ; one or two assistants are employed. ! } 

In the dislocation inwards and downwards, the thigh-strap is applied 
as high as possible, upon the thigh, with the buckle forwards; an_as- 
sistant lays hold of the dislocated foot, in the position in which it. 1s 
kept by the dislocation, above the ankle, and holding firmly, draws it 
slightly downwards. ‘The surgeon standing near the patient, rests with 
the one hand upon the crest of the hip-bone, and with the other hand so 
seizes on the bandage, that it is directed under the fore and upper iliac 
spine, and crosses the axis of the thigh at a right angle. He then, 
with the requisite force, pulls outwards parallel to the direction of a line 
which may be supposed to be drawn a hand’s breadth behind the an- 
terior upper iliac spine on the sound side, through the body to the tip 
of the same process on the ailing side. In this way the extensors and 
flexors are but slightly stretched, and the rotating muscles first par- 
ticipate in the flexion, when the head approaches the edge of the socket. 
By the ordinary flexion of these muscles the head may be lifted into the 
socket. 

In dislocation inwards and upwards, an assistant lays hold of the 
ailing foot above the instep, carries it upwards upon the outside of the 
sound foot, and keeps it in this position without drawing, whilst the 
pull, with the bandage, applied as in the former case, is made by the 
surgeon in a line supposed to be drawn from the tip of the fore and 
upper iliac spine of the sound side towards the trochanter of the dis- 
located thigh outwards, and obliquely upwards. So soon as the toes 
hitherto pointing outwards, become pointed forwards, a slight pull at 
the ankle in the direction of the long axis of the thigh-bone, furthers its 
elevation into the socket, which is effected by the extended rotating . 
muscles. 

In the dislocation backwards and downwards, the foot is grasped by 
an assistant above the ankle, and drawn over the sound limb across and 
downwards. ‘The bandage, applied as above described, is drawn gra- 
dually and strongly outwards and forwards, in the direction of a line 
parallel to one supposed to be drawn two hands’ breadth behind the 
fore and upper iliac spine of the sound side through the body to that of 
the injured side. The drawing is to be continued, till the thigh itself 
-turns outwards on its long axis, when the head of the bone is pulled 
into the socket, by the much stretched rotating muscles. 

In dislocation outwards and upwards, the thigh may either be drawn 
in its own axis forcibly downwards, and by the thigh-strap outwards and 
downwards, or an assistant must grasp the dislocated thigh in its axis 
inwards at the knee and ankle, and slowly lift it forwards, till it forms a 
right angle with the long axis of the body, and till the fore, still inner 
edge of the great trochanter, comes directly beneath the fore and upper 
iliac spine. Ifthe thigh be yet of itself so much twisted on its long 
axis that the hitherto inwards turned toes are twisted forwards, and even 
rather outwards, and by this self-twisting of the thigh, which cannot be 
prevented by fast holding, is the movement of the head of the bone over 
the socket declared. The assistant must now gradually let down the 


thigh till it lies close to the other, upon the bed, whereupon the reduc- 
tion follows. ' 
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1077. In order to properly fix the pelvis, the patient must (according 
to Kiuee) (a) be laid on his back, upon a table covered with a mattress, 
and between the thighs, covered with a compress, a stout towel drawn, 
of which both ends must be held by an assistant standing at. his head ; 
a second towel is to be carried round the pelvis, and both ends given to 
an assistant standing on the uninjured side of the patient; a third towel 
is to be placed around the pelvis, between the spines of the hip-bone 
and the trochanter carried round the table or bedstead, and tied so as to 
prevent the elevation of the pelvis. The thigh and leg are now bent by 
an assistant, to relax the flexors, and at the same time abducted, to re- 
lieve the stretching of the gluteal muscles, and the knee should be 
rotated inwards, by which the head of the bone, being set free, resumes 
its primary direction, whilst the capsular ligament holds it fast above. 
The head of the bone is guided from its primary direction usually by a 
slight twist or pull at the knee, or it is lifted up by the surgeon, stand- 
ing at the injured side, partly with his hands, partly with a cloth em- 
ployed as a lever. 

According to Rust’s (b) plan the patient being fixed as recomimended by Kuve, | 
a folded cloth is to be applied around the upper part of the thigh; the thigh drawn 
down, and at the same time raised by a strong assistant, who grasps it above the 
knee, which is to be bent, for the purpose of bringing the head nearer the under 
part of the socket; then it is to be drawn and abducted, upon which, by the action 
of the muscles, it springs into the socket with an audible noise, without the em- 
ployment of any considerable extension being requisite. 

CotomsBar (c) proposes a mode of reduction which he has always successfully 
employed without assistance and without pain to the patient. The patient stands 
upright upon the undislocated limb, his chest bent forwards and resting on a table 
or high couch, with his hands grasping the opposite sides. of the table or couch, to 
keep his body immoveable during the operation. The surgeon places himself be- 
hind the patient, on the inside of the dislocated limb, if the dislocation be forwards, 
but on the outside if it be backwards. He puts first one hand above the tarsus, to 
bend the leg upon the dislocated thigh ; the other hand, which lies behind the knee, 
is employed to make gradual pressure from above downwards, for the convenience 
of extending the muscles. With the first hand he imparts to the limb gentle mo- 
tions from right to left, and from before to behind, in order to overcome the oppo- 
sition of the muscles of the thigh, and to render the head moveable, which then 
moves from the place in which it is, and enters the socket with a noise. 

1078. In the reduction of dislocations of the thigh with pulleys, the 
following mode is to be pursued. 

In the dislocations backwards and upwards, the patient should be 
placed upon a table, and a girth carried between the pubes and upper 
part of the thigh, outwards and upwards, and fastened to a hook be- 
hind the patient. Above the knee should be applied, around the thigh, 
a linen pad, and over it a leathern strap, from which other straps de- 
scend, and are connected with the pulley fastened before the patient, 
The knee is to be a little bent, but not at a right angle, and directed some- 
what obliquely over the other limb. ‘The drawing of the pulley is to be 
slowly continued, till every thing is tight and the patient complains of pain ; 
this degree of extension should be kept up to relax the muscles; then it 
is to be repeated till the patient complains, and in this manner continued 
till the head of the bone comes down. When it comes to the edge of 


(2) Stcn, G, R., Dissert de luxatione fe- (c) Ueber die Merotropie bei den Luxa. 
moris. Berol., 1823, p. 26. tionen des Hiftgelenkes; in Frorimp’s No. 
(b) Ricurer, above cited, p. 706. tizen, Sept, 1830. 
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the socket, the. same degree of extension must be kept up, and the knee 
and foot rotated outwards without violence. It is often necessary to 
carry the arm beneath the thigh, near to the joint, for the purpose of 
lifting the head of the bone over the socket. 

In the dislocation, inwards and downwards, the patient is to be put on 
his back, the pelvis fixed with a girth, as in the latter case, the dis- 
located limb grasped above the ankle and drawn over the uninjured 
one. In general, however, it is necessary further to fix the pelvis by 
means of a second strap, which passes around it and crosses the former. 
If the dislocation have existed several weeks, itis best to put the patient 
on the sound side, to fix the pelvis in the manner mentioned, to apply 
the girth attached to the pully around the thigh, and to raise the thigh 
when the foot is drawn down; the foot, however, is not to be brought 
too much forwards because otherwise, the head of the thigh-bone over- 
shoots the socket (a). 

In the dislocation backwards and downwards, the patient must be 
placed on his side, the straps for extension and counter-extension em- 
ployed as directed, and the extension carried on, the thigh at the same 
time being directed obliquely over the middle of the other. Whilst this 
is doing, an assistant grasps a cloth, applied round the upper part of 
the thigh, with one hand, and draws it up, whilst with the other he 
presses up on the pelvis (b). 

In the dislocation inwards and upwards, the patient is laid upon his 
side, the pelvis fixed, and extension made above the knee. The thigh 
is drawn in the backward direction, around its upper part a cloth ap- 
plied, which an assistant draws, whilst with the other hand he thrusts 
back the pelvis, in order to lift the head of the bone over the edge of 
the socket (c). 


The reduction of the dislocation inwards and upwards, is often rendered more easy 
and quick than in the other way, by Patnterra’s method, in which the dislocated 
thigh is suddenly and violently bent towards the belly, when it has been abducted 
as much as possible (d). : 

[In the dislocation downwards Astitey Cooper used to say, in his Lectures, that 
it might be reduced by interposing the bedpost between the thighs close up to the 
pelvis, and then making extension. 

Morean and Cock, of Guy’s Hospital, have reduced several dislocations of the hip- 
joint by placing the foot between the thighs, so that it presses against the upper part 
of the dislocated bone, and thrusts it away from the pelvis, extension and rotation of 
the limb being at the same time made by assistants. The principle of the operation 
is precisely similar to that in reducing a dislocated shoulder by putting the heel in 
the arm-pit. This practice was first introduced about ten years since by Morean (e), 
and by it he has replaced a dislocation upon the pubes, one on the oval hole, and one 
upon the back of the hip-bone, without difficulty, which he principally attributes to’ 
diverting the patient’s attention from the operator’s efforts by unexpectedly pricking 
or pinching. . Cock has reduced one dislocation on the pubes, and two on the back 
of the hip-bone, by the foot between the thighs; but he informs me that the greater 
number of the persons so treated. were weak or elderly. Till making inquiry, I 
was unaware of so many cases having been thus managed, I do not know that the 
practice has been elsewhere adopted, but I shall certainly try it, at the first opportu- 


nity, as it saves all the trouble and inconvenience of pelvis-straps and pullies.— 
J. F. 8.) 


(2) Coorrr Astiry, pl. vill. fig, 2. Philanthropique de Paris, 1818, p, 285.— 
(6) Ibid., pl. ix. fig. 3. Ammon, Parallel, p. 170. 


(c) Ibid., fig. 4. (e) Guy’s Hospital Reports. vol. i. p. 79. 
(d) Bulletins des Sciences par la Société : : 
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1079. The completion of the reduction of a dislocated thigh-bone is 
indicated by the audible noise, with which the head returns into the 
socket, by the natural length and direction of the limb, by the cessation 
of pain, and by the free motion of the thigh. The replaced thigh is 
frequently longer than the sound one, which depends on the swelling of 
the ligaments of the joint. In using the pulleys, the head of the bone often 
returns into the socket without any noise, and the reduction is only 
noticed when the extension is given over. If the extension have not 
been sufficient, it must be resumed as quickly as possible, before the 
muscles have time to contract afresh. In order to prevent the recur- 
rence of dislocation, it is advisable to bind the thighs together above 
the knees, and to keep the patient at rest, and on his back in bed. - He 
is to be treated generally and locally on the antiphlogistic plan, according 
to circumstances, and allowed to get up and walk, when the pain has 
entirely ceased, which usually happens towards the twenty-fifth or thir- 
tieth day. 

1080. Congenital dislocation of the thigh, outwards and upwards, into 
the external iliac pit, (Luxatio Femoris congenita), mentioned formerly 
by Hippocrates, and more perfectly described by Pattrrra (a), was 
first carefully described by Dupuyrren (b), and I have, up to the pre- 
sent time, had opportunity in more cases, to convince myself of the cor- 
rectness of his description. Jtis distinguished from all other dislocations, 
especially from spontaneous dislocation, in that, 1, it ordinarily occurs 
in both hips; of the nine cases, however, which I have seen, in four 
the dislocation was only on one side (c); 2, it is not preceded by any 
symptoms of coxalgy; and 3, it is usually first noticed in the first at- 
tempts the child makes to learn to walk, and if the attempt be continued, 
till the movements become wearisome. ‘The limb in this dislocation is 
shortened, the head of the thigh-bone is upwards and outwards, the 
great trochanter projects ; almost all the muscles of the upper part of the 
thigh are contracted to the iliac crest, where they produce, around the 
head of the bone, a sort of cone, the base of which is formed by the hip- 
bone, and its point directed towards the great trochanter ; the tuberosity 
of the haunch-bone is freed from its muscles, and is almost completely 
uncovered ; the limb is rotated inwards, the heel and the bend of the 
knee stand outwards, and the point of the toe and the knee inwards; 
the thighs are directed obliquely from above downwards, and from 
without inwards, and this obliquity becomes greater, the older is the 
patient and the broader the pelvis; hence arises the disposition of the 
thighs to cross each other below; the upper inner part of the thigh 
forms where it is connected with the pelvis, a sharp inward projecting 
angle ; the whole limb wastes, especially at the upper part. ‘The motions 
of the limb are very much restricted, especially abduction and rotation ; the 
lower limbs are very backward in proportion to the perfectly developed 
upper parts of the body, which is the more remarkable as the pelvis is 
very broad, and not interfered with in its development. ‘The upper part 


(a) Exercitationes Pathologic, p. 88. ginelles ou congénitales du Fémur. Paris, 
‘ (b) In Repertoire générale d’Anatomie et 1828; oe : 
de Physioiogie Pathologique, vol. ii. trimestre (c) On the Hip; noticed in Répertoire 
ui. p. 151. Frorier’s Notizen, No. 340, p. général d’Anatomie et de Physiologie Chi- 
153, and Chirurg. Kiipfertafeln, pl. clxxx, rurgicales, 1827, trimestre un. p, 22, 
Cartniaup Bittonrere sur les Luxations ori- 
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of the body inclines very much backwards ; on the other hand, the lum- 
bar vertebre project much forward, the pelvis rests nearly horizontally 
upon the thigh-bones, and these persons touch the ground almost alone 
with the tips of their feet. When walking they raise themselves on the 
tips of their feet, bend the upper part of the body very much towards 
that limb which still supports the weight of the body, raise the other 
foot from the ground, and bring, with difficulty, the latter from one side 
to the other. In this case, it is to be observed, that on the side support- 
ing the weight of the body, the head of the thigh-bone rises up into the 
iliac pit, and the pelvis descends, whilst, on the other side, the dis- 
placement of the bone is lessened. In running and leaping, which for 
such persons is very laborious, these appearances diminish from the 
energy of the muscular contraction, When the person hes horizontally 
on his back, the diseased limbs may, by pulling and thrusting down, be 
lengthened and shortened, and are hence distinguished from the changed 
position of the head of the bone. ‘These experiments may be made 
without pain and with the greatest ease. 

1081. In the cases examined after death by DupvyTren, all the 
muscles appeared pressed against the iliac crest, and drawn up ; some of 
them were very much developed, others shrivelled, atrophic, and even 
converted into a yellowish fibrous tissue. ‘The thigh-bones were natu- 
rally formed, and only sometimes the inner upper part of the head 
varying somewhat from its rounded form. ‘The socket was either 
entirely deficient, or appearing only as a little irregular bony protube- 
rance, without any trace of cartilage and ligament, and without any 
fibro-cartilaginous edge ; and about and over it, the cellular tissue and 
the muscles attached to the trochanter. Only in one case was the sound 
ligament lengthened, flattened, and at some parts, as it were, worn out 
by pressure and friction. The head of the bone was found in a kind 
of newly formed socket on the external iliac pit, always very super- 
ficial, and having an undefined edge. Patterra found the under fore- 
part of the socket covered with ligament, and the upper hinder-part 
filled with a fat-like mass; the head of the bone round, enclosed in a 
tough capsule, connected with the fatty mass in the socket by the round 
ligament, which was so long that it permitted the head to move upwards 
and downwards, and aside. No hollow in the bone in which the head 
of the thigh-bone should rest, had been formed ina child who had died 
sixteen days after birth. Hence, it seemed, that the above-mentioned 
absence of socket, and so on, was not original, but only consequent, 
and that this dislocation was, perhaps, simply produced by the peculiar 
position of the fetus, or by violence during birth. The flattening, or 
almost complete disappearance of the socket, is explained by the long 
continuance of the dislocation, and must be so much more distinct in 
the congenital, as in the progressive development of the pelvic bones 
it so easily occurs.. The opinion, that the congenital dislocation de- 
pends on an arrested development of the bony parts of the joint (Bre- 
SCHET) Is very improbable, rests only upon the relations of the socket, 
after the dislocation has been long existent, and remains refuted by 
PaLLETra’s and CruvELHter’s cases, till it can be determined by exa- 
mination at the very earliest period after birth. 
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Compare pie 998 and the writers there quoted. 

1082. Difficult as is the walking, and great as the lameness in this 
congenital dislocation, especially when on both sides, yet however it 
may be, in time, considerably improved when the head of the bone is 
fixed in its new socket(1). Dupuyrren recommended rest and. a sitting 
posture to effect the fixing of the head of the bone, and to permit the 
muscles, as little as possible, to act upon it; for strengthening the parts 
in the neighbourhood of the joint, daily washing of the body for some 
minutes in cold water, or salt water, and the constant wearing a padded 
leathern belt, put on between the iliac crest and the great. trochanter, 
and kept in its place by thigh-straps. 

Recently, various attempts for the reduction of this dislocation, have 
been made by long-continued extension, and fixing the thigh with 
proper apparatus. (Duvat, Jatape Laronp, Humeerr, Pravaz (2), 
Guerin.) The possibility of a successful result is not, as already said 
in regard to the origin of this dislocation, to be considered as a thing 
decided, and must excite us to the early employment of the means of 
reduction ; although the hitherto known cases do not irrevocably prove 
the actually resulting reduction, as the lengthening of the limb effect- 
ed, and the diminished lameness, perhaps, depend on the displace- 
ment of the pelvis, or the position of the head of the thigh-bone in the 


ischiatic pit. 

(1) I have observed one case of dislocation on both sides, in which the walking 
was at first extremely difficult, but from the fifteenth year and onwards so improved, 
that now, when the patient is about twenty years old, there is scarcely any trace of 
peculiar gait to be noticed. 

(2) Pravaz (a) communicates a case of reduction of congenital dislocation of the 
thigh, in a girl eight years old, by gradual lengthening of the limb, and by violent 
abduction, assisted by a methodical pressure on the great trochanter. Hf the reduc- 
tion be ensured by long-continued rest, various movements of the limb should be 
performed, the body still being at rest. He believes that even in the cases im which 
there is not any existing cotyloid cavity, a dislocation of the head of the thigh-bone 
downwards causes slight halting. A second case happened in a boy of eight years, 
in whom the reduction was effected by gradual extension, kept up for several months, 
after which gymnastic exercises were used, which were proper for strengthening 
the joint and perfecting its coaptation (b). |Guirin effected a cure in sixcases. H. 
Jorrre (c) refers to the two cases of Pravaz, denies the observations of Hum- 
- BerT (d), and thinks that in them no perfect reduction was found, but that merely 
the head of the bone was situated in the ischiatie pit. 

Heine, of Cannstadt, has given a very clever apparatus, which, with continued 
extension, permits every other seemingly necessary movement.and direction of the 
extremity. But notwithstanding all his care and perseverance, he could not, in this 
dislocation of the thigh, effect any result (e). 

Guéarin (f) makes a preparatory and continued extension, by which the shortened 
muscles are lengthened and are brought to stretch out; cutting through the muscles 
which do not lengthen; extension of the shortened ligaments, and where this is im- 
possible, cutting them through; reduction and its preservation by apparatus. Ac- 
cording to Pravaz (g) every congenital dislocation may be reduced, if it be pos- 


(a) Révue Médicale, April, 1835. 

(b) Annales d’Hygiéne publique; in Fro- 
riEP’s Notizen, No. 122. 

(c) Journal des Connaissances Medico- 
Chirurgicales, May, 1833, p. 180. 

(d) P. Hiumberr and N. Jacaurer, Essai 
et Observations sur la maniére de réduire les 
Luxations spontanées ou symptomatiques 
de Articulation ileo-fémorale ; méthode aps 
plicable aux luxations congénitales et aux 


luxations anciennes par cause externe. Paris, 
1835; with Atlas of 20 plates. 

(e) Ueber spontane und congenitale Luxa. 
tionen, so wie tber einen neven Schenkel. 
hals-Burch-Apparat. Stuttgardt, 1842. 

(f) Gazette Médicale de Paris, 1841. No. 
7-10. 

(g@) Bulletin de ?Academie Royale de 
Médecine, vol. vii. p. 5. 
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sible to bring the thighs up to the shoulders, without bending the leg8 against the 
thighs (a). 


OF DISLOCATION OF THE KNEE-CAP. 


(Luxatio Patellz, Lat.; Verrenkung der Knieschiebe, Germ.; Inucation 
de la Rotule, Fr.) 


Le Vacuer et Picquer, Theses de variis patella luxationibus. Paris,1761. 4to. 

Boyer, above cited, vol. iv. p. 347. 

Cooper, A., above cited. p. 178. = : ’ : 

Maxeaicne, Mémoire sut la détermination des diverses espéces de Luxation de 
la Rotule. Paris, 1837. 2 

[Warson, On Dislocations of the Patella, in New York Journ. of 
Med. and Surgery, No. 2, p. 203.—e. w. N.] 


1083. Dislocation of the Knee-cap may happen in two different direc- 
tions, viz., outwards and inwards; the former kind of displacement 1s 
much more common than the latter. These dislocations may be com- 
plete or incomplete ; in the first the cap leaves the joint-surfaces of. the 
thigh-bone, and rests on one or other protuberance ; in the second it — 
still partially touches the corresponding surface. Diagnosis of disloca- 
tion of the knee-cap is always easy; the limb is outstretched ; and if it 
be attempted to bend the leg, the pain is increased; the knee has lost 
its natural form. In dislocation oufwards the prominence of the inner 
condyle is felt through the skin, and upon the outer condyle, and if the 
dislocation be complete on its outside, a considerable swelling is pro- 
duced by the knee-cap. In dislocation inwards, the outer condyle is 
felt and the prominence of the knee-cap on the inner condyle. This 
dislocation is nearly always incomplete. . 


Cozx’s observation of a dislocation of the knee-cap, in which it was half twisted 
round itself, has been denied (0). 


Wo tr (c) has noticed a complete twisting round of the knee-cap. 

[Gazzam has given a like case in the American Jou. of Med: 
Sciences.—e. w. N.] 

1084. The causes of dislocation of the knee-cap are mostly, external 
Violence acting on the bone in moderate bending, or complete straight- 
ening of the leg, and after driving it to one or other side. Also any 
circumstance by which the foot is turned outwards whilst the knee turns 
in, may produce this dislocation. If the ligaments of the knee-cap-be 
very relaxed, or the condyles of the thigh little prominent, this disloca- 
tion may be produced by slight causes. 

In general, dislocations of the knee are not dangerous; but when the 
violence producing them acts very severely upon the knee-joint serious 
symptoms may be caused by the contusion. | pte 

1085. In reducing this dislocation, which cannot always be effected 
at the first attempt, the patient should be laid upon his back, the leg 
straightened as much as possible, and the thigh bent at the hip-joint, the 
knee-cap is then to be pressed directly forwards, and when its great 
ridge is lifted over the edge of the condyle, it is drawn into place by the 


(a) A. Sanson; in’ Rev. de Spécialitiés,  (b) Mém: de Ja Société d’Emulation. 
1841, Feb.—Journal de Médecine de Lyon, Paris, 1826, vol. xviii. 


1841, Nov. p. 381. (c) Rust’s Magazin, vol. xxvii. p. 476. 
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action of the muscles. The knee should be enveloped in cloths dipped 
in a dispersing wash ; and the patient kept quiet in bed till the pain and 
swelling have ceased. Should the knee-cap be disposed again to be 
dislocated, the knee must be supported by means of an elastic knee- 
bandage. 


I have seen a congenital dislocation of the knee-cap on both sides, in an aged man, 
The knee-cap rested entirely on the outer side, so that the middle of the knee-joint 
was completely void. ‘The knee-cap was so moveable, that in the straight position 
of the leg it could easily be brought to its proper situation, but on the slightest 
movement was again displaced. Both knees were very much twisted inwards, the 
legs and feet very much outwards. The man’s gait was very difficult and unsteady. 
-Pautetta (a) has examined a case of congenital dislocation of the knee-cap. . 


XII.—OF DISLOCATION OF THE KNEE-JOINT. 


(Luaatio Genu, Lat.; Verrenkung des Kniees, Germ.; Luxation de Genou, Fr.) 


von Siepoxp’s Chiron., vol. i. p. 33. 

Boyer, above cited, vol. iv. p. 365. 

Cooper, A., above cited, p. 184. 

1086. Dislocations of the knee are rare, on account of the great strength 
of the joint. The shin-bone may, however, be displaced forwards, 
backwards, and to one side or other from the joint-surfaces of the thigh- 
bone. These displacements are mostly incomplete. The ligaments 
and tendons which strengthen the knee are always in these dislocations, 
either much torn or much stretched; even the vessels and nerves may 
be torn, or the joint-ends of the bones thrust out through the skin. 
These dislocations cannot be mistaken, on account of the projections 
which the shin-bone and condyles of the thigh form in opposite direc- 
tions. 

1087. The reduction of these dislocations is not usually accompanied 
with difficulty. Sufficient extension of the leg is made, and then the 
displaced joint-end of the shin-bone is pressed into its place, one hand 
grasping it, whilst the other has hold of the lowerend of the thigh-bone. 
After the reduction, inflammation must be prevented or got rid of, and 
the union of the ligaments effected, by strict antiphlogistic treatment, 
and by keeping the limb quiet, fastening it up in a pair of splints. When 
all swelling and pain have subsided the limb may be cautiously moved. 
If the joint remain weak, volatile rubbings must be employed, and a 
-knee-band used for some time to give support. If the inflammation be 
severe, anchylosis, suppuration, gangrene, and so on, may take place, 
and the treatment must be guided according to the rules laid down for 
wounds of joints. If the joint-ends of the bones be thrust through the 
skin, there may be such destruction, that immediate amputation is re- 
quisite. Single cases in which the preservation of the limb is possible 
cannot refute these principles. | 

If the ligaments connecting the semi-lunar cartilages with the’shin-bone be re- 
laxed, they may by external violence, by pushing with the toes of the outward- 


turned foot and so on, remove the semi-lunar cartilages from their position. At the 
same time severe pain, swelling, incapability of stretching out the foot, without 


(a) Exercitationes Pathologice, p. 91. 
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much alteration of form in the knee come on. The natural position of the cartilages 
is most certainly restored, when the leg is bent back as much as possible, by which 
the pressure of the thigh-bone on the semi-lunar cartilages is removed, and they 
return to their place, when the leg is extended. The weakness of the joints is to 
be removed, by volatile rubbings and the like, and the recurrence of this accident 
prevented, by a properly applied knee-band (Astiey Cooper.) ; 

Wurzer (a) observed a congenital bending forwards of both legs, depending on 
dislocation at the knee-joint. Kiesere (b) describes a congenital dislocation of the 
left knee forwards, where, with the thigh extended, the leg was bent forward at the 
knee, and lay obliquely upwards in such way, that the points of the toes touched 
the right side of the belly ; the legs could be easily returned to their natural position ; 
they, however, immediately resumed their previous position, whilst the child himself 
had not any voluntary influence over their movements. Bending the leg back against 
the thigh to an obtuse angle, and fixing it in this position, by a thin cloth passed 
round the middle of the thigh and leg, in a short time restored the natural position 
and mobility of the leg. 


XII.—OF DISLOCATION OF THE SPLINT-BONE. 


(Luaatio Fibule, Lat.; Verrenkwng des Wadenbeines, Getm.; Luxation du 
; Péroné, Fr.) 
Boyer, above cited, vol. iv. p. 375. p 

1088. The splint-bone may be dislocated at its upper or lower end, 
jorwards or backwards. ‘This can always be readily distinguished, as 
the head of the bone can be felt if there be not any considerable 
swelling. . 
In order to reduce this dislocation, it is only necessary to press the 
dislocated head into its place, and to fix it there with compresses and 
bandages. ‘The dislocation of the upper end may be accompanied with 
fracture of the shin-bone, in which with the reduction of the fracture 
follows also that of the dislocation. Not unfrequently, owing to relaxa- 
tion of the ligaments, dislocation of the upper end of the splint-bone takes 
place; its reduction in this case is easy, but just as speedily does the 
displacement recur. ‘The bone is to be kept in place by rest, and by 
fixing it with bandages; the weakness of the joint should be sought to 
be removed by friction, blistering, and the like. 


XIV.—OF DISLOCATION OF THE ANKLE-JOINT. 


(Lucatio Tali, Lat.; Verrenkung des Fusselgelenkes, Germ.; Luwation du Pied, Fr.) 


Desavuxt, above cited, vol. i. p..423. 

Boyer, above cited, vol. iv. p. 375. 

Cooper, AstLry, above cited, p. 238: : 

Dupuyrren; in Annuaire Medico-Chirugical des Hopitaux et Hospices de Paris. 
Paris, 1819. 4to.; with copper-plates. 

[Baxrer, A Memoir on Accidents of the Ankle; in N. York Med. 
Repository, vol. vi. N.S. -1821.—e. w. n.] . : 


1089. Dislocations of the foot are frequent, and may occur inwards 
and outwards, forwards and backwards ; the dislocation inwards is the 


(a) Maxxxr’s Archiv, fir Anatomie und Physiologie, 1825, pt. iv. p. 385 
() Hamburger Zeitschrift, vol vip, 
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most common; those forwards and backwards are much rarer than those 
on either side. ‘They are generally complete or incomplete, simple or 
compound, 

1090. In the dislocation inwards, produced by violent turning of the 
foot outwards, the joint surface of the astragalus is placed beneath the 
inner ankle, and the lower end of the shin-bone so'thrust inwards, that 
the skin is ready to burst by its pressure ; the inner edge of the foot is 
inclined downwards, the outer upwards, the sole of the foot outwards 
and its back inwards. ‘This dislocation may be accompanied with con- 
siderable tearing of the ligaments, with fracture of the outer ankle or of 
the middle of the splint-bone, or of the lower end of the shin-bone, the 
soft parts may be torn, the joint surface of the astragalus or of the shin- 
bone be thrust through the skin, or there may be at the same time dis- 
location of the astragalus from its connexion with heel- and navicular 
bones. In the latter case, the integuments are often uninjured, and the 
ligaments between the astragalus, heel-, and navicular bone suffer only 
considerable extension; often, however, are all these ligaments and 
integuments so torn, that the astragalus is merely attached at some 

arts. 

: The dislocation outwards, is consequent on violent inclination of the 
foot inwards; the astragalus is thrust beneath the outer ankle, the inner 
edge of the foot is turned upwards, the outer inwards, the sole inwards, 
the back outwards. This dislocation may be connected with fracture 
of the lower end of the splint-bone and of the inner ankle. Usually is 
there also in lateral dislocation, a more or less decided inclination of 
the foot forwards or backwards. 

1091. The symptoms mentioned of lateral dislocation are so distinct 
that it cannot be mistaken even when considerable swelling has taken 
place. But this swelling may render difficult the diagnosis of the dif- 
ferent complications. 

1092. In dislocation of the foot forwards, which arises from violent 
extension. of the foot, and is rarer than that backwards, the joint- 
surfaces of the astragalus are in front of the shin-bone, the foot fixedly 
bent, the heel shortened, and the Acuiiixs’ tendon nearer the back of 
the leg. 

In dislocation backwards, which may be consequent on a fall, with 
the sole of the foot on an oblique surface, the foot is outstretched and 
shortened, the heel more prominent, the AcuitiEs’ tendon projects from 
the back of the leg, the joint-surface of the astrugalus is felt on the back 
of the shin-bone, the under end of which forms a hard projection on 
the middle of the instep and rests on the navicular bone and only on a 
small portion of the articular surface of the astragalus in front. This 
dislocation is always accompanied with fracture of the splint-bone of 
the inner ankle, or the latter is torn off. 

This dislocation may be incomplete, so that the shin-bone rests. half 
upon the navicular, whilst the other half remains on the astragalus. 
The foot then seems but little shorter, the heel projects a little, the toes 
are pointed downwards, so that the patient cannot put the whole sole 
of the foot on the ground, the heel is drawn up, and the foot to a great 
extent immoveable; the splint-bone is broken. 

VoL. 11.—22 
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1093. Dislocations of the foot are always important, because they 
pre-suppose great violence; and severe inflammation, and dangerous 
symptoms ensue from the tearing of the ligaments and from the drag- 
ging of the tendons and soft parts. Even in slighter degrees, stiffness 
of the joint is to be feared. There often remains so great weakness of 
the ligaments of the joint that the dislocation is reproduced by the 
slightest effort, if the joint be not strengthened by some mechanical 
apparatus. The dislocations forwards and backwards, are generally 
less dangerous, than the lateral dislocations and rarely accompanied 
with evil complications. Even if the dislocation be not reduced, the 
foot is not completely unfit for use; but very considerable deformity 
remains. Lateral dislocations are not always equally dangerous; they 
often are soon cured without any weakness or interference in the 
motions of the joint remaining. Dislocation outwards is mostly ac- 
companied with more injury than that inwards. Simultaneous frac- 
ture of bones or tearing of soft. parts render the case so much more 
dangerous; though experience shows that, in most cases, the limb may 
be preserved. 

1094. The reduction of dislocation of recent occurrence, is usually 
not very difficult. The patient lies down, one assistant grasps with 
both hands the lower part of the shin-bone, and another, or in disloca- 
tion aside the surgeon himself takes hold of the foot. The former 
makes counter-extension in the direction of the shin-bone, the other ex- 
tension, (in which the leg is bent at right angle on the thigh), first in 
the direction which the foot had, and when the ligaments and tendons 
are sufficiently stretched, he brings the foot into its proper place. In 
dislocations backwards, the surgeon with one hand presses the heel for- 
wards, and with the other the shin-bone backwards, and the contrary in 
dislocation forwards. Complete reduction is indicated by the natural 
direction and form of the foot and its capability of motion. The ankle- | 
joint should then be enveloped in linen, dipped in dispersing fluid, and 
fastened with a circular bandage applied in a ‘figure of OO form. Chaff 
_bags are to be applied on each side of the leg and splints upon them 
which extend over the ankle-joint as in fracture of the leg. The leg 
must always be bent at the knee-joint, and laid on a cushion, to relax 
the muscles. Antiphlogistic treatment must be employed proportionate 
to the constitution, the dressings moistened with dispersing fluid, and 
replaced every five or six days. When the pain and swelling have 
subsided, careful motion must be used, but only after a month, may the 
patient be allowed to walk gently about. 

If dislocation of the foot inwards, be accompanied with fracture of the splint-bone, 
its re-dislocation is most effectually prevented by the apparatus used for fractured 
splint-bone, which may be also applied in dislocation outwards, the splint with the 
chaff bag being put on the outside of the leg. In dislocation of the foot backwards, 
re-displacement may be prevented by placing a. splint-and cushion beneath it, (so 
that both project beyond the heel), and a small cushion on the lower part of the 
shin-bone, which is here, as well as at the knee, to be fastened with a bandage (a). In 
dislocations aside, many persons recommend that the limb should be laid on its 
outside with the leg bent, and the foot enveloped in the many-headed bandage. 

_ [Sometimes in dislocation of the ankle-joint inwaffs, the internal lateral ligameneae 
4s torn through without the malleolar process being broken off. This is a rare acci- 


(a) Durvytren, above cited.—Chirurgische Kupfertaf. Weimar, 1820, pt. ii, pl. vi. fig. 5. 
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dent, and very difficult to keep in place if there be any disposition to spasm, of 
which there is an example in a case of Henry Earne’s (a). The splints were con- 
sequently applied more tightly, and perhaps from that cause irritation set up, which 
terminated in abscess, which was twice opened. The soft parts about the ankle- 
joint became sloughy, and the patient’s violent efforts whilst delirious, thrust the 
bone through the mortified skin, and it could no longer be.at all kept in place. 
Amputation was performed, but the case terminated fatally. ] 

1085. If in dislocation of the foot, the joint-end of the shin-bone 
be driven through the integuments, so soon as it has been properly 
cleansed, its replacement must be attempted, the wound carefully closed, 
and the treatment conducted after the general rules. If the narrowness 
of the wound prevent the reduction, it must be sufficiently enlarged ; and 
if it cannot be then effected, the projecting bone must be sawn off, 
whereby alone, the natural position of the foot can be restored, and dan- 
gerous symptoms prevented. Amputation is only inevitably necessary, 
in old weakly persons, in very extensive tearings ‘and crushings of the 
bones, on the occurrence of mortification and wasting suppuration. If 
in dislocation outwards, the shin-bone be broken obliquely, near its joint 
surface, it cannot be kept in place after reduction, and amputation may 
be indicated. It may also be necessary in cases of continuing very 
troublesome deformity. NS 

{In compound dislocation of the ankle-joint with protrusion of the shin-bone 
through the wound, most Hnglish surgeons saw off the joint end, not. merely to 
render reduction more easy, but also, according to AsrLey Cooperr’s opinion, to les- 
sen the suppurative, process, by diminishing the synovial surface. ‘This mode of 
practice is certainly not commonly followed in reference to other joints, and the 
younger Cine was always opposed to it being resorted to in dislocated ankle. — It 
must however be admitted, that Cooprr’s reasoning as well as practice favours the 
proceeding.—ys. F. s.] 


\ 


XV.—OF DISLOCATIONS OF THE INSTEP-BONES. 


(Lucxatio Tarsi, Lat.; Verrenkung des Fusswurzelknochen, Germ.) 


1096. The connexions of the bones of the instep are so firm, partly 
from the strength of their ligaments, and partly from the broad surfaces 
by which they touch, and their motions are so confined, that their 
dislocation is extremely rare, and only possible from very great 
violence, therefore, also commonly accompanied with tearing of the soft 
arts. 

® 1097. Dislocation of the Astragalus may, notwithstanding its situation 
in the hollow formed by the shin- and splint-bones, and its firm fastening 
to the heel- and nayicular bones, occur in four different directions, in 
which it may be thrown forwards, inwards, or outwards, from its con- 
nexion with the navicular, or it may be so ¢wisted on tts axis, that its under 
joint surface is turned upwards. ‘The dislocations forwards and inwards 
are more common than that outwards (1). These dislocations may be 
connected with fracture of the shin- or splint-bone, with dislocation of 

the foot, with tearing of the soft parts and protrusion of the head of the 
astragalus. The cause is violence, which displaces the foot and leg at 


(a) Medical Gazette, vol. iv.p.61, 1829, 
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its greatest degree of extension, as in a fall from a height, when the sole 
of the foot lights on an oblique surface, and the body falls backwards ; 
ora fall of the body backwards, whilst the fore part of the foot is fixed, 
so that the shin-bone is brought into a nearly straight direction with the 
foot. In this position the lower end of the shin-bone presses on the 
back of the astragalus, drives it forwards, and tears the astragalo-tibial 
ligament, and lets go the head of the astragalus from the hollow of the 
navicular bone. It is therefore intelligible, why dislocation dots not 
occur when the shin-bone breaks, and this dislocation takes place, espe- 
cially in powerful, healthy persons, whose bonesare strong. In disloca- 
tion inwards, indeed there is always fracture of the lower end of the 
splint-bone. Most probably the head of the astragalus is always prima- 
rily dislocated forwards from the navicular bone, and driven according 
to the direction of the operating force, inwards or outwards. In twisting 
round of the astragalus on tts axis, it must be driven from behind, for- 
wards, and from below, upwards, with a very great thrust of the shin- 
bone upon the foot and leg, whilst extended to the utmost, with which 
the skin yielding, indeed, though resisting, and the inter-osseous liga- 
ment must be torn through. 

(1) When Roenetra supposes that dislocation of the asiragalus inwards, if not 
impossible, yet is in the highest degreé difficult, because the cleft between the 
navicular bone and astragalus is filled by exceedingly strong ligaments, the capsule 
between the two bones in front too weak and extensible, and because the violence 
causing the dislocation of the head of the astragalus, as the cases, known to the 
present time, show greater frequency of the dislocation inwards, than of that out- 
wards. In his experiments, Rognerra has never been able to produce any other 
dislocation of the astragalus than that forwards. : 

{The dislocation owfwards is very rare; besides James’s, of Croydon, case (a), 
and two other under Gururiz’s care (0), I know of none save one now under my 
friend Stanty’s care in St. Bartholomew’s Hospital, and which had occurred in 
consequence of the young man slipping off the fourth round of a ladder, the appear- 
ances of which correspond very closely-to the description given by Astrey Coopzr, 
but there is not any fracture of the splint-bone. Violent attempts had been made for 
its reduction before his admission into the hospital some days after, the accident, but, 
as in the other three cases, without success. Reduction was also attempted two or 
three days after his admission into St. Bartholomew’s but they also were quite un- 
availing, and the displacement still remains. 

Of these cases James’s was the only one in which there was fracture of any bone, 
and in that the inner malleolus was broken obliquely.—zs. F. s.] S 


1098. In dislocation of the astragalus forwards, the projection of the 
head of that bone upon the navicular, is felt on the instep, the toes are 
depressed and turned somewhat outwards. In the dislocation inwards, 
the projection is more to the inner side, and the toes turned more 
outwards (1); and in dislocation outwards, the prominence of the head 
of the astragalus upon the cuboid bone, and the foot is so turned inwards, 
that the outer edge is directed downwards, and its inner, upwards. 
With much swelling the diagnosis is difficult, and even impossible 
(Boyrr). If the soft parts be at the same time torn, the head of the 
astragalus either protrudes or may, with the finger, be felt bared. - In 
dislocation of the astragalus with twisting on its axis, it may be so 
locked in between the shin-bone and heel-bone, that the limb appears 


(a) Coover, above cited, p. 359. (6) Hancock’s Paper; in Med.. Times 
vol. ii, 1844; p. 71. 
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longer. If, however, this be not always the case, this sign is extremely 
important, in order to suspect such dislocation, and always to avoid, in 
such cases, useless and prejudicial attempts of extension and counter- 
extension (RoenetTAa). 

(1) The younger Crine’s case of simple dislocation; and Green’s case of com- 
pound dislocation inwards (a). 

1099. Every complete, although simple dislocation of the astragalus, 
is of great consequence, as its reduction is often very difficult, fre- 
quently quite impossible, and in that case, a great degree of lameness 
remains; or by the stretching of. the integuments a slough is formed, 
which only rarely remains superficial, without opening the joint, (Dupuy- 
TREN), but mostly after its separation lays bare the joint, in consequence 
of which, severe inflammation, extensive suppuration, slough, and dan- 
gerous symptoms, are produced, and even amputation may be rendered 
necessary (Boyer). Only when the dislocation of the head of the 
astragalus is not complete, can the function of the foot be gradually to 
some extent be restored, if reduction has not been effected (Duruy- 
TREN, Boyer). In compound dislocation the danger is still greater, and 
depends on the kind of complication. ; ; 

The impossibility of reducing dislocation of the astragalus, even by treatment 
accompanied with the greatest care and force, as observed by Boyer, AsTLEY 
Cooper, Dupuyrren, myself, and others, depends on the firm Jocking of the neck 
of the astragalus between the other bones. In the dislocation inwards, the neck of 
the astragalus is so locked in between the inner edge of the navicular and heel- 
bone, that it is completely immoveable, or when the hinder under edge of the upper- 
joint surface of the astragalus lies under the front edge of the shin-bone, as Dupuy- 
TREN once observed. In dislocation oulwards, the head of the astragalus may be 
found beneath and a little before the outer ankle, and its neck pressed on the edge 
of the hind-joint-surface of the heel-bone, or the head of the astragalus rests upon the 
cuboid and outer cuneiform bones; the outer edge of the upper-jomt surface of the 
astragalus is placed between the first hinder-joint-surface of the heel-bone, and the 
‘shin-bone; on which account it is impossible to free the astragalus by the ordinary 
methods of reduction. 

[The simple dislocation outwards, from the cases already mentioned, may be pre- 
sumed to be irreducible.—z. Fr. s. ] 

1100. The reduction of dislocated astragalus, in which it must not 
be forgotten to diminish the contraetion of the muscles, in powerful sub- 
jects, by blood-letting, nausea, and so on, always require bending the 
leg at the knee-joint. Two assistants fix the thigh, or a folded cloth is 
for this purpose carried round beneath the knee, and fastened to a hook 
behind the patient. Other two assistants fix the leg above the ankle. 
A folded cloth is to be applied round the heel, carried over the instep, 
and crossed, without covering the projecting bone, and its ends given to 
assistants to make extension. ‘The extension must be made gradually 
and strongly, in the direction which the foot has; the surgeon places 
the fingers of both his hands upon the sole of the foot, and the thumbs 
upon the projection of the astragalus, which he presses back. This 
pressure may be practised with the flat of the hand, or whilst with the 
one hand he grasps the leg, and with the other the toes, he places his 
knee against the projecting astragalus, and thrusts it back (Perrunti), 
If the reduetion be effected, the leg is to be placed half-bent, upon a 


(a) »A. Cooper, p. 364. 
war 
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chaff bag, and retained by the apparatus used for fractured splint-bone, 
(par. 703), in a position contrary to, the direction of the dislocation. 
The inflammatory symptoms are to be prevented, or got nid of, by strict 
rest, cold applications, and so on. See 

1101. If the reduction be not possible, the attempts to effect it are 
not to be carried too far, because thereby undoubtedly, severe inflamma- 
tion, and danger of gangrene will be produced; but the astragalus must 
be laid bare by a semilunar incision, of which the convexity is directed 
upwards, the firmly attached parts of the ligaments divided with the 
knife or scissors, and the reduction then attempted; after which. the 
wound is to be closed with sticking plaster. If the replacement be im- 
possible, it is best to remove the astragalus entirely, seizing it with the 
fingers, or with the forceps, and separating its connexions with a bis- 
toury or curved scissors, in which we must keep on the outside spe- 
cially for the division of the interosseous ligaments. The wound is to 
be brought together with sticking plaster, or lightly covered’ with lint, 
and the foot and leg kept in a proper position by Saurer’s or E1cu- 
HEIMER’s apparatus. ‘The joint-surfaces of the shin-bone are to be 
brought in contact with the heel-bone. The cure follows, although with 
shortening, yet with proper usefulness of the foot, so that the patient 
can, gradually walk without difficulty, as I myself noticed in one 
case. If, after fruitless attempts at reduction, gangrenous inflam- 
mation, suppuration, and the like ensue, the removal of the astragalus 
is the only remedy, by which these dangerous unexpected symptoms 
may be easily got rid of, as thereby both the experience of others, 
as well as my own, prove the seemingly necessary amputation may be 
avoided. 

1102. If the astragalus be twisted on its axis, and at the same time 
dislocated from its connexion with the shin-bone, the heel-bone, and 
navicular-bone, every attempt at reduction is actually useless, and the 
removal of the astragalus is the only way to preserve the foot. 

Although many observations have been published in which extirpation of the 
astragaius has been performed with the most perfect success, when the skin had 
been destroyed by gangrene, or the dislocated bone had been loosened by suppura- 
tion, the early extirpation of the bone seems most proper, because thereby manifestly 
dangerous symptoms can be prevented. It is scarcely necessary to remember that 

‘in this extirpation the injury of the tendons, nerves, and vessels should be mos 
carefully avoided, and every bleeding vessel tied at once. 

Upon dislocations of the astragalus compare— 

Desautrt, above cited, vol. i. p. 435. 

’ Boyer, above cited, vol. iv. p. 388. 

AsTLey. Cooper, p. 376. 

Roeyerra, in Archives générales de Médecine, 1833, Dec., p. 485. 

[Norris, in The American Journ. of the Med.. Sciences, No. 40. 
August, 1837,.—e. w. N.] 

1103. The heel-bone may, as a consequence ofa fall on the heel, or 
other violence, be dislocated outwards from its connexion with the astra- 
galus and cuboid bone. The great deformity of the heel is the ground 
of this diagnosis. The bone must be pressed back into its place, and 
there retained by proper apparatus. 


As the consequence of an old dislocation of the heel-bone which had been pro- 
duced in early life by violent dragging off a boot, I have observed degeneration 
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like aban and enlargement of the leg which rendered amputation neces- 
sary (a). 2 

[The two cases of dislocation outwards of this bone, mentioned by Asriey 
Cooper, were from my notes. In the sémple dislocation, (Martin Benriey), the 
tuberosity of the heel-bone had nearly disappeared, but the outside of the bone pro- 
jected on the outer side of the foot much beyond the outer malleolus, immediately 
beneath which however was a remarkable depression. On the inside there was a 
remarkable and unnatural projection, caused by the head and inside of the astragalus 
directly below the inner maileolus ; the whole foot was displaced outwards and the 
toes turned out. These appearances must have resulted from the astragalus having 
been dislocated inwards, from both heel and navicular bone, so that its under-joint 
surface rested on the inner edge of the heel-bone. The dislocation was easily 
reduced, having bent the thigh and knee on the body and fixed the leg, by laying 
hold of the metatarsus and of the tuberosity of the heel-bone, and drawing the foot 
gently and directly from the leg, during which extension Cuine put his knee against 
the outside of the joint, and the foot being pressed against it, the heel and-navicular 
bones readily slipped into their place and the deformity disappeared: In the com- 
pound dislocation, (Tuomas GinumMore), a wound extended from opposite the 
taiddle of the base of the shin-bone, round the upper part of the instep to ‘the 
outer malleolar process, exposing the head of the astragalus in front, and its 
outer under-joint-surface for the heel-bone on the outside; the latter and the 
navicular bone, together with the whole foot, were carried in, so that the ‘toes 
pointed much-inwards towards the opposite foot, whilst the tuberosity of the heel- 
bone projected outwards. It was reduced by extending the foot and rotating it 
outwards. 

In Hancock’s case (6) which seems to have beena simple dislocation of the heel 
and navicular bones outwards, but which was not reduced for a week, the skin 
which had previously vesicated, sloughed, and as the slough cleared off, the internal 
caleaneo-scaphoid ligament sloughed also, and the head of the astragalus, which had 
previously kept its place, twisted round on the heel-bone, till a large portion of its 
head protruded through the wound, and having lostits articular cartilage and become 
dead, about three quarters of an inch of it were sawn off, and then the wound healed. 
—s. F. S.] 


1104. The navicular and cuboid bones, though remaining connected 
with the cuneiform, may be dislocated from the astragalus and heel-bone, 
which can only be effected by great violence, as the fall of a heavy 
weight upon the foot. The astragalus and heel-bone remain in their 
natural place, but the fore part of the foot is always twisted inwards, as 
in club-foot. Fixing the leg and heel, and extension of the foot out- 
wards, effect reduction. 

[A case is mentioned (c) of a bricklayer’s boy, aged fourteen years, who fell down 
a height of forty feet, and apparently struck the extremity of the foot. The ligaments 
on the dorsal surface of the foot appear to have started, and the scaphoid and cuboid 
bones projected a little upwards out of their places. The foot was much swelled, 
was about half an inch shorter than the other, and had a clubbed appearance. 
Nothing was done in this case. ] 

1105. Dislocation of the cuboid bone may, as a consequence of great 
violence, occur upwards, according to Prepaene, also inwards and 
downwards. The irregularity and prominence at the situation of the 
dislocated bone, its form, and the altered direction of the fore part of the 
foot, give cause for diagnosis, and distinguish it from a dislocation of the 
head of the astragalus wpon the navicular bone; as here especially the 
smoothness and convexity of the head of the astragalus and the three 
joint-surfaces of the navicular bone lead to it. The leg and heel should 


(a) Heidelb. klinische Annalen, vol. ii, p. the lower ends of the Tibia and Fibula; in 
354. Be Lancet, vol. ii. p. 85. 1844, 
(b) On dislocation of the Astragalus with (¢) Lancet, vol. i, 1839-40, p. 133. 
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be fixed, the extension of the foot made in the outward direction, and 
the bone pressed into place with both thumbs, after which the foot is to’ 
be laid on‘its side, and protected with a proper apparatus. If the re- 
duction cannot be effected, destructive suppuration and caries ensue, and 
the extirpation of the bones is necessary (PIEDAGNEL) (@). 

1106. The great cuneiform bone may be dislocated by tearing of the. 
ligaments which connect it with the middle cuneiform, the navicular, and 
the metatarsal bone of the great toe; it is then projected considerably 
inwards and somewhat upwards, by the action of the m. tabialis anticus, 
and does not correspond with the straight line of the metatarsal bone of 
the great toe. It must be attempted by pressure to return the bone to 
its natural place, where it is to be kept by compresses, and a bandage 
applied round the foot and moistened with a dispersing lotion.. When 
the inflammation has subsided, a leathern strap should be bound around 
the foot, till the ligaments have united. 

Astiny Cooper (b) describes two cases of this dislocation, in both of which the 
bones were not replaced ; there remained, however, only little detriment. 

1107. Dislocation of all the metatarsal bones from their connexion with 
the first row of the instep-bones, in consequence of a fall backwards or 
forwards, whilst the fore part of the foot was fixed, has been observed 
by Dupuyrren (c). The foot is shortened from four to eight lines by 
the pushing of the bones upon one another; the arching of the top of the. 
foot is destroyed, the hinder end of the first metatarsal bone forms a 
projection of half an inch across, behind which is a deep hollow; the 
concavity of the sole is completely destroyed; the extensor tendons are 
to be felt distinctly, and the toes are raised by their stretching; the 
movements of the foot are impossible. 

Reduction is effected by fixing the leg when bent, by pulling at the 
front of the foot with a slip knot, and by pressure on the displaced bones. 
The foot is then to be laid on one side, and when inflammation has 
ceased, it should be kept steady in a proper apparatus. 

[A case of dislocation of the outer two metatarsal bones from the cuboid was ad- 
mitted in 1835 at St. Thomas’s, under my friend Green’s care. The patient had 
received a violent blow by the falling of a heavy chest upon the inside of the foot. 
Upon the top of the foot there was a large swelling before and below the outer ankle, 
and behind it a cavity in which two fingers could .be easily buried, in consequence 
of the bases of the metatarsal bones having been thrown upwards and backwards 
upon the top of the cuboid. At the base of the metatarsal bone of the great toe, 
where the blow had been received, was a swelling as large as a walnut, dependent, 
however, only upon effusion without displacement or fracture. The dislocated bones 
were reduced by continued extension with much difficulty, and as they recovered 
their place a distinct crackling was heard.—1s. Fr. s.] : 

1108. Dislocation of the Toes rarely occurs, and to it applies all that 
has been formerly said in reference to dislocated fingers. Dislocation of 
the great toe from the corresponding metatarsal bone occurs most fre- 
quently in consequence of a fall or hanging in the stirrup. It is either 
incomplete with a painful projection of the lower end of the metatarsal 
bone, or complete with tearing of the capsule of the joint, of the tendons, 
of the skin and accompanied with projection of the end of the bone. 
Its reduction is performed by fixing the foot and extending the toe with 


(2) Psepacnex; in Jour. Univers. et Heb- (c) Révue Médicale, Dec. 1822,—Heidel- 


dom., vol. ii. No. 19. berg. klinische Annalen, vol. iv. pt. iv. 
(b) Above cited, p, 383. : a 
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a slip knot. If there be also a wound, it must be properly closed with 
sticking plaster, and inflammation prevented especially by perfect rest, 
cold applications and suitable treatment. If reduction cannot be effected, 
the projecting end must be sawn off, and the bone kept in its proper 
place by a suitable apparatus. Only in splintering of the bone and great 
destruction of the soft parts is amputation or disarticulation of the corre- 
sponding metatarsal bone necessary. If an incomplete dislocation remain 
unreduced, great difficulty in walking, continued pain and inflammation 
of the skin, which it excites, may indicate the laying bare of the projecting 
end of the bone by a longitudinal cut, and its removal, in which the 
tendon is to be pushed aside. 

Astiey Cooper (a) observed an old simultaneous dislocation of the four lesser 


toes from their connexion with the corresponding metatarsal bones, by which the 
functions of the foot were in a great degree destroyed. 


(a) Above cited p, 385, 


ene 
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(CONTINUED.) 


II.—SOLUTION OF CONTINUITY FROM ALTERED. POSITION 
OF PARTS. 


(CONTINUED,) 


B.—OF RUPTURES. 
1109. 4 Rupture (Hernia, Lat.; Bruch, Germ.; Hernie, Fr.) is the 
protrusion of an intestine from its own cavity into the surrounding cel- 
lular tissue, or into another cavity. Ruptures are therefore distinguished, 


according to the three cavities of our body, as ruptures of the belly, of 
the chest, and of the head. 


J.—Or Rvurrures or tHe Betty. 


First Cuaprer.—OF RUPTURES OF THE BELLY IN GENERAL. 


Franco, P., Traité des Hernies. Lyon, 1556. 

Gunz, J. G., Observationum anatomico-chirurgicarum de herniis libellus. Lip- 
sie, 1744. 8vo. : 

Voce, G., Abhandlung aller Arten von Briichen. Leipzig. 1746. 

Port, P., Chirurgical Works, vol. ii. Edit., 1783. 

_ Le Buane wr Horn, Nouvelle Méthode d’opérer les Hernies. Paris, 1768. 

Ricuter, Abhandlung von den Britchen. Gottingen, 1778. Second Edition, 
1785. 8vo. 

Scarpa, A., Sull’ Ernie, Memoirie anatomico-chirurgiche. Ediz,Second. Pavia, 
1819. fol. Translated into English as A Treatise on Hernia; with notes by J. H. 
Wisunarr. Edinburgh, 1814. 8vo. 

Lawrence Wixuiam, A ‘Treatise on Ruptures.. London, 1838. 8vo. Fifth 
Edition. 

Croquet, J., Recherches Anatomiques sur les Hernies de 1’Abdomen.’ Paris, 
1817. Ato. 

Iprp., Recherches sur les Causes et 1’Anatomie des Hernies Abdominales. Paris, 
LSS: Ato... 

Cooper, Astiey, The Anatomy and Surgical Treatment of Abdominal Hernia. 
Second’ Edition. “By C. Aston Key. London, 1827. fol. 

Hessexzacn, A. K., Die Lehre von den Eingeweidebriichen. 2 vols. Wiirz- 
burg, 1829, 30. 8vo. 

Key Cuartes Aston, A Memoir on the advantages and practicability of dividing 
the stricture in strangulated Hernia on the outside of the sac; with cases and draw- 
ings. 8vo. London, 1833. 

Haerr, M., Die Briiche und Vorfalle. Wien, 1834. 


[ParrisH, Practical Observations on Strangulated Hernia. Philadel- 
phia, 1836.—e. w. n.] 


Jacosson, L., Zur Lehre von den Eingeweidebritchen. Kénigsberg, 1837. 


Hessevpacu, A. K., Die Erkentniss und Behandlung der EKingeweidebriiche. 
Bamberg, 1840.’ fol. ; 


Mateatene, Le¢gons cliniques sur les Hernies, recueillées sous les yeux par M. 
E. Genay. Paris, 1841. 

1110. Ruptures of the Belly (Hernie abdominales) may occur through- 
out the whole extent of its wall, if this give way or be torn. Most com- 
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monly they occur at those parts of the belly where there are already 
openings for the passage of vessels, nerves, and so on. 

1111. According to the various parts at which ruptures are formed, 
they are distinguished as, 1, Inguinal, which pass through the inguinal 
eanal, 2, Femoral, beneath Poupart’s ligament ; 3, Umbilical, through 
the umbilical hole; 4, Thyrovd, through the thyroid hole; 5, Ischiatic, 
through the ischiatic notch ; 6, Ventral, through the wall of the belly, 
the holes already mentioned excepted; 7, Perineal; 8, Vaginal; 9, 
Rectal, when the rupture protrudes at the perineum, in the vagina, or in 
the rectum (1). 

Inguinal, femoral and umbilical are the most common ruptures, the 
others are more rare. 

{(1) To this list must certainly be added Phrenic rupture (Hernia diaphragmati- 
ca.) And English surgeons speak also of mesenteric, meso-colic, and meso-rectal 
ruptures, although strictly speaking they do not resemble true ruptures in leaving 
their proper cavity, but they burst through parts which have no natural opening for 
their passage and thus become displaced.—z. F. s.] 

1112. Those intestines of the belly which on account of their position 
and connexion are least fixed; protrude most commonly, as the omen- 
tum and the small intestines, more rarely the large intestines, the sto- 
mach, the bladder, the internal female generative organs, and the like. 
Parts may be in the rupture which in their natural place are very far 
from it. These are either drawn down by the protruding intestines; 
with which they are connected ; or by the descent of the peritoneum to 
which they are attached. According to the intestine which ruptures 
contain are they distinguished .as infestinal, (Hernia Intestinalis, Lat.; 
Darmbruch, Germ.; Enterocéle, Fr.,) omental, (Hernia Omentalis, Lat.; 
Netzbruch, Germ.; Epiplocele, Fr.,) ventricular, (Hernia Ventriculi, Lat.; 
Magenbruch, Germ.; Gastrocele, Ir.,) vesical, (Hernia Vesice, Lat.; 
Harnblasenbruch, Germ.; Cystocéle, Fr.,) and so on. Several intestines 
may be contained at the same time in one sac, as for instance intestine 
and omentum, (Darmnetzbruch, Germ.; Entero-epiplocéle, F'r.,) and the 
like. . 

1113. When the intestines of the belly are protruded into a rupture, 
they are usually enclosed in a sac, (saccus herniosus, Lat.; Bruchsack, 
Germ.; sac herniaire, Fr.,) which is formed of the lengthened peritoneum. 
In rare cases only is this sac deficient; for instance when the rupture is 
caused by great violence, or after previous wound of the wall of the 
belly, or after the application of escharotics for the radical cure of the 
rupture. The sac may also be torn, or destroyed by absorption. If intes- 
tines protrude, which are not enclosed in the peritoneum, for example, 
the bladder (1) and cecum (2), there is not any sac; but if they be 
much protruded, they draw down the peritoneum connected with them, 
and thereby form a sac into which other intestines may pass. 

- [(1) In regard to vesical rupture, it is certainly just possible that the bladder may 
rise to the internal abdominal ring, and thrusting up the perctoneum from that open- 
ing, may protrude some, part of its body uncovered by peritoneum through it, 
and this may continue to descend through the inguinal canal and form a rupture 
without a peritoneal or true hernial sac. But such state of things is highly impro- 
bable, and in the two cases of vesical rupture in the museum at St. Thomas’s is 


certainly not so, for in this preparation it is the fundus of the bladder, that part of 
the organ most likely to be protruded, with its peritoneal covering which has passed 
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through the abdominal ring into a distinct peritoneal sac, which from its appearance 
probably belonged originally to a rupture of the intestinal or omental kind. 

(2) T do not think that the cecwm would often protrude as a rupture without 
having a peritoneal sac, more than the bladder, and for nearly the same reasons. 
There is, however, in the Museum at St. Bartholomew’s a cwcwm carried into the 
scrotum with a partial sac, and I have also had one case in which I suspect the colon 
did. But that it does descend into a true hernial sac is beyond doubt, for in the 
museum of the Royal College of surgeons of England, there is an instance of the 
lower end of the ¢lewm, the cxcum and its appendage, and part of the ascending 
colon, with a large piece of omentum in the sac of a large oblique inguinal rupture. 
There is also another preparation, in which the lower end of the z/ewm, with the 
cecum and its appendage, are in the sac of an inguinal rupture, and the extremity of 
the appendage is attached to the bottom of the sac. In St. Bartholomew’s museum 
there is a scrotal rapture (with hydrocele in front) containing cecum and colon. , 
Also a femoral rupture, in which there is small intestine, a portion of the sigmoid 
flexure of the colon and omentum. 

A very rare instance of protrusion of the vermiform appendage of the caecum in a 
strangulated inguinal rupture is given by TarameLi (a); the appendage alone was 
found in the sac, increased to four times its ordinary size, and an indent at its junc- 
tion i the cecum showed the seat of strangulation. The patient did well.— 
J. F.S. 

1114. The cavity of the hernial sac is connected with the cavity of 
the belly by an opening, the mouth of the sac ; the narrow part between 
this opening and the greater extent of the sac is called the neck of the 
sac; the remaining part the body; and the blind end the bottom of 
the hernial sac. The sac is furnished with different coverings accord- 
ing to the difference of place where the rupture exists; on its outer 
surface it is slightly connected with the surrounding cellular tissue, 
and therefore the sac remains external when the intestines have been 
returned. — | 

1115. The hernia] sac is very frequently subject to changes. The 
peritoneum of which it is formed usually retains its natural condition, 
and when in old ruptures it thickens, and is found to consist\of several 
layers, the cause of these changes, for the most part, rests on the 
thickening of the cellular tissue, which covers the outer surface of the 
sac. The substance of the peritoneum itself, however, often thickens 
and even becomes almost cartilaginized (1). These changes are the 
result of the irritation and pressure to which the sac is subjected, by 
the passage furwards and backwards of the intestines; they therefore 
occur especially in old ruptures which cannot be properly kept up by 
the truss, and mostly at the neck of the sac. If by contraction of 
the neck of the sac, or by thickening of the cellular tissue covering it, 
a narrowing be produced, it may in the gradual increasing volume 
of the rupture descend, and thus may several strictures be formed in 
the body of the sac (2). These changes are not always relative to 
the size of the sac. In large ruptures the sac is often very thin, even 
so thin, that the peristaltic movement of the intestines can be per- 
ceived through the external skin. In large umbilical ruptures the 
hernial sac is often very thin, and/in small femoral ruptures very thick. 
Swellings also may form on the sac from degeneration of the cellular 
tissue (3). 
gi odnwe eerie St. Thomas’s there is a preparation of a femoral hernial | 

_(2) I do not agree with Cuexius’s statement on the causes of stricture in the body 
of the hernial sac. As regards the descent of the neck, or more properly, the mouth 


(a) Omepe!, Annali Universali di Medicina, vol. Ixxy. p. 430. 1835. 
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of the sac, into its cavity, so that the stricture is not at the immediate opening into 
the cavity of the belly, but at a less or greater distance below it, so far as I have 
had opportunity of observing, it is of great rarity.’ I have only once seen it, and 
that during last spring, in a case of oblique scrotal rupture, in a young man, which 
had existed for several years, and in which during the operation an extremely tight 
Stricture was found very high up. This I divided upon a director sufficiently to 
admit my fore-finger freely into the cavity of the belly; but with all the pains I 
could take I was unable to return the gut. After many unavailing efforts I cut- 
through the tendon of the external oblique muscle and the other coverings of the 
upper part of the sac, till I brought its stricftured mouth completely into view, which 
immediately explained the difficulty. The mouth of the sac had descended into its 
cavity, doubling the neck upon itself, so that a circular blind pouch about half an 
inch deep, encircled the mouth, which had the same relation to the sac as the mouth 
of the womb has to the vagina, and its margin had become so firmly and narrowly 
thickened, that it resembled a ring of whipcord. Into this blind circular pouch the 
intestine had been thrust at every attempt I had made for its reduction, and thus 
both escaped, and shut up the mouth of the sac. The finger could be passed into the 
cavity of the belly, as freely as before; but I thought it best to divide this cord-like . 
edge and the indoubled neck, so as to render the reduction more easy, and such was 
the result. The patient did well. 

As to the production of strictures in the body of the sac, I believe that generally 
these depend much more frequently on bands of adhesive matter having been thrown 
out under inflammation of the peritoneal sac itself, from some accidental cause or 
other, rather than from thickening of the cellular tissue external to it, which, how- 
ever,.-may take place, as I have seen it do, occasionally producing, not indeed actual 
bands or strictures, but merely an hour-glass contraction of the sac. / 

(3) Sometimes a hernial sac is contracted in its middle and assumes an hour- 
glass shape; such a case I have operated on, but it did not produce any confusion. 
Occasionally, however, it may, as is shown in a preparation at St. Bartholoiew’s, 
in which the sac of a congenital rupture has an hour-glass contraction at the ab+ 
dominal ring, and part of it is without, whilst the other part is within the belly, and 
into the latter portion the gut had been returned, and lefts. F. s.] ; 


1116. The size of ruptures is very different. Often the rupture 
contains the greatest part of the intestines of the belly; often is it 
so small that it can be discovered only with the greatest care. Of 
the intestine itself there is protruded either an entire loop or only a 
portion. 

1117. Several ruptures often occur in the same subject. Rarely are 
several, each having its own sac, at the same spot; more frequently, 
by the protrusion of the urinary bladder, or some other intestine only 
partially covered with peritoneum, so that the latter is drawn with it, a 
hernial sac is formed into which the intestines pass. A double heraial 
sac is very rare, and indeed possible only in inguinal hernia, where a 
special sac containing intestines may drive into the vaginal tunic of the 
testicle, when its mouth has remained open. 


Branssy Cooper (a) mentions a case of two inguinal ruptures on the same side; 
the contents of the hinder, larger sac, which remained external, were returnable into 
the cavity of the belly, but the front smaller sac with its contained intestine had 
been easily returned into the belly, by the ¢axzs; he does not, however, explain, 
how it happened that this thrusting up of the sac and its contents had been effected 
which is one of the most curious points of the case. 

[Lawrence says, there is a “kind of double rupture not ascertainable in general, 
except by examination after death, or in operating, viz :—two sacs passing through 
the same opening; this may happen in external or internal inguinal or crural 
herniz. There are instances of even three sacs, particularly in inguinal herniz.” 

a 1D). 

Se Les the number of hernial sacs, AstLEY Cooper says:—** Two herniary 


(a) Guy’s Hospital Reports, vol. iv. p. 326. 
VoL. 11,23 
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sacs have been stated to pass behind the same crural arch; but although I would not 
be understood to deny their existence, I have not seen an example of sacs having 
two separate orifices into the cavity of the abdomen; but I have known one hernial 
sac descending into the sheath for the crural yessels,and crossing the anterior part of 
these, and another portion of it quitting the sheath and extending in the usual direc- 
tion upon the thigh.” (p. 4). He also gives an example of six hernial sacs :— 
“Two of the sacs upon each side were placed between the umbilical and epigastric 
arteries; and one on each side is situated between the remains of the umbilical 
arteries and the pubes. ‘hey passed between the tendinous fibres of the ¢ransver- 
salis, which they had separated, and entered the abdominal rings, after which they 
were covered, as usual, by the fascia, which is extended from the external oblique 
muscle over the spermatic cord.” . (Explanation of pl. x. pt. i). And he observes, 
that after wearing a truss, ‘‘although the original sac may be completely shut at its 
mouth by adhesion or perfect contraction, it is possible that another sac may be 
formed contiguous to the first.” And he gives an instance, in which “two hernial 
sacs were found. side by side, one open and capable of containing the bowels 
when protruded, the other contracted. so much as not to admit a goose’s quill.” 
(p. 23). 

Deen (a) had a remarkable instance of a pouch formed at the mouth of the tunica 
vaginalis, in consequence of partial adhesions of the membrane. ‘The patient had 
scrotal rupture on the right side, accompanied with symptoms of strangulation. It 
was reduced with great ease, by gentle application of the taxzs. ‘The symptoms, 
however, continued, and on the following day ‘*a small tumour was perceptible in 
the course of the inguinal canal.’’ On the third day he was worse, and an opera- 
tion having been decided on, ‘‘after dividing the integuments, superficial fascia, 
and cremaster, in the usual manner, what appeared to be hernial sac was brought into 
view; this was laid open, and on the operator introducing his finger, it readily 
passed through the external ring into the inguinal canal; here an unnatural projec- 
tion could be felt, but no gut was found, nor could the finger be passed into the 
abdomen. "The inguinal canal was then exposed by slitting up the tendon of the ex- 
ternal oblique, and the sac before mentioned was more extensively opened, still no in- 
testine could be found, and no communication appeared to exist between the sac and 
the abdominal cavity. A substance was felt in the canal which resembled a thick- 
ening of the cord.’’ Nothing more was done, and he died on the second day after 
the operation. Upon examination, the part ‘*supposed to be hernial sac, and opened 
as such was the reflected portion of the tunica vaginalis, into the cavity of which the 
finger had been introduced.’ The tumour in the course of the inguinal canal was 
a hernial sac, behind the cord, and containing a portion of strangulated intestine of 
a very dark colour, and with a large gangrenous spot. This hernia, had by its pres- 
sure, prevented the entrance of the finger into the belly. ‘ Just below the opening 
of the tunica vaginalis into the abdomen, was situated the mouth of a preternatural 
pouch, which extended downwards and inwards behind the fuscia transversalis in 
the direction of the crural ring. It was into this pouch that a portion of the lium 
had descended and had there become strangulated. It seems probable that at the 
time of the man’s admission into the hospital, a large portion of intestine had de- 
scended into the cavity of the éwnica vaginalis, the cavity of which bore all the ap- 
pearances of an old hernial sac. This, however, was easily returned, while the 
portion of bowel contained in the other pouch, remained unreduced and suffer- 
as mat strangulation, caused the symptoms which ended in the patient’s death.” 

p. 83). 

Tn the museum at St. Bartholomew’s there are two beautiful preparations, one ex- 
hibiting two inguinal hernial sacs, on the left side, close together and of consider- 
able length, the mouth of the outer very small; the other femoral, in which there 
are two distinct sacs and orifices, the outer descends beneath the semi-lunar edge of 
the fascia lata, but the inner is so small that it scarcely protrudes. 

_ Sometimes the sac of a rupture is divided vertically into two, probably by adhe- 
sive jnflammation, I have operated on one such scrotal case. In St. Bartholo- 
mew’s museum there is a common scrotal and also a congenital scrotal rupture of 
similar kind. 

In rare cases, one or other side of the sac of a femoral rupture is burst, and a part 


(4) Astiey Coopsr, above cited, p. 83, 
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of its contents are protruded in either direction, so as to form a seeming second sac. 
Ihave had three cases of this kind, which will be hereafter noticed, and the case 
mentioned by Astiey Cooprr, in which “one hernial sac descended into the sheath 
for the crural vessels and crossed the anterior part of these, and another portion of 
it quitted the sheath and.extended in the usual direction upon the thigh,” (p. 4), I 
believe to be of similar kind. Neither of these, however, are to be confused with 
the case described and figured by Branspy Cooper.—y. F. s.] 

1118. Ruptures are either free, or reducible, (frei, beweglich, Germ. ; 
mobile, Fr.,) when they return of themselves, or can be returned by 
moderate pressure ; or wreducible, (unbeweglich Germ. ; immobile, Fr.,) 
when their return is impossible, the cause of which lies in the adhesion 
of the intestines together or to the hernial sac, in the strangulation or 
other change of the parts found in the rupture. 

1119. As regards their origin, ruptures may be divided into original 
(Hernia congenite, Lat. ; angeborne Bruch, Germ; Hernie congénitale, 
Ir.) and acquired, (Hernie acquisite, Lat.; erworbene Bruch, Germ ; 
Hernie ucquise, Fr.) ; in the first case the intestines pass through the 
processes of the peritonewm, which remain open; in the second, after 
the processes have closed or at some other place. 

1120. The causes of abdomiual ruptures are predisposing and occa- 
sional. Predisposition to rupture, which may be either original or ac- 
quired, consists in a relaxation and weakness of the wall of the belly, 
and in greater enlargement of its natural openings, It may be produced 
by corpulency, by great extension of the wall of the belly during dropsy 
or pregnancy, by quick emaciation, by scars after wounds, especially, 
when the injury of the abdominal wall has been connected with bruising ; 
by diseased changes of the intestines of the belly, by loading them with 
coarse food, by immoderate use of relaxing drinks and the like. 

The occasional causes are all kinds of violence which produce great 
contraction of the wall of the belly and depression of the diaphragm, 
whereby the intestines are forcibly thrust against the former ; for instance, 
a violent thrust or blow upon the belly, tight lacing, violent exertion on 
lifting heavy weights, in breathing, coughing, vomiting, in childbirth, 
peculiar positions, and soon. he greater the predisposing causes to 
rupture, the less requisite are the occasional causes ; in great disposition 
to rupture, they often occur without any assignable occasional cause. 

In many countries ruptures are very common, and their causes seem 
to depend on climate, on the mode of living, and on the particular ex- 
ertions to which the inhabitants are subjected. 

Ruptures occur more frequently in men than in women, and more fre- 
quently on the right than on the left side (1). 

[(1) Lawrence has given the following curious statistical account of ruptures :— 

*‘ The comparative number of the different kinds of ruptures, and the relative fre- 
quency of the complaint generally, as well as that of its various forms in the two 
sexes, and at different periods of life, are exhibited in the following statement, ex- 
tracted from the register of the patients relieved by the City of London Truss 
Society within twenty-eight years :— 

In 83,584 patients, 67,798 were males, and 15,786 were females. 
Males. Females. 


14006 511 left inguinal 
24316 586 right inguinal 
278 2255 left femoral 
421 3256 right femoral 


39419 eat: 45030) single 


6210 femoral 


STATISTICAL ACCOUNT OF 


24966 286 double inguinal CLS, | aT Ee eS aos 
169 1608 double femoral ; 
664 2775 umbilical | Or EY Ie mae 
209 415 ventral 
1 3 peritoneal 4.2 4 4s 2 2 yy + 2 os 4 
1 4 obturator . . eas bee 5 
26 46 have undergone operations } Su 72 
2289 1401 with umbilical and inguinal hernia have 
been cured Seine sie o090 
- 446 243 with prolapsusani . . . . s+ - 689 
2196 with prolapsus uteri 
37 with prolapsus vagine ¢ Sragiacweb: SOI ee RE 
159 with prolapsus vesice 
6 5 with varix of the abdominal veins 11 
67798 15786—83584 83584 


In addition to the above statement, the following varieties in the situation of this 
malady have been noticed, viz. in 


184 
82 
13 
10 
13 


Carried forward 89 


799 Mates. 


left inguinal and right femoral hernia, 

left inguinal and left femoral hernia, 

left inguinal and double femoral hernia, 
left inguinal and ventral hernia, 

left inguinal and umbilical hernia, 

left inguinal hernia and prolapsus ani, 

left inguinal, umbilical, and ventral hernia, 
right inguinal and left femoral hernia, 
right inguinal and right femoral hernia, 
right inguinal and double femoral hemia, 
right inguinal and ventral hernia, 

right inguinal and umbilical hernia, 

right inguinal hernia and prolapsus ani, 
right inguinal, umbilical, and ventral hernia, 


double inguinal and right femoral hernia, 


double inguinal and left femoral hernia, 

double inguinal and double femoral hernia, 

doubie inguinal and double‘ femoral hernia outside 
femoral vessels, 

double inguinal and ventral hernia, 

double inguinal aud double ventral hernia, 

double inguinal and umbilical hernia, 

double inguinal hernia and prolapsus ani, 

double inguinal, umbilical, and ventral hernia, 

left femora] and umbilical hernia, 

right femoral and ventral hernia, 

right femoral and umbilical hernia, 

right femoral hernia outside of the femoral vessels, 


366 Femates. 
left inguinal and left femoral hernia, 
left inguinal and right femoral hernia, 
left inguinal and double femoral hernia, 
left inguinal and umbilical hernia, 
left inguinal hernia and prolapsus uteri, 
left inguinal hernia and prolapsus ani, 
right inguinal and left femoral hernia, 
right inguinal and right femoral hernia, 
right inguinal and double femoral hernia, 


of the 
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Brought forward 89 
right inguinal and umbilical hernia, 
right inguinal and ventral hernia, 
right inguinal hernia and prolapsus uteri, 
double inguinal and right femoral hernia, 
double inguinal and umbilical hernia, 
double inguinal and ventral hernia, 
double inguinal hernia and prolapsus uteri, 
single femoral and umbilical hernia, 
single femoral and ventral hernia, 
left femoral and double ventral hernia on the right side, 
left femoral and right obturator hernia, 
left femoral hernia on the outside of the femoral vessels, 
single femoral hernia and prolapsus uteri, 
right femoral hernia on the outside of the femoral vessels, 
right femoral hernia on the inside and outside of the femoral 
vessels, 
right femoral hernia, prolapsus uteri, and prolapsus vesice, 
double femoral and umbilical hernia, 
double femoral and large ventral hernia, 
double femoral hernia and prolapsus uteri, 
double femoral hernia and prolapsus ani, 
umbilical and ventral hernia, 
umbilical hernia and prolapsus uteri, 
umbilical hernia, prolapsus uteri, and prolapsus vesice, 
ventral hernia and prolapsus uteri, 
prolapsus uteri and prolapsus ani, 
prolapsus uteri and prolapsus vesice, 
prolapsus uteri and prolapsus vagine, 
prolapsus uteri, prolapsus vesice, and prolapsus vagina 
366 
‘* 5448 patients had congenital hernia 
7299 patients were relieved with trusses under ten years of age. 
4551 between 10and 20 
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8715 20 — 30 
13614 30 — 40 
15627 40 — 50 
‘14169 50 — 60: 

9761 60 — 70 

3866 70 —'80 

442 80 — 90 
O37 90 —100 
78067 


“Of 457 hernie examined by M. Croquet, 307 occurred in the male, 150 in the 
female sex; 246 on the right, 187 on the left side, and 24 on the middle line of the 


abdomen. 
“¢ The numbers of the different kinds were as follows :— 


Males. Females. 


94 11 right external inguinal Ld 308 external. 
79 19 left . . : 289 inguinal. 
39 8 right internal . . G6 watenikl. 

35 4 left ou OMe 

33 54 right femoral . . . wliet si edt tia le 
22 25 left ; ; 

3 21 umbilical and linea alba CO WO 

2 5 right obturator. . . se ee. 10 obturator. 


0 SMG 1h “RARER as Che io 
Recherches sur les Causes et ’ Anatomie des Hernies abdominales, p. 9, note.’ } 


1121. The following are generally the symptoms of a reducible rupture 
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of the belly,—a swelling.of quick or gradual production, not painful, 
elastic, of different form according to the opening by which it protrudes, 
on the surface of which the skin is unchanged, which can be returned 
by sufficient pressure, which returns of itself when the patient lies on his 
back, but after any exertion in coughing, sneezing and the like, also 
after meal-time again protrudes or enlarges. It is accompanied with 
symptoms of disturbed intestinal functions, as sluggish bowels, rum- 
blings in the bowels, belchings, disposition to vomit, dragging pains in 
the belly, and the like, which symptoms subside if the swelling be re- 
duced, and afterwards the bowels are usually relieved. 

If the rupture be small and deeply situated, the deagnosis is often 
difficult, and must be determined by close examination, by consideration 
of the origin of the swelling, and by all the existing symptoms. 

1122. Decision as to the parts contained in the rupture is often very 
difficult, often even impossible, on account of the different changes 
which the parts themselves and the coverings of the rupture undergo. 

[Cuetius’s observation, in reference to the difficulty or impossibility of distin- 
guishing intestinal from omental rupture, is most fully borne out by practical expe- 
rience, so that few persons are so hardy as to prognosticate the contents ofa rupture- 
sac till it is opened.—zs. r. s.] ; 

1123. The intestinal rupture is characterized by a swelling. more 
regular on its surface, elastic, which enlarges when the intestine is 
loaded, and in returning affords a gurgling noise (1), often felt in the 
swelling by the patient himself, and by the simultaneous symptoms of 
stoppage of the passage of the stools. 

((1) ‘This gurgling noise is often entirely independent, I believe, of intestine, and 
caused by the quantity of fluid contained in the sac. And from the same cause 
arises a symptom which often puzzles a young surgeon; to wit, the seeming reduc- 
tion-of a large portion of the contents of the sac, with a gurgling noise, whilst the 
remaining contents cannot be returned ; and on the removal of the fingers, the rupture 
reacquires its original size, but admits of the same diminution, by pressure, only 
again to recover its bulk when the efforts at reduction are given up. ' This is very 
easily explained, as the fluid contained in the sac being pressed, squeezes between 
the sac and its contents into the cavity of the belly, although the intestine or omen- 
tum is so firmly grasped by the stricture that it cannot be returned.—z. F. s.] 

1124. The omental rupture feels doughy, irregular, often rope-like, 
has a more cylindrical form with a broader base, is more slowly deve- 
loped, is more difficult to reduce, is unaccompanied with any gurgling, 
and produces a heavy dragging upon the stomach. 

1125. Vesical rupture is distinguished by the swelling fluctuating, 
enlarging, and becoming tense, if the patient retain his urine, and di- ° 
minishing when he discharges it; and by pressure on the swelling 
exciting a disposition to void the urine. Frequently after making water, 
the tumour does not diminish, but the patient does not feel any disposi- 
tion to urine, when itis pressed. As the bladder is always more or less 
dragged or pulled, the patient has a frequent disposition to make water ; 
frequently the urine is completely retained, and in introducing a catheter, 
it must be observed that it be conducted in a peculiar manner into the 
bladder. If the vesical be complicated with omental or intestinal rup- 
ture, the symptoms are confused. Not unfrequently a stone is formed in 
the protruded part of the bladder. 

1126. As to the other intestines which may be in the rupture, the 
position of the rupture, its condition, and the disturbed functions of the 
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contained parts, afford the key. If several parts be together in the rup- 
ture, these symptoms are confused. ) 

1127. Ruptures are always extremely important diseases. If they be 
left alone, and their neighbourhood be undisturbed, they always increase ; 
the local and general inconveniences become greater, and the intestines 
may descend in such quantity into the rupture; that the greater part of 
them may rest in it. By the changes produced in the hernial sac (par. 
1115) and the contained parts, the return of the rupture is rendered im- 
possible, or strangulation is produced. 

1128. The intestines contained in the rupture, may, in consequence 
of previous irritation, adhere to each other, or with the hernial sac, and 
the adhesion may be either a mere sticking together with a gelatinous 
mass, or it may be fibroid, or of a fleshy character, and may take place 
often only at certain parts, often to a great extent, so that all the parts of 
the rupture are consolidated into one mass. Omental ruptures grow 
together more readily than intestinal. 

The adhesion of the hernial sac with the intestine, must be distinguished from 
those adhesions with the sac, which have existed before the production of the rupture, 
between the peritoneum and the intestines, in which the parts lying in the rupture, 
are, in the same way, attached to the sac, as it was earlier in the belly. 

1129. The portion of intestine lying in the rupture, is generally thick- 
ened, and often considerably narrowed (1). ‘This thickening of the 
tunics of the intestine may depend on the great development of their 
muscular coat, consequent on violent straining, for the purpose of driving 
forward its contents, in the obstructed return of the blood, or in the de- 
posit of fibrine. . 

The omentum is very frequently very much changed in reference to its 
structure and form; it is usually thick and hard at the neck of the sac; 
often rope-like, often rolled up into a hard lump; often is its bulk very 
much increased, beset with growths, and often exceedingly hardened. 

[(1) Ido not think that the protruded intestine is often either thickened or nar- 
rowed. ‘The thickening which is sometimes observed in a strangulated gut, is of 
two kinds. The less important is when in consequence of strangulation, serum only 
is effused into the cellular tissue connecting the intestinal coats without other altera- 
tion, speedily subsides on the division of the stricture, and is not to be feared. The 
other kind, in which the cellular tissue of the gut is filled with adhesive matter, the 
result of a slow inflammatory action, and the intestinal wall acquires a thickness of 
the eighth of an inch or more, does not subside when the strangulation is removed, 
has a doughy feel, and is of a dirty reddish white colour, is a very dangerous symp- 
tom of the disease, and leads to the anticipation of an unfavourable termination of 
the case.—J. F. S.] 

1130. When by a disproportion between the parts contained in the 
_ rupture, and the parts containing them, the communication between the 
belly and the rupture is arrested, strangulation (Strangulatio, Lat. ; 
Linklemmung, Germ; Etranglement, 'r.) ensues. The causes producing 
this disproportion are, increased protrusion of the intestine in any exertion, 
overfilling of the intestine in the rupture with stools, intestinal gas, 
foreign bodies, and the like, consequent on overloading the stomach with 
food difficult of digestion and flatulent; growth of the protruded intestine, 
inflammatory swelling, degeneration of the omentum, and spasmodic 
affection of the intestinal canal. 

1131. The seat of strangulation is either in the opening into the belly, 
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through which the rupture has been produced (the mouth of the rupture, 
Bruchpforte, Germ.) or in the hernial sac itself. ' 

1132. The aponeurotic parts, which form the abdominal mouth of the 
rupture, produce the strangulation of the parts protruded in great quantity, 
or increased in volume, never by active contraction, but because they do 
not yield any more, and by means of their elasticity, endeavour to return 
to their natural condition. Only in (external or oblique) inguinal rup- 
tures, does a narrowing of the mouth of the rupture, by contraction of 
the wall of the belly, where the fibres of the internal oblique and trans- 
verse muscles surround the neck of the sac, seem possible to be produced. 

1133. In the hernial sac, the confining part is either at the neck, or at 
various parts of its body, by narrowing and strictures which form in it, 
(par. 1115,) or it tears, and the intestines escaping through this opening 
become strangulated. 

1134. The determination of the seat of the strangulation is often diffi- 
cult, often impossible. The following circumstances may direct the 
practitioner : ' 

Firstly. In a rapture which quickly arises from severe violence, or 
where, with little extensibility of the opening by which it has escaped, 
a large quantity of intestine is suddenly’ protruded, the unyieldingness 
of this opening is, for the most part, the cause of the strangulation. The 
hernial swelling does not spread upwards above the external abdominal 
ring, in inguinal rupture, the inguinal canal is throughout its whole 
extent yielding and free from pain; the pillars of the outer ring are 
stretched (a). 

Secondly. That the strangulation is at the neck of the sac, as is most 
frequently the case, at least in inguinal ruptures, may probably be sup- 
posed, in ruptures which having been long kept up by a truss, suddenly 
protrude; when the aperture through which the rupture protrudes, not 
stretching, the hernial swelling, although very tense, is reducible, and in 
the attempt to return it behind the abdominal ring, a swelling is formed. 
The inguinal canal is full, hard, tense, painful, and presents to the feel 
a cylindrical swelling. 

Thirdly. 'Vearing of the hernial sac, or the inflammatory affection of 
the parts lying in the rupture, may be supposed to be causes of the 
strangulation, from the violence with which they operate upon the rup- 
ture itself; and in tearing the hernial sac, by the changes in its form 
which the hernial swelling undergoes from the projecting of the intestines 
into the opening of the sac (0). 

Fourthly. The overfilling of the intestines with intestinal matter, causes 
strangulation, mostly slowly, in old ruptures, by its gradual collection, or 
by overfilling the stomach. According to Mateatcene, never does solid 
matter, but only intestinal gas collect; the true ground of strangulation 
is inflammation, which is consequent on such ruptures. 

Fifthly. The growth of the intestine itself, and the strangulation re- 
sulting therefrom, cannot be ascertained previous to operation. 


Mateaienr’s supposition, that the strangulation is not produced by the ring, but 
at the neck of the sac, is too general ; it is also opposed by Dipay (c). 


(a) Durvyrren, De |’Etranglement au durch Zerreisung des Bruchsaches; in Hei- 
collect du sac herniaire; in his Legonsorales delberg klinischen Annalen, vol. ii. pt. 1. 
de Clinique Chirurgicale, vol. i. p. 557. (c) Gazette Médicale de Paris, 1841. 
(b) Bremensacu, Ueber Einklemmung No, 19. 
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1135, According to the degree of disproportion between the containing 
and contained parts of the rupture, is the severity of the symptoms there- 
on depending. ‘Therefore either merely the communication between the 
Tupture and the cavity of the belly is stopped, (Incarceration; Incarceratio 
Hernia, Lat.; Einsperrung, Germ.,) or the protruded parts are at the 
same time so compressed, that the circulation of the blood and other 
Juices is prevented (Strangulation, Strangulatio Hernia, Lat.; Einklem- 
mung, Germ.) In the latter case, the symptoms are dependent on the 
arrested passage of the intestinal matter, and on inflammation; they 
become very active, on which account, this kind of strangulation is called 
inflammatory or acute. In the former case, at least at the onset, the 
symptoms depend only on the arrested passage of the stools, they are 
little severe, and may continue longer, wherefore this kind of strangula- 
tion is distinguished as chronic; but it runs earlier or later into inflamma- 
tory strangulation, if the disproportion proceed to the above-mentioned - 
extent. It is usually connected with long-continued overloading of the 
intestine, lying in the rupture, with stools, or with spasmodic affection 
of the walls of the belly and intestines, in consequence of spasmodic, 
flatulent or bilious colic, by which the intestines are immoveably retained 
in the rupture (Spasmodic Incarceration.) . 


Opinions are very various as to the nature of strangulation and the classification 
thereon grounded. Many assume that strangulation is always, as regards its nature, 
the same, that is, always inflammatory, and that no actual difference in its form oe- 
curs, but that it is only acute or chronic according to the degree and severity of the 
stranguiation and the circumstances attending it (Scarpa, Lawrence, Travers, 
Boyer, Von Watruer, Jarcer, and others). Some take in its widest acceptation 
the divison, proposed by Ricurer into inflammatory, spasmodic, and that caused by 
collection of stools, (LANGenBEecK, WILHELM, Buasius, and others), and differ only 
in their description of the symptoms, as they hold them, some as consequent on 
contraction of the abdominal muscles, especially of the front wall of the inguinal 
canal, (LANGENBECK), some as a consequence of the contraction of the internal 
muscular inguinal ring, (A. Cooper), and some as resulting from the spasmodic 
motion and contraction of the tendinous parts, arising from every trifling irritation 
(WitueLm). Rust assumes, in referenee to the seat of strangulation, a division 
active and passsive, according as the parts forming the opening of the rupture contract, 
and grasp the protruded parts, or according to their morbid condition, and he assumes 
according to the causal relations of the strangulation, an inflammatory, spasmodic, 
organic (from the stricture of the hernial sac, loops of omentum or intestme, adhe- 
sions, and the like) and feculent division. Stnocovrrz (a) considers strangulation 
as varying only in degree, according as by it the communication is completely cut 
off or only rendered difficult to a greater or less extent; all the other statements applied 
to strangulation were only from sympathy of the alimentary canal, namely, from 
local hindrance of the circulation of the blood and contents of the intestine. This 
view was already taken by Semer, and arranged according to this division under 
imperfect and perfect strangulation and incarceration, and also according to the 
symptoms, without inflammation, with collection of excrement, with spasm, and 
with inflammation (4). 

From these various opinions may be observed, that the views above mentioned 
differ from each other chiefly in relation to spasmodic strangulation; that in the 
manner presumed by many, an active spontaneous contraction of the opening into 
the belly should take. place, is just as untenable as the notion of an active strangu- 
lation in general; since a spontaneous contraction of the abdominal ring cannot be 
admitted, external or oblique inguinal rupture, perhaps, excepted, where the mus- 
cular fibres forming the internal ring may, as A. Coorrer himself admits, contract. 


(a) Anleitung zu einer zweckmassigen Manual-hilfe bei eingeklemmten Leisten und 
Schenkel-brichen, Danzig, 1830, 
(b) Rust’s Handb, der Chirurgie,—Art, Hernia. 
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The spasmodic affection in ruptures must be sought not in the containing parts, but 
in the contents of the rupture; and as the inflammation, although not the cause, 
is usually a consequence of the strangulation, so must the spasm be considered as 
an important symptom accompanying the strangulation, by getting rid of which 
we may‘hope to be enabled to fulfil the principal indication, namely, to return the 
protruded intestine or to diminish the relatively too great bulk of the protruded 
parts. (Sizer). : Z : 

{The common and indiscriminate use of the terms strangulation and incarceration 
is very incorrect, for many ruptures are incarcerated which are not strangulated. 
An incarcerated rupture propetly speaking is that kind of the disease, in which the 
protruded omentum or intestine, from some cause or other, cannot return or be re- 
turned into the belly, but does not produce any symptoms of disturbed intestinal 
functions. This is of very common occurrence, particularly in old and large rup- 
tures, in which the only inconvenience is the bulkiness of the swelling. A strangu- 
lated rupture is on the contrary a most serious and quickly fatal disease. The pro- 
truded omentum sometimes tying down or compressing between itself and the hind 
wall of the belly, a portion or portions of the intestines still within the cavity of the 
belly, so as to prevent the passage of their contents, aud thus causing vomiting and 
constipation ; or a piece of intestine which has descended into the sac, is so girt by 
its neck, that the contents cannot pass through it, and even its mortification may en- 
sue by the tightness of the neck of the sac-preventing the flow of blood through it. 
These observations prove the marked distinction between incarceration and strangu- 
lation. It must, however, be remembered that every strangulated rupture is incar- 
cerated 1il] the stricture be removed, and it be rendered returnable; but the relief of 
the stricture does not necessarily get rid of the incarceration, as there may be other 
causes, as adhesions or size of the protruded part, which prevent its return. 'There- 
fore every strangulated rupture is incarcerated, and a rupture may be strangulated 
and incarcerated, or it may be-simply incarcerated or incapable of return without 
producing any symptoms.—s. F. s.] 


1136, The symptoms of acute strangulation which usually set in after 
the sudden protrusion of a considerable quantity of intestine, or in a 
suddenly produced rupture‘ after violent exertion and the like, or in 
those which have been long kept up by a truss, are, more severe pain in 
the hernial swelling and a sensation, as if a cord were tied round the 
belly ; the rupture is tense, elastic, and cannot be returned ; belchings 
and vomiting of the contents of the stomach, subsequently, of bile, and 
at last, of fluid stool and part of the clysters; the vomiting becomes 
more or less frequent, either of itself, or after the use of every, even of 
the mildest drink; the pulse, at first, quick and hard, subsequently be- 
comes smal] and contracted ; the belly is tense and tender, as is also 
the hernial swelling, and the skin covering it is frequently reddened ; 
from the first there is obstinate costiveness, but when there are excre- 
ments in the large intestines, they can be emptied by clysters (1). In 
small ruptures which contain only one wall of the intestine, Lrrrrn’s (a) 
or lateral rupture,) the costiveness may be deficient or imperfect. If no 
assistance be afforded, the uneasiness, anxiety, tension and painfulness 
of the belly and of the rupture increase, the vomiting becomes more fre- 
quent and painful, the body is covered with sweat, the pulse, quick, 
small, and thready, becomes irregular, the patient’s countenance sinks 
in. Exacerbations and remissions of these symptoms, however, present 
themselves, and deceive both the patient and the practitioner. 


_ (CL) Although costiveness is generally one of the symptoms of strangulation, it 
is by no means uncommon for the bowels to be relieved, and not unsparingly, al- 


(a) Lirrre; in Mémoirs de Académie mit Bemerkungen tiber Kothfisteln u. wider- 
des Sciences. 1700. Rixcue, C. F., Ueber naturlichen After. Berlin, 1841; with one 
Darm-Anhangsbriche (Hernie Litterice) copper plate. { 
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though the strangulated bowel be impervious. This depends on the part of the in- 


testinal canal strangulated ; and the quantity of stool remaining in it below the pro- 
truded part. 


I have on more than one occasion heard surgeons of eminence speak of dilatation 
of a strangulated rupture on coughing, which I must confess I think impossible, if 
the rupture be more than incarcerated. Luxe, however, as will be hereafter shown 
(p. 308), when he describes the mode of ascertaining the seat of stricture, in refer- 
ence to the operation for its division external to the sac, has explained that this 
dilatation is not of the part strangulated, but of that part of the rupture immediately 
above the seat of stricture, whilst that below remains unaltered. Such dilatation 
may happen when the seat of the stricture is at a distance below the mouth of the 
sac, but where the mouth itself is strictured, it cannot be possible.—z. F. s. 

AsvLey Cooper observes, that ** when more than one irreducible hernia exists in 
the same person, it is sometimes difficult to determine which it is that requires ope- 
ration ;’’ and he mentions the case of a woman, in which there was a rupture in 
each groin and another at the navel. Her symptoms not being urgent, the operation 
was deferred, and she died on the same evening. On examination, “the tumour in 
the right groin was found to be an enlarged and inflamed absorbent gland, lying 
over an empty hernial sac. In the left groin was a portion of inflamed intestine, 
and at the navel was an irreducible, omental hernia, which had suppurated, and con- 
tained about a table-spoonful of matter.’ (p. 36-7.)] 

1137. In a slighter degree of inflammation, and when it is long con- 
fined merely to the seat of strangulation, the symptoms are less violent 
and come on more slowly. The pain in the belly is not severe, but 
rather forcing, the belly remains soft, and not painful, the vomiting 
recurs at longer periods, and with less violence, the pulse is little or not 
at all altered. ‘The symptoms first become more severe on the farther 
extension and increase of the inflammation. 

1138. The «ncarceration from overloading the intestines lying in the 
rupture, or from collection of stools, occurs mostly in old and large ruptures, 
where the mouth of the rupture is wide and has lost its elasticity, after 
the patient has for some days felt unusual weight and dragging in the 
rupture, after using food difficult of digestion and flatulent ; the rupture 
is little or not at all painful, not very tense, weighty and doughy to the 
feel, and requires greater pressure in attempting its reduction ; the belly 
is indeed full and swelled up but not painful ; if pain comes on, it inter- 
mits ; then follow belchings, vomiting, and costiveness. ‘This incarcera- 
tion, if it cannot be got rid of by proper treatment, may continue a long 
time before the symptoms become urgent, but earlier or later inflamma- 
tion accompanies them. : 

1139. If there be with this incarceration, spasmodic symptoms, or if 
they occur in consequence of chilling, (especially in the feet,) or if spas- 
modic colic exist in sensitive persons, hypochondriacal or hysterical 
women, and after ailments which produce spasmodic, flatulent, or bilious 
colic, the symptoms come on more quickly, the rupture although tense 
is little or not painful, often changes its form, becomes larger, and again 
smaller ; the pain shifts its place, subsides and returns; the evacuation 
of the bowels ceases; the patient generally does not vomit often, only 

_after some drinks, whilst others he retains ; the pulse is small, contracted, 
and irregular; the urine generally pale ; the respiration difficult ; the 
symptoms often quickly attain a great height, but again subside. Inflam- 
mation supervenes earlier or later upon the symptoms above mentioned, 
and it is therefore necessary to be very careful not to be deceived by 
the symptoms of slight inflammation and to consider it as consequent on 
spasmodic affection. 
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1140. If the strangulation be not relieved, sloughing of the confined 
part is to be feared, and so much the more as the strangulation and in- 
flammation are severe. The parts enclosed in the rupture are often gan- 
grenous, without the external parts presenting any such change. But 
usually on the occurrence of gangrene the swelling loses its elasticity and 
painfulness, the skin becomes bluish-black at several places, emphyse- 
matous, and the epidermis separates ; the painfulness of the belly and the 
vomiting cease; the powers sink; the pulse becomes small and irre- 
gular; cold sweats cover the limbs and face of the patient ; the features 
are altered; the ideas become confused; the swelling bursts and dis- 
charges very offensive stool. Most commonly gangrene is the forerun- 
ner of death, the patient, however, may under these circumstances re- 
cover, the sloughy part of the intestine separates, and its remaining ex- 
tremities adhering to the peritoneum, form an artificial anus. 

1141. If the omentnm alone be strangulated, the symptoms are gene- 
ally not so severe, because it can more easily bear compression 1n propor- 
tion, as its structure is not already changed. The inflammation, however, 
spreads from the constricted part to the other intestines. Although the 
relief of the bowels be not suppressed, yet belching and vomiting occur. 
The constricted omentwm may pass into suppuration and gangrene (1). 
Suppuration is an uncommon result; an abscess may form above the 
constricted part which may empty itself into the belly. Sloughing often 
occurs without any great effect upon the general condition of the patient ; 
the sloughy part separates, and the remaining part adheres to the 
opening. 

{(1) Key (a) makes a very important remark in reference to strangulated omen- 
tal rupture, which, however, I do not remember to have observed: he says :—‘* When 
from the nature of the symptoms the case appears to be merely an omental hernia, 
the operation must not be hastily proposed, for itis not easy to distinguish between 
inflammation of omentum which has been irreducible, and strangulation ; for the in- 
flamed state of the omentum without strangulation, the operation will afford no re- 
lief; on the contrary, it will aggravate the inflammation. It is highly advisable, 
therefore, to try the effects of active general depletion, and the application of leeches 
to the part, under which treatment the symptoms will often disappear. The result 
of operations on omental hernia which have been attended by acute symptoms, as 
great tenderness of the part, continued sickness, tense and tender belly, has been 
such as to induce me to try every means of allaying the inflammatory action before 
resorting to the operation. The operation in the cases that have come under my 
notice, has not suspended the symptoms, as it generally does in enterocele, but the 
a has sunk within a few hours from the effects of the inflammation.” (p. 36, 
note. 

1142. The treatment of ruptures differs according to the different cir- 
cumstances under which they are met with, namely, reducible or irre- 
ducible, strangulated or gangrenous. ; 

1143. In reducible ruptures the indication is to reduce the protruded 
parts and to prevent their reprotrusion. This treatment is either pallia-- 
tive by wearing a truss, or radical, by the organic closing of the hernial 
opening. 

1144. The reduction of a rupture (Taxis, Repositio Hernia, Lat.; 
Zuriickbringung eines Bruches, Germ.; Repoussement de la Hernie, Fr.) 
is best effected early in the morning, when the bowels are empty, and 


(a) A. Coorzr, above cited. 
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the person is in a position, in which the walls of the belly are as much 
as possible relaxed, and the place of the rupture is most raised ; there- 
fore on the back, with the rump raised, the knees drawn up, and the 
body inclined towards the side on which the rupture, is. Previous 
emptying of the urinary bladder, and of the large intestines with a 
clyster or purge will facilitate the ¢azts. The mancuvre of the reduction 
itself consists in a sufficiently moderate pressure upon the whole swell- 
ing, according to the direction in which it has been protruded; or in 
the greater size and more oblong form of the hernial swelling, the 
fingers of the right hand are to be applied from the bottom around the 
swelling, the thumb and the other fingers of the left hand upon the two 
sides of the abdominal opening, and then it is to be attempted with the 
right hand to return the rupture according to its direction, whilst with the 
fingers of the other hand the parts returned are to be kept up. Often 
the daxis operates very easily, but often a part of the contents of the in- 
testine must be first returned by a moderate pressure on the rupture. 
During the reduction the patient must avoid all contraction of the walls 
of the belly. In proper positions of the body, small ruptures often re- 
turn of themselves. 


[In attempting the reduction of a rupture by the tavis, it is always advisable to 
make gentle and steady pressure over the whole swelling for a few minutes, in 
order to empty into the belly any fluid contained in the sac, so that the protruded 
gut or omentum may be more effectually acted on by the fingers. ‘The same pres- 
sure should also be employed with the hope of emptying some part or all the con- 
tents of the intestine, if any be down, by which its bulk being reduced, its return is 
considerably facilitated by the special pressure of the taxis. The fluid of the sac 
can generally be emptied, so that a very considerable reduction in the size of the 
swelling is effected, and the surgeon often fancies he has returned a large portion of 
the protruded gut or omentum, when in reality not the least part of it has moved, as 
the exposure of the bowel by the operation proves. ‘The return of the contents of 
the gut depends on their fluid character, and on the tightness of the stricture, and is 
far less frequently effected than that of the fluid of the sac. 

Violence in the use of the faads is highly objectionable; instances have occurred 
in which the gut has been burst by it: one such case I have witnessed, and have 
known of others. Even when the injury is not so fatal, the violent squeezing to 
which a rupture is very commonly subjected, damages its contents, especially if in- 
testine be down, by the bruising which results therefrom, and renders the success 
of a subsequent operation very doubtful. I have seen several instances in which 
the gut presented large patches of ecchymosis which could have arisen from no other 
cause; and I believe that to this rough handling is mainly attributable the unsuc- 
cessful resulis of operations when the rupture has been long strangulated, and the 
taxis has been repeatedly employed with an unsparing hand. ‘The reduction should 
therefore be attempted only with great caution, and with moderate and careful pres- 
sure. If after the warm bath and bleeding, the rupture cannot be reduced by the 

- taxis applied not beyond half an hour, I think it is best to proceed at once to the 
operation, as least dangerous to the patient. Occasionally it will happen that, after 
the surgeon’s efforts have failed, the patient himself will succeed in returning the 
rupture; or he may suddenly become very faint, and the bowel return spontaneously, 
in consequence of the relaxation of the parts permitting the peristalic action of the in- 
testines within the belly, or-some accidental movement of the body, acting upon the 
portion within the stricture, so as just to shift its place, which effected, the return 
soon follows, even without the application of ice, or any other remedy to empty the 
vessels of the part. r 

It sometimes happens in the efforts made either by the patient himself or by the 
surgeon, to reduce a rupture, that instead of its contents merely being reduced, as 
in ordinary cases, the whole tumour, sac, bowel, and all, is thrust up into the belly, 
and the reduction seemingly effected, but the symptoms of strangulation still con- 
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tinue, and the patient dies; nor is it till after examination of the body that the cause 
of the mischief is found out. To this unhappy mode of returning a rupture the 
French surgeons have given the names Réduction en bloc, or Réduction en masse. 
It appears to have been first noticed by Le Dran (a),in.a man with femoral rupture, 
which had been reduced twenty-four hours after its strangulation. ‘The symptoms, 
however, did not cease, but continued for a week, at the end of which Le Dran 
saw him; but he was too nearly gone to admit of operation, and died the same 
evening. The surgeon first in attendance said, ‘ thatat the time of the reduction, he 
did not hear that noise the intestine generally makes when it enters into the belly; 
and that the parts composing the rupture passed in a heap under the ligament, like 
a tennis ball. * * * Upon opening the body we found the hernial sac in the belly, 
about three inches in depth, and eight in circumference, and within-it was contained 
half an ell of the intestinwm jejunum.” (p. 14). Le Drawn directs in such case 
that “‘a cut should be made where the rupture was, and that the ring should be. 
dilated or the ligament divided, in order to draw the sac back with the fingers, or a 
pair of forceps. ‘The sac should then be cut open, its entrance dilated, and the in- 
testine reduced. ‘The sac cannot be far distant, since it is a part of the peritoneum 
that lines the inside of the pelvis. (p. 21). De La Faye (0) and Arnaup (c) con- 
firmed Lr Dran’s observation by their own experience; but the fact was disputed 
by Louis (d) on account of the presumed connexion of the sac with the surrounding 
parts, and its large size rendering its return beneath the crural arch very difficult. 
Ricnter (e), however, defended the statement of Lr Dran. Another case occurred 
to Scarpa (f), ina boy of thirteen, in whom the symptoms of strangulation con- 
tinued after the presumed reduction of the rupture; “in fact, in the dead body of 
this boy there was not externally the smallest appearance of tumour in the inguinal 
region; but on opening the abdomen, it was immediately discovered that the intes-~ 
tine, still strangulated by the neck of the hernial sac, had been pushed up along 
with the sac beyond the ring, where it was seen rolled up between the aponeurotic 
purietes of the abdomen and the great sac of the peritoneum.” (p. 49; Engl. Edit. 
p- 143). Sasatizr, Dupuyrren, and Sanson, have also had cases of this kind, and 
Durvuytren has had not less than six of them (g). 

‘It is a very curious circumstance, that although these cases of reduced ruptures in 
mass, do not seem to have been very rare in France, yet till very lately they have 
been scarcely ever noticed in this country. Lawrence says:—‘I have never seen 
a rupture reduced in a mass in this manner in the living body; nor have I seen an 
example of such a reduction in pathological collections.” (p. 94). And Kry (A) 
observes :—‘‘ I have never known this to take place when the hernia has been re- 
duced by the taxis.” (p. 121). Sir Cuartrs Bett mentions (7) a case of this 
kind, in which ‘ta tumour was discovered quite within the muscular walls of. the 
abdomen, which proved to be the strangulated intestine within the peritoneal sac; 
so that the surgeon had reduced the sac and the intestine within it; and the stricture 
which produced the strangulation being in the mouth of the sac, there was no re- 
lief, and the patient died.” (p. 926). 

‘In the Museum of the Royal College of surgeons there is an example of an in- 
guinal rupture reduced in mass, and pushed between the abdominal and iliac 
muscles, and the peritoneum, part lying below the crural arch and. extending out- 
wards nearly as far as the external iliac vessels. It forms a considerable swelling 
inwards towards the cavity of the belly, but is not perceptible externally. The 
rupture was an old one, and the patient having worn a truss, was not inconvenienced 
by it, nor ever had difficulty in returning it, till it became strangulated, 

Another ease occurred in consultation to my friends Green and CanLaway, in the 
year 1836, and to them I am indebted for the following particulars. The patient, 
it appeared, had several years before, whilst in Spain, had symptoms of strangula- 
tion and a swelling in the scrotwm, which having been pushed up completely by a 


(a) Observations de Chirurgic, &c. vol. ii. (e) Programma, in quo demonstratur her- 


12mo. Paris, 1731. niam incarceratum una cum sacco suo 
(b) Operations de Dionis. Fifth Edit., p. reponi per annulum abdominalem posse, ete. 
324, note A. Paris, 1716. (f) Above cited. " 
(c) ‘Traité des Hernies, vol. ii. p, 96. (g) Dictionnaire de Médecine et Chirur- 
_. (d) Mémoires de l’Acad. de Chirurgie, vol. gie pratiques,—Art. Hernie, vol. ix. p. 571 
iv. p. 299. (kh) Above cited. P 


(¢) London Medical Gazette, vol. xiii, 
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Spanish surgeon, after a time the symptoms subsided; and he was not farther in- 
convenienced until the attack now to be mentioned. On this occasion there was a 
swelling on the left side of the scrotum, irreducible but transparent, and accompanied 
with symptoms of strangulation. No relief was obtained by medicine, and it was 
determined to perform an exploratory operation. A cut was made into the swelling, 
the fluid evacuated, and the finger,being introduced, readily passed in and turned freely 
about, and the intestines were felt as it seemed, in the belly, and free from strangu- 
lation. The symptoms, however, continued, and the patient died four days after 
their onset. On examination it was found that the cavity, opened in the scrotum, 
did not, as supposed, permit the finger to pass directly into the general cavity of the 
peritoneum, but intoa large sac lying between the iliac fascia and the m. cacus, in which 
were contained intestines, and these were strangulated in a smal} aperture at the 
upper inner side of the sac, where was the communication with the cavity of the 
belly. The testicle lay behind the scrotal sac, just at the external abdominal ring. 
GREEN supposes that the rupture was originally congenital, and that when the 
patient was in Spain, the surgeon had violently thrust up the whole rupture and the 
testicle into the belly, the sac doubling on itself; but that the intestine had then 
partially or completely relieved itself, and that afterwards the sac had Jengthened 
downwards, forming the swelling filled with fluid which existed in the scrotum, and 
had been cut into. ° 

The next case recorded, is that under Branspy Cooprr’s care in 1839, already 
mentioned, (par. 1117), in which there were two sacs. 

The attention of English surgeons was certainly, however, scarcely drawn to the 
reduction in a mass of rupture, by the taxis, till Luxe’s paper (a) was read before 
the Medico-Chirurgical Society, in the spring of 1843; and a perusal of the discus- 
sion thereon (b), clearly proves, that although it was attempted to show the subject 
had been previously well known, yet none of the speakers produced reference to any 
other than the few cases which I have already noticed, neither did any one allude 
to those of Dupuyrren or Sanson. It must therefore be admitted, that Luxe is 
fairly entitled to the credit of having brought the subject fairly before English sur- 
geons, foralthough he has also availed himself of the experience of the French, he men- 
tions not less than five eases which had come under his own notice, three of which 
were after death, and two he had under treatment, and gives account of; one of 
which would not submit to an operation and died, whilst the other was operated on 
and recovered. ) 

The possibility of returning a rupture in mass, which had been doubted or denied, 
was clearly proved by Jutes Croquer (c) in his experiments on the dead subject. 
He says:—‘ When the neck of the sac does not adhere very.strongly to the apo- 
neurotic opening, and tlie latter is alsosomewhat dilated, which is not uncommon, in 
pushing violently the rupture towards the cavity of the belly, the cellular adhesions 
of the neck, and of the aponeurotic ring lengthen and break; the two openings which 
were near, separate from each other; the former sinks, passing inwards, whilst the 
latter retains its-place. Whilst the faas is employed the cone above the neck of the 
sac on its abdominal sidebecomes very prominent and much lengthened, is no longer 
formed as in the former case, (where the neck of the sac adhered closely to the 
aponeurotie opening), by the whole thickness of the abdominal wall, but merely by 
the peritoneum raised and detached from the muscles, by the sac which endeavours 
to get between those parts. The sac re-enters successively, and by little and little, 
through the aponeurotic ring as it dilates ; and towards the end of the ex eriment it 
escapes suddenly, and gets behind this opening. It is then easily felt through the 
-abdominal walls, by placing the finger on the spot which the rupture had occupied ; 
it forms a large, hard, round, chestnut-like tumour deeply-seated above the ring. 
In this case the reduction is complete, the rupture has returned en bloc, and is situ- 
ated between the abdominal peritoneum and the posterior surface of the aponeurotie 
ring. The ring contracts slightly, by its elasticity, as soon as the sac has entirely 
slipped over it, and to a certain point prevents the reappearance of the tumour ex- 
ternally. This reduction en bloc is sometimes followed by a slight rush in conse~ 
quénce of the hasty passage of the bottom of the sac through the ring; but this rush 


(a) Cases of Strangulated: Hernia reduced (6) Lancet, 1842-3, vol. ii. p, 242-45, 
en masse, With observations ; in Med-chirurg. (¢)Recherches sur les Causes, &e, above 
Trans. vol. ,xxvi. p. 109. cited, 
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_ neyer happens when the ring is very loose and wide. * * * When this last condi- 
tion exists the tumour goes inand out with equal readiness. I have accomplished re- 
duction in mass in about twenty-five instances, partly of ruptures either strangulated 
or otherwise irreducible, partly of empty hernial sacs. It is effected most easily in 
internal (direct) inguinal, then in crural, and lastly in external (oblique) inguinal 
ruptures. : I have never succeeded in umbilical ruptures in adults. When the sac 
is of considerable size, when it adheres closely to the surrounding parts, when the 
aponeurotic opening is small, and in the form of a canal, circumstances which are 
frequently met with in external (oblique) inguinal ruptures, this kind of reduction 
is almost impossible, unless great force is employed. * * * The replacement in 
mass of a rupture strictured by the neck of the sac, takes place most easily when 
the aponeurotic ring is of large size and short; when the sac and its neck are loosely 
connected to the surrounding parts; and when the protruded viscera adhere together, 
and to the sac, so that reduction in the usual way is impracticable. In a case of 
internal (direct) inguinal and in another of crural rupture, I found that the tumour 
could only be returned in a mass, although the neck of the sac was not narrow, In 
consequence of close adhesions between the protruded parts and their peritoneal 
covering.’’ (pp. 113-15). 

The following are some of the more important of Luxe’s pertinent observations (@) 
in reference to the existence of a rupture reduced in mass, when without any tumour 
symptoms of strangulation are present:—‘* The too exclusive reliance upon the ab- 
sence of tumour as a sign of the non-existence of a hernia, may, in certain eases, be 
highly dangerous. In suspected cases, more security will be derived from the in- 
stitution of inquiries concerning the previous existence of a tumour in the part, and 
of its conditions when ascertained to have existed, such as its hardness, or the re- 
verse, its freedom from pain, and also the amount of, and the manner of applying 
the force used for its reduction. By such inquiries, not only may the dependence 
of the symptoms of intestinal obstruction upon hernial strangulation be determined, 
but also the presumption of a reduction en masse may be raised or removed. Should 
such a presumption be raised, the surgeon will then be prepared to push his inqui- 
ries farther, and to seek for indications to direct his diagnosis, which are not usually 
sought for in ordinary examinations. The mode of proceeding to render these indi- 
cations available to our use, is twofold. That, however, will in prudence be first 
adopted which requires mere manual examination without incision, while the 
second should be had recourse to, provided the first tends to strengthen the presump- 
tion of a reduction en masse previously raised. * * * It is a circumstance worthy 
of remark, that the firmness of the adhesions of the parts in which it is embedded, 
bears no proportion fo the duration of the hernial protrusion, as might be, & priord, 
expected ; for in all the cases (of reduction in mass)*related, the hernia had been of 
some years continuance, yet in each was reduced without the employment of 
much force. : 

‘“«The presence of sac, even without hernial contents, causes an abnormal fulness 
in the part, easily ascertainable by examination. The absence of such fulness in a 
part, when hernia is known to have previously descended, necessarily leads to the 
conclusion that the sac upon which it depended has been displaced, and probably 
returned, together with the hernia. The sac in inguinil hernia, below the external 
ring, becomes united with the spermatic cord, whereby the latter is usually rendered 
indistinct and obscure. The absence of that indistinctness and obscurity implies 
the removal of the cause which previously produced them, and, therefore, that the 
sac has been displaced. The continuance of the indistinctness and obscurity leads 
to a directly contrary conclusion. When a hernia descends from the abdomen, the 
aperture through which it deseends is always enlarged and dilated. This fact is 
ascertainable by the introduction of a finger, a circumstance which becomes avail- 
able to the diagnosis in these cases. Should a large aperture be detected, a previous 
hernial descent may be inferred. Under ordinary circumstanees of hernia, when the 
contents are reduced into the abdomen, the area of the aperture is occupied by the 
remaining sac, while its margins are rendered more or less obscure. If, then, a 
large aperture be found free and unobstructed, with its margins unobseured, there is 
raised not only a presumptive evidence of the previous protrusion of a hernia at the 


(a2) Cases of Strangulated Hernia reduced en masse, with observations, in Med-Chir, 
Trans., vol, xxvi, 
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part, but also the farther evidence of the displacement and probable return into the 
abdomen of the sae by which the hernia had been invested. We are. led to a con- 
trary conclusion by contrary circumstances. These, I believe, are the only indica- 
tions useful to diagnosis, resulting from changes caused by the previous descent of 
a hernia, at or below the abdominal ring. 

‘* Nor does the examination of the inguinal canal afford any available information, 
unless a tumour be discoverable in its course; a circumstance which, by the clear- 
ness of the evidence it affords, renders the diagnosis comparatively easy, and affirma- 
tively conclusive, but constitutes a description of case not intended to be included 
in the scope of the present observations, which are directed exclusively to cases un- 
attended by any external appearance of,tumour. 

** Yet in conducting an examination of the abdomen, immediately above the seat 
of the internal ring, some corroborative evidence of a reduction en masse may some- 
times be obtained. Thus it may be expected, thatif such reduction has been effected, 
the inflammation of the hernial contents will cause a circumscribed pain in the seat 
which it occupies, while a fulness, or even the rounded form of the hernia deeply 
situated within the abdominal parietes, may possibly be cognizable upon a minute 
examination ; yet the absence both of circumscribed pain, and of fulness or rounded 
form should not lead to a negative opinion; for, in the first case, neither pain nor 
fulness existed, yet subsequently a mass of strangulated intestine was discovered at 
the part. Their presence, however, may be taken as corroborative of an affirmative 
opinion, founded upon the manual examination previcusly instituted. 

‘Tf circumstances justify a suspicion of a reduction en masse in any ease, they 
will also justify attempts to cause reprotrusion of the tumour, that by bringing it 
into view, the obscurity of the diagnosis may be wholly removed. With this in- 
tention, as advised by surgeons of authority in such matters, the patient should be 
placed in the erect posture, and be requested to cough forcibly, to strain and to make 
exertion. This course of proceeding seems likely to be of use, when the hernial 
tumour is either in the inguinal canal or at the internal ring; but if it be reduced 
within the abdomen, as in the cases related, beyond the situation of the ring, the 
probability of affecting its reprotrusion will be much diminished, and consequently 
an opinion of the non-existence of a reduction en masse, drawn from the non-appear- 
ance of a tumour, is to be cautiously avoided.” 

Although, after ‘‘ the most rigid local manual examination, the indications afforded 
for our guidance are so obscurely marked,” as to afford *‘a sufficient explanation 
why surgeons, under these circumstances, are usually unwilling to have recourse to 
ulterior measures of examination, by submitting the patient to the certain pain and 
possible danger of an exploring operation, yet such unwillingness may prevent the 
adoption of the only means of preserving the patient’s life. As the doubts and dif- 
ficulties of such cases can be removed only by the light which an operation of ex- 
ploration affords, it is the ebvious duty of the surgeon to make that unwillingness 
yield to the pressing emergencies of the occasion. * * * It should be remembered 
that an unsuccessful attempt is infinitely to be preferred to no attempt at all, and 
that passiveness on his part may be more destructive to life than any incisions which 
he may be required to make.”’ (pp. 175-79.) 

With these observations of Luxe I most fully concur, and more especially, be- 
cause there appears to be pretty good grounds for finding the reduced rupture at a 
particular spot, as Dupuy tren (a) observes :—** When the hernial tumour is reduced 
in mass it cannot move about in the belly, because it is formed, in part at least, by 
the peritonewr, which although moveable, remains always in the region to which it 
belongs, and consequently retains the tumour. The rupture is then permanently 
behind the opening, by which it has returned and resting on its internal surface. 
Surrounded by the cellular tissue, which had previously united the pertéonewm to the 
wall of the belly, and which has heen displaced to receive it, the returned tumour 
is found, besides, to be covered with a second layer of pertlonewm, which is actually 
that detached from the hind surface of the belly; so that to penetrate the hernial sac, 
by cutting through the abdominal wall, the per/fonewm must be twice cut, and its 
eavity opened before reaching the cavity of the sac, unless the operation were per- 
formed like that for tying the external iliac artery, by raising and detaching the 
serous membrane. Dupuyrren does not, however, advise either cutting through, 


(a) Above cited. 
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the perifonewm and opening the abdominal cavity, or turning off that mem- 
brane to get at the hernial sac. “There is fortunately,”’ says he, “amore simple 
and less dangerous mode of treatment, which consists in seeking for and drawing 
down the rupture by the opening through which it had passed into the belly, being 
assured it will be found resting on the internal surface of that opening, where it ean 
be laid hold of with the forceps, and drawn out, with or without cutting the edge of 
the rine. If the tumour be examined through the cavity of the pertfoneum, it will 
be seen lodged in the iliac pit, a little more outwardsin crural rupture, a little more 
inwards and deeper in inguinal rupture. It presents a narrow, tight opening, in 
which two ends of the intestine are plunged, forming a loop ha e cavity of thesac. 
Tt is at this point that the intestines are compressed, narrowed, shrunk, strangulated, 
and mortified, the upper end more frequently than the lower; the former bulges 
almost to bursting; the latter, shrunk, empty, and like the intestines of a child.” 
(pp. 592-94). gees : 

* Tn conducting operations of exploration,” observes Luxe, ‘the indications which 
are te be sought for, are, for the mast part, of a similar nature to those already men- 
tioned, as useful in the manual examination. They are, however, more satisfactory 
and distinct, inasmuch as the parts to be examined are, by our incisions, brought 
immediately into view, and are not obscured by the interposition of superjacent 
structures. Thus by the perfect exposure of the inguinal rig, * * * if the size 
of the ring be normal, a Aernéa has not descended through it; or if it be larger than 
the normal state, yet occupied by an empty sac,.an evidence of the previous ex- 
istence of'a Aernéa, together with an evidence of the reduction of the Aernta without 
the sae being also reduced, is established. But should the ring be found large and 
free from other obstructions than the cord, and if the cord be distinetand unobseured 

by the presence of a sac, and a void is found where fulness is to be expected from 
the previous history of the case, a strong presumptive evidence on the contrary side 
is established, that the hernta, together with its Investing sac, is reduced. 

In proceeding with the exploration, the inguinal canal is next laid open. * * * 
T hold a close observance of the condition of parts within the canal to be a matter of 
very great importance. It will be recollected that the ordinary oblique inguinal 
kernia, during its passage through the canal, lies anterior to the spermatic cord. 
The hernial sae, when left empty after the reduction of its contents, occupies the 
same relative situation, and consequently overlays and obscures the cord after the 
canal is laid open. If the reverse of this is found in a case where a hernial descent 
is known te have previously existed, and the cord is ascertained to be clearly and 
distinctly brought into view, throughout the whole extent of the canal we may justly 
conclude, that the distinctness and clearness with which the cord is seen are caused 
by the removal and consequent reduction of the hernial sac from over it, which 
reduction can be effected in no other direction than into the abdomen. 

“The condensed cellular capsule (usually found) immediately investing the sac 
* * * has but little connexion with the sac, and will remain even when the sore 
has heen reduced. * * * If found and ascertained to be empty, the circumstance is 
ofa very conclusive character, and moreover will afford a direct clue to the situation — 
of the Aernta, A finger introduced through an opening made in such capsule, will | 
be conducted towards or through the internal ring, beyond which it will be brought 


into contact with the hernial tumour itself, having in the introduction passed 
through the Same channel by which the reduction was effected. _ . 
“The indications to be noticed at the internal ring are ef'a similar nature to those 


mentioned as being found at the external ring, and relate to the size of the aperture 
yeend the structures by which it is occupied. 
_. Ft will be observed that up to this period the proceedings of the exploration have 
; been conducted without any danger of importance, and without any necessary dis- 
—. turbance to the perifonewm, yet information of the most conclusive kind may have-~ 
been obtained, and such circumstances brought under notice as could fully justify 
the operation, even if manifold, more hazardous than it really is. * *-*. 

‘The operation may be conducted to a demonstrative conclusion, by ascertaining 
the existence or non-existence of a hernial tumour, without adding materially to the 
trifling danger already incurred. This is accomplished simply by the introduction 
of the finger through the internal ring, and by passing it from side to side. Should 
a hernial tumour be present it will at once be recognised, and found lying externally 
to the general peritoneal membrane, although within the parieées, and presenting a 
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rounded surface, Should a tumour be not present, the circumstance may be 
ascertained by observing the smooth surface of the perttonewm, and the continued ad- 
hesions which it maintains with the parietes immediately surrounding the ring. If 
doubt still exists, an enlargement of the internal ring, by division of the adjoining 
transversalis fascia, will afford a clearer exposition of parts, and a more decisive 
evidence for either an affirmative or a negative conclusion; and thus an explora- 
tion may be conducted to its termination without the necessity of any peritoneal 
section. 

‘* When the doubts have been resolved in the affirmative, by the discovery of a 
hernial tumour, the tumour may be brought into the inguinal canal, so as to occupy 
its former situation before reduction, by enlarging the ring to the requisite extent 
for its passage. It may afterwards be opened, and its contents dealt with according 
to their condition, as under the ordinary circumstances of common operations. * * * 

«The sac should in all circumstances be opened, and its neck freely divided, so 
as not to leave any impediment to reduction of its contents into the general perito- 
neal cavity. It should be recollected also, that the adhesion of the sac to the sur- 
rounding parts has been severed, and that consequently the sac will be liable to be 
again reduced during the reduction of the contents into the abdomen unless caution 
be used for its prevention. he danger of this occurrence may be always obviated 
by the introduction of the finger through the neck of the sac, after the contents have 
been reduced, for thus the fact of their perfect liberation may be readily ascertained.’’ 


(pp- 180-85.) ] 

1145. If the rupture be completely reduced, which can be determined 
by introducing the finger into the abdominal ring, its re-descentis to be 
prevented by continual suitable pressure, which is to be made by proper 
bandages, Trusses, Bracheria, Lat.; Bruchband, Germ.; Brayer, Fr.,) 
upon the hernial opening. 


Upon the subject of Trusses, see 

Camper ; in Mémoires de |’Académie de Chirurgie, vol. v. 

Javinue’s Traité des Bandages Herniaires. Paris, 1786. 

BriinnincHausen, Gemeinniitziger Unterricht tiber die Briiche dem Gebrauch 
der Bruchbiander und tiber das dabei zu beobachtende Verhalten. Whtrzburg, 1841; 
with one Plate. 

Laronp, J. J., Considérations sur Jes Bandages Herniaires usitées jusqu’a, ce 
jour, et sur les bandages renixigrades ou nouvelles espéce de brayer. Paris, 1818. 

Doérine, Art Hamma; in Rust’s Handbuch der Chirurgie. 

Cooper Astury, above cited, p. 21. 

Croquet, Art. Brayer; in Dict. de Médecine, vol. v. 1834. 


_[Cuasr, H. On the Radical Cure of Hernia by Instruments, &c. 
Philadelphia, 1836. 

Report of the Committee of the Philad. Med. Soc. on the construc- 
tion of Instruments, &c. Philadelphia, 1837.—e. w. n.] 

1146. Trusses are either elastic or inelastic. ‘The latter consist of a 
strap of fustian, leather, or the like, and of a pad. When applied, they 
may not yield to the movements of the coverings of the belly, may there- 
fore be very easily displaced, the intestines slip from them, and if this 
be prevented by drawing tight, painful pressure is produced. Upon 
these grounds the inelastic trusses are to be altogether rejected. 

1147. Elastic trusses consist of, first, a spring ; second, a pad; and 
third of a circular strap. The spring is a narrow flat piece of well- 
hardened steel, which bends in a semi-circle around the diseased side. 
A plate of steel is attached in front to the spring and its inner surface 
padded with wool or horse-hair, so that it may form a soft but regular 
arching, this part is called the pad. At the hinder edge of the spring is 
a circular strap, which passes round the other side of the body, and is 
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fastened to a button on the outer surface of the pad. The whole truss 
is to be covered with soft leather and lined on the inside, so that it may 
not make any troublesome pressure. may: 

1148. The truss must be made with great care in each of itsparts, 
and be fitted to every individual case. The strength of the spring must 
correspond to the resistance which it has to afford, and fit well to that 
side of the body on which it is applied. The pad must have a size cor- 
responding to the bulk of the rupture, and the angle at which it stands 
from the spring correspond to the surface on which it is applied, which 
it has been also attempted to effect by a moveable pad, in order to suit it 
to every case.’ The pad must not be too soft nor too hard, and its con- 
vexity must be such that it may be regularly over the whole hernial 
opening; pads of hard wood, ivory, or filled with air, (Cresson and 
Sanson,) are less certain and suitable. If the circular strap alone be in- 
sufficient to keep the truss in its proper place, we must endeavour to 
prevent its displacement by a second strap, carried between the thighs. 

In order that the truss may be sufficiently firm, it is necessary in every 
case to take the size, by means of a bandage carried round the body 
from the seat of the rupture and in the direction on which the truss is to 
lie ; or for the same purpose, a double piece of flexible wire may be used, 
with which the necessary curve can be given; about an inch must be 
added to the size on account of the covering of the strap. 

1149. The truss is to be applied after the proper use of the taxis for 
the reduction, whilst with the fingers the intestines are kept up, till: the 
pad be properly applied on the hernial opening, and the strap be fas- 
tened. ‘The patient should then cough, and stand up, to determine that 
the truss is not put on too tightly and that the parts are well kept up. 
The surgeon should always apply the truss the first time ; subsequently 
the patient may do it himself, but it should be whilst lying on his back 
and early in the morning; he should also have several trusses for the pur- 
pose of change. ‘The part on which the truss rests should be frequently 
washed with brandy, till the teguments are accustomed to its pressure. 
If excoriations oecur, the parts should be washed frequently with lead 
wash, whitelead should be strewed over it, and a thick piece of linen 
applied beneath the truss. * aaa 

1150. Various diseases in the neighbourhood of the opening upon 
which the pressure must be made, and an imperfectly reduced rupture may 
prevent the use of the truss. Large ruptures are extremely difficult to 
reduce, and often new ruptures occur afterwards in other parts. In chil- 
dren the use of an elastic truss is not only accompanied with no injury, 
as many suppose, but is to be preferred to the use. of an inelastic one. 

1151. When an adhesion prevents the return ofa rupture to, such ex- 
tent that part of it remains external, a truss with a hollow pad may be 
used ; but in very large irreducible ruptures a suspendor sufficient to en- 
close it, should be used to prevent the farther protrusion of the intestine. 
In these ruptures the gradual return is effected by long-continued lying 
on the back, by slender diet, purging, frequently cold applications over 
the rupture, and by daily repea:ed attempts at reduction, which has oc- 
curred to me in several cases of very large and adherent ruptures, 
When in large ruptures the walls of the belly are so contracted that the 
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parts in the rupture have scarcely any room in the belly, the same treat- 
ment is indicated. Frequently in such cases, after the reduction and the 
application of a truss, anxiety, oppression, pain, small pulse, and so on 
occur, and it becomes necessary to remove the truss, after which the 
symptoms, as I have observed, subside. 

1152. When the intestines are properly kept up by the truss, the 
hernial sac gradually contracts, and at the same time a slow inflamma- 
tion arises, consequent on the pressure of the truss, by which perfect ad- 
hesion of the neck of the hernial sac takes place, and thus a radical cure 
is effected. This commonly happens in children, frequently in adults, 
but never in old persons. On account of this gradual narrowing of the 
neck of the hernial sac, under the continued use of the truss, the latter may 
not be again removed if it be not believed certain that the radical cure is 
effected ; because otherwise, in repeated protrusions of the intestines, 
strangulation may also arise from the contracted neck of the sac. Whilst 
the patient wears the truss he must avoid all violent exertion. : 


[Cxoguer considers that a hernial sac may be returned spontaneously into the 
belly in four different ways. First, by the contractility it possesses in common 
with other tissues, having a constant tendency to retract the sac upon itself, after its 
distension, and which is, in some cases, sufficient to produce a gentle and gradual 
return, ‘The sac then takes a retrogade movement to that of its formation; the 
peritoneum passes from the ring towards the parts it had left, that portion of this 
membrane, which had been drawn towards the ring without passing through it, 
pulls the neck in every direction, which expands, turns out in some degree, disap- 
pears, and at last is effaced; the sac unfolds, and again uncovers the wall of the 
belly, near the aponeurotic opening. The neck of the sac, which was last formed, 
disappears first, whilst its bottom disappears last, and with great difficulty, so that 
the reduction is often incomplete.”’ (p. 74.) When a rupture has been thus reduced, 
the remains of the neck are sometimes observed at a little distance from the ring, in 
the shape of irregular stygmata, whitish, and more or less opaque. The peritoneum, 
which formed the sac, is restored to the abdominal wall. * * * Sometimes these sacs 
are so completely effaced, that no trace of them can be found in the peritoneum co- 
vering the ring by which they had escaped. The only indication of a rupture 
having existed at this spot, is a cellular, whitish, empty pouch, arising from the 
aponeurotic ring.’’ (p. 76.) Second, ‘‘ by the closing, the gentle and insensible con- 
traction of the cellular tissue external to the sac. The other tunics may concur 
also; but their action appears more weak, and less demonstrable. * * * In this 
case the peritoneum presents at the top of the ring irregular prominent folds, analo- 
gous to those of the mucous membrane of the stomach during the contraction of its 
muscular coat.” (pp. 78,9.) Third, by the displacement of the peritoneum from 
the abdominal wall from various causes, as in two cases of direct inguinal rupture, 
in which, in consequence of retention of urine, the peritonewm covering the bladder 
was raised nearly to the navel—by enlargement of the womb by pregnancy, or any 
other cause—by adhesion of the omentum, or intestine to the hernial sac—by a large 
quantity of fat collecting between the peritoneum and wall of the belly—or by the 
dragging of another sac which has formed in the neighbourhood of the former, 
Fourth, by the contraction of the cremaster muscle; ‘the two fleshy bundles of 
which act upon the sac pretty much as the two bellies of the digastric muscle effect 
the direct elevation of that bone.” (p. 83.)] 


1153. The radical cure of reducible ruptures (especially inguinal rup- 
tures) was attempted in ancient times in very different and in part cruel 
and barbarous ways, which had only their corresponding excuse in the 
ignorance of, or in the bad construction of trusses. Even later modes 
of treatment have found little favour, on account of the danger there- 
with connected, and because of the more perfect construction of trusses ; 
and only of late have these objects again attracted more attention, and, 
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less dangerous methods of treatment have been proposed. All the modes 
of treatment in reference to the radical cure have for their object the 
organic closing of the neck of the hernial sac, or of the abdominal ring, 
or to effect both at once, which has been attempted by a sufficient degree 
of adhesive or suppurative inflammation, and thereby causing adhesion; or 
by a plug of skin healed into the abdominal ring. ‘These may be collected 
together under the following heads: first, Increased pressure whilst lying 
constantly on the back, with, or without the simultaneous application of 
irritating and contracting remedies ; second, Caustics and the actual 
cautery ; third, Ligature of the sac, with or without cutting it off; fourth, 
Introduction of foreign bodies into the hernial sac; fifth, Healing-in of 
a detached portion of skin, or of a portion of infolded skin, into the ab- 
dominal ring. 
1154. Increased pressure, whilst the patient lies constantly on his back, 
heretofore employed by Fasr, Hitpanus, Bieeny, Winstow and others, 
has of late been recommended by means of a common pad, (RicuTeR 
and others,) with a conical linen pad, the point of which is inserted into 
the abdominal ring by means of an elastic truss; the supine posture is 
to be continued at least four weeks, till superficial ulceration take place, 
which should be dressed with lead cerate, and the truss still applied 
tightly for some time (LancenBeck) (a); at the same time a sponge 
dipped in turpentine, or a blister, is to be put on beneath the pad 
(Boyer); with a pad of which the power can be increased by means of 
a compressing screw, with a pressure apparatus moistened with alum 
wash (Ravry) (); or.with a pad filled with contracting herbs, and sub- 
carbonate of ammonia (Beaumont) (c). 

| Various irritating and astringent remedies have been mentioned which have been 
employed in blisters, bags, pads and as washes; to wit, bark, tormentilla, gall nuts, 
oak bark, rhatany, alum, turpentine, etherial oils, naphtha, washing with cold water, 
iron bullets, cold river bathing, and so on. Jaztape Laronp (d) employs a pad with 
a reservoir for holding caustic. 

1155. The application of the actual cautery, derived from the Alex- 
andrian school and first described by Pautus A’ainera, and of caustic 
(recommended from early times, from Avicenna up to Kerry) closes the 
hernial opening by destroying the skin and hernial sac, and forming a 
hard scar connected with the bone. After the rupture has been returned, 
and the cord drawn aside, the cautery is to be kept so firmly upon the 
abdominal ring, that it burn deeply through the skin and hernial sac 
down to the bone. In the same way caustics are to be applied, viz., 
caustic potash, arsenic or sublimate with opium, lime, sulphuric acid, 
one part of caustic potash, two of gum-arabic, and some water (Kern). 
The cautery as well as the caustics have also been applied upon the 
hernial sac laid bare by incision (FRanco, Monro). 

1156. Tying up the hernial sac with the ligature (ligatura sacct herniosi, 
Lat.; Zusammenschniirung des Bruchsackes, Germ.) and stitching (sutura, 
Lat.; Naht, Germ.) are performed in different ways: first, after the 


(a4) Abhandlung von den Leisten und maniére de les guérir radicalement. Paris, 
Schenkelbrichen, p. 121. 


(6) Essai sur la Théorie des Hernies et (d) Remarques nouvelles sur la cure radi- 
de leur étranglement, et de leur cure radicale. cale des Hernies sim ples sans opération 
Paris, 1822, sanglante, Second Edition, Paris, 1841. 


(¢) Notice sur les Hernies et une nouvelle 
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already directed reduction, encompassing the sac with a needle and tying 
together both it and the spermatic cord with a ligature; second, after 
previously laying bare the sac by an incision, encompassing the hernial 
sac and the spermatic cord witha needle, and introducing a golden thread 
which can be so drawn as to close the hernial sac, but the spermatic cord 
is not to be compressed, (the golden puncture, punctum aureum) (BERARD, 
Franco) ; third, tying the hernial sac and the spermatic cord, and cutting 
both off below the ligature, or first cutting off both and then tying them 
(the rupture-cutter of the middle ages); fourth, separation of the hernial 
sac from the surrounding parts, and then tying it with a leaden: thread, 
(Pare,) or closing it with the glover’s stitch, the royal stitch, (sutwra 
regia,) (Nuck, Fasr. AaB AQUAPENDENTE, Guy De Cuauttac, and others,) 
or simple tying with a waxed treble or quadruple thread. (Le Dray, 
Freirac, Senrr, Scumucker, Tuepen and others,) in modern times 
Lancenseck and Kern, the latter of whom, in omental rupture, tied the 
exposed omentum near the abdominal or femoral ring, so that the re- 
maining part of the omentum, by uniting with the walls of the ring, closed 
it up ; fifth, incision into the integument and hernial sac, and treating as 
after the operation for strangulated rupture, with simple lint dressing and 
light pressure with a spica bandage or truss, (Petit, Lizuraup, Lr- 
BLANC,) or with simultaneous scarifications of the hernial sac, (FRrerrag, 
Mavcuart, Ricuter,) or with the introduction of tents of lint (Dronts, 
Mery, Arnaup, ScHREGER, VON GRAEFE, VON WatTHER and others.) 
Here also belongs the injection of red wine, recommended by ScureGerR, 
and the inflation of air into the hernial sac, the mouth of the sac being 
carefully closed with pressure. 

1157. ‘The inhealing of a plug of skin, to close the mouth of the sac, 
is effected in two ways:—l1L. According to Dzonp1’s proposal (a), to 
heal within the abdominal ring, purposely wounded a sufficiently large 
fold of skin, formed by an incision of the skin; Jameson (0) made, 
in a femoral rupture, a fold of skin two inches long, and an inch wide, 
thrust it into the femoral ring, and united the edges of the skin, with 
stitches. 2. Gerpy’s inhealing of the skin, ensheathed in the inguinal 
canal (c). After the patient is placed, as in the operation for strangu- 
lated rupture, a finger of the left hand, smeared with cerate, is to be 
placed somewhat beneath the hernial opening on the scrotum, and then 
the scrotum in front of it is to be thrust along the spermatic cord as 
deeply as possible into the inguinal canal. In this blind sac the finger 
is to remain, and the skin is to be thrust as far as possible towards the 
outer wall of the inguinal canal. A curved needle, with two cutting 
edges, and with a handle, and its eye armed with a double thread, is 
then to be introduced, on the palmar surface of the forefinger, to the 
bottom of the ensheathing, and whilst the handle of the needle is de- 
pressed, the needle itself, its convex surface resting on the palmar surface 
of the finger, is to be thrust, whilst an assistant presses the external skin 
against its point, from behind, forwards through the front of the ensheathed 
part of the scrotum, and the front wall of the inguinal canal, so that the 
needle projects some lines above the inguinal ring. ‘The one end of the 

(a) Geschichte des klin. Institutes zu — (c) Bulletin de Therapie, 1835.—Fink 


Halle. p. 117. Ueber radicale Heilung der Briiche. Frei- 
(6) The Lancet, vol. ii, 1829, p. 142, burg, 1837; with two copper plates, 
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thread isnow to be drawn out, and given to an assistant, the left finger still 
remainingin the ensheathing. ‘The needle, in the eye of which the other 
end of the thread remains, is now again to be passed upon the finger, 
at some lines’ distance from the former stitch, thrust through externally, 
and the thread withdrawn from it.. After the removal of the needle, the 
threads are to be divided, and a cylinder of plaster placed between 
them, upon which they are to be tied, and the ensheathed part of the 
scrotum is firmly retained in its place: If the entrance and canal of the 
rupture be much enlarged, two other stitches must be applied ; but in 
general, one is sufficient. The sac formed by the ensheathed skin, is to 
be then pencilled with caustic liguor ammone, to excite inflammation, 
the part operated on, covered with a pad, spread with cerate, and 
covered with a compress, and the patient put to bed in such: position, 
that the rump and the head are somewhat raised, and the thighs drawn 
up. In all cases phlegmon follows, which spreads over the whole ex- 
tent of the stitches, and runs into suppuration, the pus discharges itself 
through the stitches, along the threads, which, at the same time, also 
act as guides to it. If the adhesion have taken place in from three to 
five days, the stitches may be removed. Towards the fifteenth or 
twentieth day, the suppuration ceases, the ensheathed skin forms a plug, 
which externally appears like a swelling, but gradually subsides. _The 
patient must, for four weeks, observe the supine posture, and the treat- 
ment must be conducted according to the inflammatory symptoms which 
may come on. SieNnoroni (a) thrusts up the skin, like the finger of a _ 
glove, into the sac of the rupture, and fixes it by means of a female 
catheter, then pierces it with three long hare-lip needles, four lines apart 
from each other, and twists around each an GO-shaped thread. The 
needles are left six or eight days. Wurzer (d) retains the skin thrust 
up into the inguinal canal, by means of a cylinder, on the under part of 
which is fastened a plate which fits the outer surface of the inguinal 
canal. A needle is thrust through the upper part of the cylinder, eut- 
wards, and brought out by an opening of the’ external plate. 
Here must also be mentioned GareNnceor’s proposal, according to the experiment 
once made by Perir, that strangulation existing, if the mouth of the sac were ex- 
panded with one wound, and the open hernial sac thrust back into the belly, the 
radical cure followed; this treatment might also apply to the attainment of the 


radical cure, as well also as the reduction of the exposed sac according to HumMEL 
and STEPHENS. 

(C1) Branssy Cooper (c) has performed Gerpy’s operation. The application of 
the caustic ammonia caused intense pain in the part, for a few hours after the ope- 
ration, but no pain in the belly. On the fourth day, suppuration having been freely 
established, the ligature was removed, but the pressure was continued. On the 
fifth day, there appeared a degree of fulness about the margin of the opening, as if 
a portion of tke inverted skin had descended, but without any descent of the intes- 
tine, and the hardness and swelling about the inguinal canal still led to the reason- 
able hope that the operation would prove successful. After some days, as the 
tenderness diminished, greater pressure was made. On the twenty-fourth day, a 
weak truss was applied, and he continued in bed ten days longer, after which time 
however he would not be confined, but got up and walked about, and soon after left 
the hospital. But he had a slight return of the rupture]. 


(2) Bulletino Medic. de Bologna, 1836, (b) Organon fur die gesammte Heilkunde, 
Dees Frorrer’s neue Notizen, vol. ii, p. vol, i. pt. 1. a 
272. (c) Guy’s Hospital Reports, Oct. 1840, 
pp. 270-75. 
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1158. The most modern practices which may be placed next the 
former, are those of Bonnet, Mayor, and Betmas. 

Bonnet (a) employed the same treatment as for varicocele, introducing 
needles upon the hernial sac, and allowing them to remain. The rup- 
ture having been reduced, the scrotwmis to be grasped with the left 
hand, as close as possible to the abdominal ring, and the spermatic cord 
brought into the circle formed by the thumb and forefinger of this hand ; 
a pin, with a piece of cork on its head, is to be thrust, close to the sus- 
pensory ligament of the penis, from the point of the finger nearest it, 
from behind and above, forwards and downwards, through the integu- 
ments and the hernial sac. A second piece of cork is to be fixed on 
the projecting point, and brought near the first piece, so that the inter- 
mediate soft parts are easily compressed; and in order to keep the 
second piece of cork in its place, the point of the pin is bent down. 
The spermatic cord is to be placed between this pin and the tip of the 
thumb and forefinger of the left hand, and a second pin is then intro- 
duced six lines distant externally from the first pin, parallel to it, and 
fastened in the same way. If the spermatic cord have been divided by 
‘the pressure of the intestine, into its several parts, a third pin must be 
passed six lines from the second, so that the other parts of the cord may 
be placed between the second and third pins. Usually, about the fourth 
day, pain and inflammation come on; but the pins are not to be removed 
till the inflammation has acquired a certain degree of intensity, and the 
hindmost piece of cork has excited ulceration of the skin, which occurs 
about the sixth, or even at the twelfth day. By this proceeding, not 
merely is the hernial sac, but also the abdominal ring closed, and united 
with the neighbouring parts by the effused lymph. 

Mayor (bd) has modified this practice, by forming at the abdominal 
ring a longitudinal fold of skin varying in size according to the bulk of 
the rupture and the width of the abdominal ring, to the middle of which 
corresponds a line drawn over the middle of the hernial swelling; through 
the base of this fold of skin, held up by the fingers, a needle, armed 
with a double thread, is to be passed, the ends of which being sepa- 
rated on each side, are to be tied on a piece of bougie, or on a piece of 
cotton, or of sponge properly tied together. The number of stitches is 
determined by the size of the fold. In children the first stitch is to be 
made over the middle of the abdominal ring, at other times, the stitches 
may be commenced where you please. If the abdominal ring be wide, 
and the other circumstances unfavourable for contraction and keeping 
up the rupture, it is then necessary to bring the stitches nearer, and to 
increase the size of the substances which are held together by the 
threads. In slight cases, and with quiet, intelligent patients, no ban- 
daging is used ; slight compression upon a thick layer of wool by means 
of a fitting truss, or a neckerchief fastened upon the hip, is always re- 
quisite, especially in children and restless patients, and in large ruptures 
which are with difficulty kept up. ‘The threads may be removed from 


(a) Journal des Connaissances Medico- Krankheitsfillen; in Beitrigenzur gesamm- 
chirurgicales, 1836, July.—Gaztte Médi- ten Natur und Heilwissenschaft herausgeg. 
cale, 1836. ' von WertTenweser, Vol. vi. pt. i. 

Puacuersky, F., Ueber die Bonnet’sche (b) Sur la cure radicale des Hernies. 
Radical operation der Hernien nebst 8 Paris, 1836. 
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the sixth to the ninth day, and a truss must be worn for a shorter or 
longer time afterwards. . 
1159. Betas (a) attempts to effect merely adhesive inflammation, by 
introducing goldbeater’s-skin into the hernial sac, which he at first passed 
in, as an empty, dry bladder, by an incision through the sac, and then 
inflated it; but of late he has pursued the following plan :—After the 
rupture is completely returned, the sac and its coverings are to be raised 
with the fingers of the left hand in one fold, in front of and parallel with 
the spermatic cord, and through its middle, above the abdominal ring, 
a tracar-like instrument, divisible in the middle, is to be thrust. The 
operator now allows the hernial sac to slip from between his fingers, so 
that the fold is formed by the skin alone. An assistant holds this fold, 
and whilst the hernial sac is fixed by the thumb and forefinger, applied 
above and below the instrument, the latter is to be thrust forward till the 
union of the two canals corresponds to the interspace between the walls 
of the hernial sac. By the peculiar mechanism of the instrument the 
two canulas, after the removal of the trocar-points, are drawn asunder, 
and both walls of the hernial sac separated. The assistant lets go the 
fold of skin, grasps the canula corresponding to the trocar-point, whilst 
the operator holds the other canula, and through its aperture introduces 
with a probe four or five thin cylinders of jelly covered with goldbeater’s- 
skin, in various directions, into the neck of the hernial sac.. The canulas 
are then removed, and a truss is put on, the pad of which acts where 
the cylinders of jelly are placed, and is to be worn at least for four 
months, constantly. The patient may after the operation follow his 
business. ‘The cylinders of jelly are soon absorbed. The goldbeater’s- 
skin resists absorption longer, and excites slowly in the hernial sac an 
adhesive inflammation, which is confined to the parts in immediate con- 
nexion with the foreign bodies. ta 
W aLTHERr’s proposes to inject animal fluid, the patient’s blood, into the hernial sac. 
Upon the Radical Cure of Rupture, compare also 
Ran, Dissert. de novo hernias inguinales curandi-methodo. Berol., 1813. 
PrerrerKorn, Diss. de herniis mobilibus radicitus sanandis. Landishut, 1819. 
Prcu, Osteosarcoma ejusque speciei insignis descriptio; adjuncta est de cura her- 
niarum per Jigaturam tractatluncula. Wirceburg, 1819. 
Hessevsacu, A. K., Die Lehre von den Eingeweidebriichen, vol. ii. p. 214. 
_ Tuierry, A., Des diverses méthodes opératoires pour la cure radicale des Hernies ; 
Thése de concours; avec des Planches. Paris, 1841. ~ m 
1160. The decision as to the performance of the radical cure for re- 
ducible rupture in general, and on the different modes of treatment in 
particular, must be guided by the following circumstances. In conse- 
quence of the very greatly improved construction of trusses of late years, 
the necessity for the so called radical operation is, in comparison with 
former times, quite another thing, as thereby every reducible rupture can 
be retained in its proper place, and a cure often be effected by the pro- 
per wearing of a truss. All the modes of operation mentioned are more 
or less dangerous, especially cauterizing, tying, and stitching up the 
hernial sac, and the introduction of tents, as the inflammation thereby 


(a) Recherches sur un moyen pour dé- 1838—von Watruer, Ueber die Hernioto- 
terminer des inflammations adhesives dans mie als Mittel zur radicalen Heilung der 
les cavités séreuses. Paris, 1829—Clin- Brache; in Journal fir Chirurgie und Au- 
iques des hopitaux de Paris. 2lst Aug.,and genheilkunde, vol. xxvi. pt. iii, p. 363. (En- 
11th Sept. 1839.—Révue Médicale. March, graving of the instrument.) 
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excited quickly spreads over the whole of the peritoneum and the intes- 
tines. ‘Therefore, also, many of the earlier adherents to this or that 
practice, have after unfortunate results, given them up entirely; and al- 
though some, for instance, Kern, have always observed fortunate results, 
and only one case terminate fatally, yet these assertions are too greatly 
opposed to the experience of others, to enable us to yield them entire 
belief. All the modes of treatment at the same time, in reference to their 
permanent consequences, are uncertain, and the statements of the cures 
are confined principally to immediately after the operation. Although 
the external abdominal ring and a part of the neck of the hernial sac 
be loosed, their remains (in external or oblique inguinal rupture) the open- 
ing of the internal abdominal ring into which the intestines again enter, and 
by gradual subsequent absorption of the effused plastic mass, and the thin- 
ning of the scar resulting therefrom, the ruptnre enlarges outwardly. In 
many cases, if the enlargement of the opening out of which the vessels of 
the testicles and thighs protrude, be the consequence of a bad, lymphatic 
constitution, apertures are formed in other parts of the belly, and if the 
rupture be kept up at one part, it will be seen to project at some other 
part. In gouty, otherwise healthy subjects, in a small rupture of not long 
continuance, if the sac be not thickened and not united to the neighbour- 
ing parts, the result may be at first favourable. Increased pressure, with 
the supine posture, is of all treatment the least dangerous, and may be 
attempted in all cases, although even herewith, severe inflammation 
and gangrene (Mancet, Ricurer) and even death (WitMER, ScHMUCKER) 
have been observed. As to this mode of treatment, the methods of 
Gerpy, Betmas, and Mayor, arranged according to their less danger. 
Gerrpy has up to the present time had the greatest success: I have, how- 
ever, seen a recurrence of the disease, and according to Brescuet (@), 
the results have in several instances been unfortunate. If, as in old 
ruptures where the sac adheres to the aponeurotic opening, (the abdo- 
minal and femoral ring), and consequently a mere inthrusting of the 
skin be not possible, the hernial sac be thrust in and held with loops, 
dangerous inflammation may easily occur; and this is still more likely 
to occur, if, as in Bonner’s practice, be adopted. In this respect 
Mayor’s treatment is least attractive. I consider as some of the indica- 
tions for the so-called radical cure those reducible ruptures, which even 
in the above mentioned supine posture, with the application of a truss, 
cannot be certainly kept up, especially in young persons, Grrpy’s or 
Mayor’s treatment is the most proper; but a truss must always be worn 
subsequently. The possibility of an unsuccessful, and the probability of 
a not permanent result must not be witheld from the patient’s knowledge. 
The patient’s wish to be cured radically, at all hazards, and to get rid 
of the use of the truss must not, according to the hitherto noticed results, 
determine the surgeon to operate. 


Opinions in reference to the value of the radical operation for reducible rupture, 
are in modern times much divided, many rejecting it as dangerous and ineffectual, 
(Boyer, Dupuyrren, Lawrence, and others,) and it has been attempted to be ef- 
fected by continued pressure alone (Ricurer, LANGENBECK, Zane). Few have 
allowed its general employment (Kern, von Grarre). Some confine it to certain 
cases (Scurecer, von Warner, and others.) Scarecer especially lays down 


(a) Journal von Grazre und von WALTHER, vol. xxii. pt. iv. p. 657. 
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the following indications :—1. To remove certain local conditions and to render 
the application of a truss possible, for instance, in the complication of inguinal Tup- 
ture with hydrocele, and indeed in a common hernial sac ; in young subjects, with 
large ruptures, which cannot be properly kept in their place by any truss ; in partial 
adhesions between the protruded parts and the hernial sac, or the testicle in congenital 
rupture. 2. In very fat or thin persons in whom the truss always shifts for 
the purpose of restricting by the operation, the protrusion of the rupture, and 
thereby to strengthen the effect of the truss. 3. When scarcely any truss will 
fit; for instance in lame persons, or if the testicle lie completely in the groin. 4 
Questionable femoral ruptures, because in these there is little benefit from insecure 
application of the truss, and the danger being greater in existing strangulation. But 
in all these cases, the rupture can be kept up by the proper construction of the truss, 
and its application in the supine posture. If hydrocele exist at the same time, re- 
peated puncturing answers the purpose better (a). 

[English surgeons have rarely employed either of the methods proposed for the 
radical cure of ruptures, except the constant application of a truss, which, however, 
is admitted to be rarely successful, except in young persons and very recent ruptures. 
ASTLEY Cee removed the entire sac in a case of femoral rupture, and ‘‘ passed 
stitches through its mouth, so as to bring the edges into perfect contact. * * * On 
the sixth day the ligatures came 'away, and the wound was healed on thetenth. A 
month afterwards I saw the woman,” says he, ‘‘and was surprised to find that 
another hernia had formed on the same spot, which was already as large as that for 
which the operation was performed. * * * It appears, therefore, that the removal of 
the sac will not prevent a return of the disease; and, indeed, when it is recollected 
that the aperture from the abdomen continues of the same size after, as before the opera- 
tion, and that the peritoneum will still remain the only obstacle to the descent of the 
intestine ; it does not appear probable that this highly extensible membrane should 
succeed in preventing a return of the same hernia, the just formation of which it 
was unable to resist.”” (p. 62). Asriey Cooper objects to the plan of making a 
ligature round the mouth of the hernial sac, not only that its object, gradually to cut 
away the sac, is inefficient, as shown in the preceding observation, but also because 
“it cannot even be securely done; for first, the spermatic cord is often divided by 
the sac, so that one part of it passes behind, and the other before, or on the side of 
the sac. When this happens it would be extremely difficult, if not impossible to 
conduct the operation in such manner as to avoid injuring parts which should never 
be touched. Secondly, this operation is founded on mistaken ideas of the hernial 
sac; for a ligature applied as proposed, at the abdominal ring, if it cut through the 
sac, must leave a hernia above it, with a sac stil] open as before; and the ligature 
cannot be employed to the part of the sac lying above the ring, without splitting up 
the tendon of the external oblique muscle, which would take off so much of the 
natural support of the parts, as almost certainly to allow ofa futuredescent. Thirdly, 
the danger of the operation is a principal objection. A ligature applied around a 
part of the perztoneum must inflame it; and as this membrane is continued without 
interruption along the sac into the cavity of the abdumen, the inflammation will 
follow the same course, and expose the patient’s life to hazard.’ (p. 62). In sup- 
port of this latter objection, Cooper refers to Petrr’s (b) experience. I opened the 
tumour,”’ says the latter, ‘* and replaced the omentum ; I then detached the sac, and 
tied it as I had seen done, and dressed my patient. In two hours time I was much 
surprised at receiving a message that he felt great pain over the whole belly, and 
severe gripings. I hastened to the patient, fancying that the intestine might have 
slipped into the ring and beeome strangulated; but when the dressings were taken 
off, and nothing was found in the wound, I concluded that the mischief had been 
caused by tying the sac. I cut the ligature and removed it, and dressed the parts 
simply; the symptoms were immediately relieved, and ceased entirely in an hour. 
This is not the only observation I have made on the subject; all I have seen has con- 
firmed me in the opinion, that the ligature of the sac, or in other terms, of the perito- 
neum, since the sac is formed by that membrane, may bring on symptoms very like 
those caused by stangulation of the intestine. I cannot doubt that those whom I 


(a) Compare Hessrxzacn, p. 245; Jacos- (b) Traité des Maladies Chirurgicales, 
son, p. 77; Sigmund; in Hurevanp’s Journal, vol. ii. 
March, 1841. 
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have seen perish after the employment of the punctwm aurewm, have died from in- 
flammation of the belly, caused by tying the sac.” (p. 339). 

Lawrence also comes to the same conclusion in regard to the proposed operations 
for the radical cure of ruptures.—‘‘ I cannot believe,” says he, “that any one of the 
methods now under consideration is calculated to attain the proposed object. Why 
does the rupture return after the operation? — Because the ring has been enlarged 
by the previous protrusion, and is still further weakened by the incision necessary 
for removing the stricture, ‘his state of the tendinous openings would not be 
altered by closing the mouth of the sac, even if we could accomplish that object. 
We must reject the ligature on account of the danger inseparable from its employ- 
ment, and we have no sufficient reason for placing confidence in scarification of the 
Sa¢ or in its removal by dissection. In many instances these latter methods would 
be neither easy nor free from danger. Hence we account for the circumstance that 
all these various methods have become completely obsolete.” (p. 321.)] 

1161. The treatment of strangulated rupture must be directed accord- 
ing to the different character and severity of the symptoms; in reference 
to which, suitable remedies must be employed with due circumspection 
and choice ; too violent attempts, and especially too frequent changes, 
and again, new experiments which have in so great number been pro- 
posed and boasted of, are to be avoided. But too frequent is the course 
of strangulation hastened by improper treatment, and the patient’s con- 
dition rendered worse. ‘The more acute the inflammation the more dan- 
gerous is it. 

1162. Inflammatory strangulation requires blood-letting, especially if 
the symptoms be severe, if the patient be strong, the rupture and the 
belly. very painful. Small pulse, cold limbs, pale countenance, must 
not prevent blood-letting, as these are the peculiar symptoms of violent 
inflammation of the belly. The earlier bleeding is performed, and the 
more blood is taken at once, even till fainting is produced, the better is 
its effect. LLeeches may also be applied about the region of the rupture, 
and because they usually here produce an erysipelatous inflammation of 
the skin, they may be applied about the rectum, (Brraeo,) (a) and cold 
fomentations, at the same time upon the hernial sac or cold sprinklings 
to the rupture. If the rupture be very tense and painful to the touch, 
it must be attempted by these means first to produce a favourable change, 
general and local relaxation, before the taxis is employed, which must 
be done in the most dexterous manner, according to the above-described 
rules. Ifthe rupture be less painful we may commence the treatment 
with the éazis, and if this be not successful, the above treatment must 
precede subsequent attempts with the taxis. All internal remedies, 
especially purging, are in this strangulation hurtful; even calomel, 
which has been recommended by many, (Rust, Seier, and others,) 
I have always noticed as having only an injurious effect. The patient 
must merely take mild drinks, for example, almond, milk, gum water, 
and the like, in small quantities. Clysters in severe inflammation, 
merely soothing, with the addition of castor oil, and in diminished 
inflammation, of infusion of tobacco or tobacco juice, are extremely 
efficient, 

Tobacco clysters are not to be considered as irritants, but as narcotics, and the 
employment of belladonna or hyoscyamus are similarly cireumstanced, only the ope- 


(a) Compendio di Osservazioni cliniche carcerate, e sulla potissa canstica applicata 
sul vantaggio delle Mignate upplicate all’ in diverse malattie di carattere linfatica, 
Ano nelle ernie inguinale et addominali in. Milano, 1821, 8va, 
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ration of the tobacco is less dangerous; from it ensue a disposition to nausea, to fall 
down, faintness, slow pulse, and diminution of the tension of the rupture. The effect 
of the tobacco juice and infusion is similar, but the tobacco-juice clysters are very 
troublesome, the necessary preparations for which are not always at hand. For the 
infusion, from half a drachm to a drachm of tobacco is used in from twelve to six- 
teen ounces of water, for two clysters. When injurious effects have been observed, 
the quantity of tobacco was too large. , 

[Tobacco clysters are very uncertain, and have been occasionally very dangerous 
remedies ; as the strength of the infusion varies considerably according to the fresh- 
ness and goodness of the tobacco leaves, of which it is scarcely possible to judge. 
The use of tobacco clysters, which was formerly much urged by AstLey Cooprr 
in cases of strangulated rupture, is now much less practised than formerly ; indeed 
Ihave not known it used at St.Thomas’s either by my colleagues or myself for 
many years. We prefer, in the event of the failure of the taazs, after warm bath 
and quick full, bleeding, at once to resort to the operation, considering it the most 
safe practice.—s. F. s.] 


1163. If the symptoms be less severe, and if complicated with spasm, 
warm bathing, rubbing in volatile ointments, with opium or oil of hen- 
bane upon the belly, tobacco clysters, cold applications upon the rupture, 
and in powerful persons, a large bleeding in a very hot bath, are most 
efficient remedies, after which sudden relaxation follows, and the reduc- 
tion is effected. Here also internal remedies are ordinarily hurtful, as 
they increase or excite vomiting, as purgatives, with whatever addition, 
ipecacuanha in repeated doses, and so on. A simple emulsion with 
aqua laurocerast is, among these, the most proper. ‘The taxis must here 
also be at first attempted, and if it do not succeed, must be repeated 
after the remedies mentioned. 

1164. In Chronic Strangulation, when, from collection of stools, but 
without any inflammatory symptoms or vomiting, or when these, though 
rarely, are present, stimulating clysters of vinegar and water, soap and 
water, solution of salts with castor oil, solution of tartar emetic, infusion 
of senna, tobacco clysters, cold applications upon the rupture, and inter- 
nally purgatives, in very chronic cases calomel alone, or with opium 
and colocynth extract, (A. Cooper), even with jalap or croton oil, (von 
WALTHER), have been directed. But when vomiting has set in, the 
latter remedies always render the patient’s condition worse. With the 
taxis it must always be attempted to compress the rupture, in order to 
return part of the collected stool. When inflammatory symptoms have 
come on, the above-mentioned treatment must be employed in corres- 
pondence with circumstances. 

1165. The taxis must be employed in strangulated, in the same wa 
as in reducible rupture. The patient after having emptied his bladder, . 
must lie in such posture that the seat of rupture be raised, and the 
walls of the belly properly relaxed; in inguinal and femoral ruptures 
with the ramp. raised, the chest bent slightly forwards, and the thighs 
drawn up towards the belly, but not separated from each other. - The 
practitioner stands on the right side of the patient, grasps the hernial 
swelling with the fingers of his right hand,’and places the fingers of the 
left in the region of the mouth of the sac, and endeavours, by alternately 
pressing the rupture together, and in the direction of its escape, to press 
it back into the belly. In small, for instance, femoral and umbilical 
ruptures, the fingers of both hands may be applied. around the swelling 
to compress and return it. Herewith the rapture must be carefully 
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moved from one side to the other, kneaded between the fingers, and the 
pressure only gradually increased. Violent pressure is to be avoided, 
because severe pain, increased inflammation, and even rupture of the 
bowels or of the hernial sac may ensue, and the ¢azis must not be too 
long continued; but it must also he remembered, that without pain 
scarcely one strangulated rupture can be reduced. ‘These manipula- 
tions may be continued for from a quarter to half an hour, and in chronic 
strangulation, even longer, and with greater force. We should endea- 
vour to withdraw the patient’s attention to some object, and forbid all 
effort and straining. If the tazis be unsuccessful, the patient must be left 
quiet in the same position, with the thighs supported in the hams; and 
it must be. considered, according to the circumstance, what farther re- 
medies are to be employed, and whether the attempts with the tazis 
should be repeated. Nothing is more injurious than excessive violence 
and rough handling. I have observed not unfrequently, that by keep- 
ing quiet, after the most careful attempts, at reduction have failed, the 
rupture returns either of its own accord, or with a slight assistance on 
the part of the patient. 

1166. If the reduction succeed, the symptoms usually soon cease, and 
relief of the bowels ensues either of themselves or by the use of purga- 
tives and clysters(1). Ifthe inflammatory symptoms continue, they re- 
quire corresponding treatment. The abdominal ring should always be 
examined with the finger, in order to ascertain that no part of the rup- 
ture remain in it, as may be the case, especially in external inguinal 
ruptures, in which I have several times observed, after a tolerably bulky, 
and in one case even very large rupture, had returned, and the external 
ring was free, that there was strangulation of a small portion of intestine 
at the inner ring, which rendered the operation necessary. But if under 
the treatment prescribed there be no satisfactory change in the rupture, 
but on the contrary, it become more hard and painful, the belly tense, 
and the vomiting more frequent, neither the use of other remedies, nor 
attempts with the ¢azis are to be persisted in, butthe operation must be 
had recourse to. . 

The treatment proposed for strangulated rupture, in reference to the employment 
of remedies internally and externally, and of the fuais is very various. Although 
these several modes of treatment may be grounded on many good results, the above- 
described method must be considered most preferable, if it be employed with dis- 
cretion and proper circumspection. 

The position of the patient under the ¢axis, with his feet or knees upon a person’s 
shoulders; the vertical position of the body, in order thereby to effect the return of 
the intestines through their proper tendons, and the application of ice poultices upon 
the rupture (Rises) (a), with the pelvis raised and the head depressed; the posture 
upon the opposite side, with the thigh drawn up on the affected side (Hey); even 
the position on the knees and elbows. Continued pressure on the rupture. with a 
weight or bladder of quicksilver of from two to five pounds; or by the patient’s hand. 
Shaking the whole body by driving in a wheelbarrow (Preiss); injection of air into 
the rectum, and drawing itoff with a clyster-pipe. The introduction of a thick elas- 
tic tube through the rectum into the sigmoid flexure of the colon, after O’Brtrrn’s 
manner (), who considers the collection of the intestinal gases, and the spasmodic 
closing of the rectum as the most common cause of strangulation. ‘The application 
of dry cupping-glasses about the hernial swelling, or of a glass bell, out of which 
the air may be pumbed by some strokes of an air-pump, till the rupture is as high 


(a) Gazette Médicale, July, 1833. 
(b) Dublin Jour. of Medical Science,Sept. 1838. 
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again, after which it either returns of itself, or is easily reduced with the taxis (a). 
Clysters of hyoscyamus and belladonna; a mass of belladonna ointment smeared over 
the interior of the rectum; or a bougie smeared with extract of opium and of hyoscy- 
amus, of each two grains, passed into the urethra (Ripreri, Guerin). Purgatives 
of all kinds; rubbing of croton oil on the belly; galvanism (6); clysters. of lead 
wash (Nemger, Rennertu, Preiss); tartar emetic (CHuRcH); muriate of morphia 
Bett). 

: (ly It is perfectly true, that in general after reduction the symptoms of strangu- 
lation subside; but now and then they do not, which may depend upon the damaged 
condition of the bowel, or simply on the existence of peritonitis. Instances of the 
latter are not very uncommon, and ean scarcely be distinguished from the symptoms 
of strangulation, except by the absence of the hernial swelling. Of the former I 
had an example under my care in 1840, which was a source of great anxiety, and 
terminated fatally. ; ‘ é 

Case.—J.S., aged seventeen years, ruptured himself on the right side whilst 
lifting hampers into a cart in the afternoon of 

Nov. 30, and immediately observed in the scrotum a swelling as large and as long 
as his thumb. Half an hourafter he began to vomit, and continued to do so through 
the night. On the following morning the faxis was unsuccessfully employed, and 
afterwards a few leeches; some medicine was given, which was rejected; he con- 
tinued vomiting during the day, had not any relief from the bowels, and suffered 
pain in his belly. Next morning the rupture was reduced and a truss applied, but 
removed two hours after, as it was too large. During the day he was relieved of 
the pain, but vomiting occurred five or six times, and especially on attempting to 
take any thing into his stomach. Towards 8 p. m. the swelling reappeared, about 
half the former size; the vomiting became more frequent, and the pain in his belly 
increased. ‘ 

Dec. 3, 2.4. m.—He was bled nearly to fainting, and the rupture returned; a 
cold mixture in a bladder was applied (for what reason did not appear) to the region 
of the swelling, and replaced continually as it became warm. ‘The vomiting, con- 
stipation, and pain continuing, he was brought to the hospital at 

3 past 3 Pp. Mm—He was immediately put in the warm bath, where I examined 
him, but even when standing up could only observe a slight fulness in the right 
groin, probably from the leeches, and very deeply a small indistinct swelling not 
exceeding the size of a small bean, between the abdominal rings; it neither dilated 
on coughing, nor yielded to pressure. I could pass my finger readily into ‘the ex- 
ternal ring. His belly was full and and tympanitic, and he complained of pain and 
tenderness specially about the hypogastric region. ‘I'he pulse was small and quick; 
but he had not any anxiety of countenance. I could not feel satisfied of the exist- 
ence of a rupture, and therefore ordered five grains of calome] and an injection of 
infusion of senna and salts, which was retained; but an injection of castor oil in the 
course of the evening returned immediately. 

11 p.m. I made another careful examination, in consultation with my friend 
Cattaway, and I thought I felt a slight gurgling, but very doubtful; it could not 
be felt again, and we both were satisfied that the swelling was merely the spermatic 
cord.. We therefore ordered a grain of calomel, and half a grain of opium, every 
hour, with a castor-oil injection immediately; and thirty leeches to the belly, with 
subsequent fomentations, considering his attack to be peritoneal and enteritic. 

Dec. 4. The bowels continued obstinately costive throughout the whole day, 
except a very small quantity of thin watery stool once in the afternoon, and again in 
the evening, although injections were thrice thrown up. The vomiting did not 
recur, but he felt nauseated, and the tenderness, and tympany of the belly increased. 
When I saw him at nine in the evening, his tongue was much loaded, and the gums 
reddened, but without soreness or mercurial smell. The little enlargement’ in the 
inguinal canal still remaining, I fancied I again felt a slight gurgle, but it ceased 
almost immediately. The calomel and opium were ordered every three hours; half 
a drop of croton oil directly, and to be repeated two hours hence, if requisite ; thirty 
leeches to the belly, and fomentation. I had scarcely left him when he vomited 
about a pint of dark-green and very fetid fluid. The croton oil was taken at 3 past 

(a) Hvar, De usu Antliz pneumatice in (b) Archives Générales. de Meédécine. 
arte medica. Garde, 18]8.—Kéurer; in 1836. 

Hecxer’s lit. Annalen, 1835, April. 
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10 p. m.,and after an hour producing only a small thin motion, the second dose was 
given. ‘wo hours after, his bowels acted again, and he again began to vomit, and 
vomited and passed thin, but more feculent motions five or six times before 

Dec. 5, '7 a. Mm. when he became quiet, and two hours after took some bread and 
milk, which he retained till : 

11 a. m., and then rejected; his countenance is now much shrunk and flushed, 
but he is cheerful, and wishes something to eat: pulse 100, and small. He has 
much pain in the belly, but itis less distended. An hour after he had another loose 
motion. 

2. p. M. In consultation with my friends Greenand CanLaway, we were satisfied 
that no intestine was down, and the slight fulness already mentioned had entirely 
disappeared. The calomel and opium which had been withheld at the last period, 
was ordered to be resumed, and a mustard poultice applied over the belly. Soon 
after the application of the poultice, vomiting of thin, yellow, acid-smelling fluid 
recurred, and continued frequently till evening, when I ordered him effervescing 
mixture, with large excess of alkali, but without benefit, and the vomiting con- 
tinued through the whole night and following day, not being at all checked by two 
minim doses of hydrocyanic acid, with compound spirits of ammonia, every six 
hours. As his mouth was untouched by the calomel, I ordered on the morning of 
this day, e 

Dec. 6, that he should rub in a drachm of mercurial ointment, with five grains of 
camphor, every four hours; a large blister over the whole belly, and a coleynth in- 
jection. 

8 p. Mm. No motion since noon yesterday; the vomiting continues, and he is much 
sunk. To take a grain of solid opium every six hours, and have some brandy and 
arrow-root. 

Dec. 7,4 p. m. He died, having continued to vomit since the last report, and 
not having had any relief from the bowels. 

Examination.—After raising the tendon of the external oblique muscle from the 
inguinal canal, the edge of the internal oblique was seen uplifted by a small dark- 
coloured tumour about the size of a hazel nut, which was evidently a hernial sac 
and contained dark-coloured fluid. The internal oblique and the transverse muscles 
were then carefully divided up to the internal ring, to which the sac was easily 
traced, and the latter having been carefully opened about its middle, about a drachm 
of serwm escaped. ‘The sac was cut up to the internal ring, through which a very 
small knuckle of dark-coloured but shining intestine protrnded. The belly was 
next opened; it contained no fluid, and little appearance of inflammation, except a 
thin film of adhesive matter slightly gluing together the intestines in the right iliac 
pit. The abdominal muscles having been completely turned down, about eight: 
inches of very dark-coloured yellowish green intestines were exposed, distended im- 
mediately above the portion of gut in the mouth of the sac, with thin feculent matter 
like his last stool; an inch of the bowel below the sac’s mouth was of the same 
dark colour, and suddenly terminated by a distinct mark of strangulation, upon 
which, beneath the peritoneum, fibrin had been poured out. Below this point the 
gut was healthy but contracted. The portion of intestine in the sac was about two- 
thirds of its tube, the part nearest the mesentery, being quite above the internal 
ring. In examining further, this protruded piece of gut dropped out, and there was 
not found upon zt the slightest mark or appearance of strangulation. 

From this examination, I presume, that the strangulated bowel had been returned 
by the medical man who last saw him; that the strangulation had been sufficiently 
long to destroy the vitality of the intestine, which had therefore never recovered 
itself; that the portion of intestine found in the mouth of the sae, had been 
forced in by the vomiting but that zt had never been strangulated nor incarcerated, 
nor had probably been there constantly, through the course of the disease, though it 
might have been occasionally, by the effort of vomiting; and that the costiveness 
depended not on the tube of the bowel being impervious, but on its death having 
destroyed its functions, and that the stools passed were merely forced by their 
quantity through the dead intestine.—s. F. s.] 


1167. The decision as to the proper time for the operation, especially 
depends on the kind of strangulation, on its severity and duration, on 
the constitution of the patient, and on the effects which the previous 
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remedies had produced (1). In inflammatory strangulation, in small 
ruptures, which arise suddenly from external violence, or in those where 
the strangulation is at the mouth of the sac, (par. 1135), in young 
vigorous persons, the operation must not be delayed; if by the pre- 
ceding treatment reduction have not been effected, or if the painfulness 
of the rupture will permit no further attempt at reduction. It is often 
necessary within the first eight or twelve hours. In such cases can the 
advice of Kern and Warrmann be alone applicable, not uselessly to 
waste time by attempting relief with external and internal remedies, but 
immediately to employ the only helpful remedy; to wit, cutting into the 
rupture. In spasmodic and chronic strangulation, the operation may be 
delayed ; very frequently repeated attempts at reduction should, how- 
ever, be avoided, and after the most powerful remedies have been em- 
ployed, it is better to resort earlier to the operation, than by further 
delaying it to put the patient’s life in greater danger. But the operation 
is in these cases specially indicated, if an inflammatory condition be 
superadded, especially in old persons. In general, the longer the opera- 
tion is delayed, the more unsatisfactory is the prognosis, as the danger is 
less from the operation itself, if properly conducted, than from the de- 
gree of inflammation and the circumstances thereon depending. 


[(1) The invariable rule in all cases of rupture in which symptoms of strangula- 
tion exist, be they slight or severe, if the fawzs, after warm bath and bleeding have 
been unsuccessful, is without loss of time to proceed to the operation, as the most 
safe for the patient. For the damaged state of the intestine is frequently not indi- 
cated by corresponding severity of symptoms, as is well known to every one who 
has often operated in strangulated rupture. Every hour, therefore, which defers the 
operation adds to the patient’s danger; on which account we cannot operate too 
early, when satisfied that strangulation cannot be relieved without. 

Occasionally it happens that patients will not submit to an operation for strangu- 
lated rupture, and nothing then remains but to persist in the employment of one or 
other of these remedies which have been proposed. The tobacco clyster is now 
therefore permissible, and should be resorted to, and the continued application of ice 
poultice (ice roughly pounded or a freezing mixture, consisting of hydrochlorate of 
ammonia and nitrate of potash, five ounces of each with a pint of water), in a blad- 
der upon the swelling, which sometimes succeeds ; but the condition of the skin 
should be attended to during its use, as itmay become frost-bitten, and though the 
Tupture may be reduced, the skin may slough, which happened to a patient of the 
elder Cuinz. Sometimes the patient having withheld his consent for many hours, 
being at last worn out by the vomiting, will submit to an operation; the question then 
comes, should it be performed under unfayourable circumstances? I think it should; 
for, without an operation, he must certainly die, and with it he has a chance, how- 
ever slight, of recovery. Indeed I think the operation for strangulated rupture 
should always be performed, if the patient be not in articulo mortis.—s. F. s.] 

On Strangulated Rupture in particular, the following writers may be consulted :— 

ZIMMERMANN, Beobachtungen der beruhmtesten Wundarzte neuerer Zeit zur Er- 
pases der sichersten Behandlungsarten eingeklemmter Briiche. Leipzig, 1832. 

olio. 

Srepuens, Treatise on Obstricted and Inflamed Hemia. London, 1829. 

Rusr, Ueber die rationelle Behandlung eingeklemmter Briiche ; in his Magazin, 
vol. xxix. pt. ii. 

Sivcovirz, Anleitung zu einer zweckmassigen Manualhiilfe bei eingeklemmten 
Leisten und Schenkelbriichen. Danzig, 1830. 


_ 1168. The operation for strangulated rupture proceeds by the follow- 
ing steps:—/irst, The incision of the skin; second, The exposure and 
opening of the sac: third, The dilatation of the neck of the sac or of the 
abdominal ring; fourth, ‘The return of the intestine. Y 
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Previously to the operation, the urinary bladder should be emptied, 
the seat of the rupture if hairy, shaved, and the patient so placed ona 
narrow table, covered with a mattress, that the ramp and chest be raised, 
and the belly properly relaxed; or so upon the edge of the table, that 
the feet may rest on and be supported by a stool. 

1169, The skin above the hernial swelling is to be raised into a 
transverse fold, the one end of which is given to an assistant, and cut 
through with a bistoury (1). By means of a grooved director intro- 
duced into the angle of the wound, the incision is to be enlarged up- 
wards and downwards, so that it extend beyond the swelling in both 
directions (2), 1f the tension of the skin do not permit the formation of a 
fold, the incision must be made freely, the skin being drawn aside by 
the thumb and forefinger of the left hand. As there are ruptures with- 
out sacs, or as the sac may be torn, the incision through the skin must 
be cautiously made, and the director used as much as possible. 

{(1) Lifting up a fold of skin over the rupture, and either cutting through it, as 
here recommended, or piercing it with a bistoury, and cutting out, is, I think, bad 
and dangerous practice ; for it cannot always be ascertained what the thickness of 
the coverings of the sac are, or indeed whether there be any other than the skin, and 
and therefore, in not very dextrous hands the sac may be opened at once, and the 
gut injured. This mode of commencing the operation may seem smart and flashy, 
but it is dangerous and improper, and entirely devoid of any good reason for its per- 
formance. / 

(2) In inguinal, or rather in scrotal rupture, it is better that the cut made length- 
ways, should not extend below the bottom of the tumour; it should terminate an 
inch above it, as room in the operation is not wanted there. The cut should extend 
above the swelling, otherwise the stricture is so inconveniently deep, that it will 
commonly be necessary to enlarge the external wound after the sac has been 
opened, and before the division of the stricture can be made. 

In femoral, umbilical, and other ruptures, it is not needful to extend the cut 
beyond the swelling, because the flaps usually made either by the § or crucial cut, 
afford ample space for the continuance of the operation.—J. F.'s.] 

1170. The exposure of the sac requires care, as the coverings are 
very different, and in old ruptures considerably degenerated. At the 
part where protected from any other injury, or where fluctuation is 
most distinct from the fluid contained in the sac, the coverings must be 
taken hold of with a pair of forceps, raised up in a heap, and divided 
with the bistoury held flat (1); this is to be repeated till the sac is laid 
bare, which is known by its shining surface (2). The blood flowing 
from these cuts must be carefully absorbed witha sponge. The hernial 
sac itself should be raised in a similar manner, and cut into, from this 
vpening a little fluid usually escapes; for though the omentum be fallen 
over the surface of the intestine, the shinyness and smoothness of the 
sac show the practitioner that he has penetrated its cavity (3). The 
edge of this opening is to be raised with the forceps, and enlarged with 
blunt-ended scissors, till a finger can be introduced into it, upon which 
the scissors (4), or button-ended bistoury, should be introduced, and 
the opening of the sac increased upwards and outwards throughout its 
whole length (5). If on opening the hernial sac, an adherent part be 
lighted on, the opening must be enlarged at some other part, ull the 
finger can be introduced, to destroy the adhesion, if it be gelatinous, or 
if membranous, to divide it with the knife. In firmer fleshy adhesions, 
‘we must proceed as will be hereafter mentioned (6). 
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If after these appearances, it be doubted whether the sac be opened or not, the 
swelling is to be pinched up with the thumb and forefinger into a fold, and that 
held between them gradually allowed to escape, when it is distinctly felt whether 
there be merely intestine or the hernial sac also. : 

[(1) In dividing the coverings of the sac, I prefer, after the skin has been com- 
pletely cut through, scratching with the end of the probe or director, till a layer of 
the cellular tissue be penetrated, and then introducing the director and dividing 
upon it; after which a second and other layers-are to be divided in similar way, 
even to the opening of the sac itself. This is much safer than nipping up with the 
forceps and opening with the kmife laid horizontally, which, however, cautiously 
used, may, in opening the sac itself, risk the puncture of the intestine; an accident 
which once occurred to myself when I was a young operator. 

(2) The hernial sac cannot always be distinguished by its shining appearance, 
for occasionally it is thick and opaque, especially after long wearing a truss; and I 
have again and again seen the sac opened when the surgeon supposed he was far 
from having reached it. Also if,as in rare cases it happen that the sac and its contents 
be glued together more or less completely, this distinction does not hold. 

(3) The most certain proof of the sac being opened, is the escape of the fluid in 
greater or Jess quantity contained in it, which is proportioned generally to the length 
of time the patient has had the rupture, and also of the existence of strangulation. 
It is a most satisfactory indication of the course of the operation, but the surgeon 
must not expect always to have it. During the course of the last few months I had 
a case of strangulated rupture, in which nota drop of fluid escaped when the sac 
was opened. 

The colour of the fluid escaping, when the sac is cut into, varies considerably ; 
sometimes it is almost colourless, sometimes red as blood, and Catnaway told me 
of an instance in which even a clot of blood was found in the sac; the case, how- 
ever, did well. 

(4) I prefer the director and knife to the scissors, and throw aside even the di- 
rector immediately the aperture is sufficiently large to admit the finger, which is 
always the best guide for the knife, and the greatest protection to the contents of the 
sac. . 

(5) There is no need, as already mentioned in regard to the external wound, to 
open the sac down to its bottom ; but it must be divided up to the stricture. _ 

(6) Whenever an artery is disposed to bleed, if divided whilst cutting through 
the several coverings, it is better at once to tie it, as the bleeding often causes con- 
fusion.—s. F. s.] 


1171. In many cases, when the strangulation is not considerable, or 
depends on the peculiar position of the intestines, their entanglement, 
or their circular enclosure by the omentum, the protruded parts may be 
returned when they are properly untwisted; or when the part of the 
intestine at the seat of strangulation has been a little drawn out, and by 
a gentle pressure, it has been attempted to return the contents of the 
bowel into the belly. If the intestine be strangulated in a fold of the 
omentum, this must be freed with the bistoury, if the intestine cannot 
easily be drawn out of it. 

_ [In the College Museum is a very remarkable instance of strangulation of a small 
intestine, by a smooth round cord, two and a half inches long, and about a line 
thick, extending from the end of a diverticulum on the élewm to the mysentery, 
about an inch and a half fromthe edge of the intestine. In St. Bartholomew’s 
Museum there is a similar case of diverticulum from the small intestine to the me- 
sentery, forming a’circular hole, in which the gut is strangulated. The patient was 
subject of obstinate costiveness, and died in four days. In St. Thomas’s Museum 
there is an instance of strangulation of small intestine by a band from the ascending 
colon to the mesentery. And at St. Bartholomew’s a preparation of the small in- 
testines of achild of seven years old, strangulated by a narrow thread-like band from 
the mesentery; he was admitted for constipation, and died fourteen days after.—s. v. $.] 


1172. If reduction cannot be thus effected, the seat of strangulation 
must be dilated, which may be done either by cutting or by stretching. 
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1173. Dilatation by cutting is effected in the following way :—The 
intestine is to be withdrawn in the most careful manner by an assistant, 
from the place where the cut is to be made; the sac should be drawn 
somewhat outwards with the thumb and forefinger of the right hand, and 
the tip of the left forefinger is to be introduced between the intestine and 
the neck of the sac; a straight or curved narrow bistoury, with a blunt 
end, should be introduced flat upon this finger, its cutting edge directed 
towards the place where the cut is to be made, and the seat of strangu- 
lation cut into by raising the handle of the knife, or by pressing its edge 
up with the finger of the left hand ; but if the strangulation be so great 
that the finger cannot be introduced, after drawing down the neck of the 
sac, a director, curved according to circumstances, and oiled, is to be 
introduced between the intestine and the seat of strangulation, its groove 
turned towards the part-where the incision is to be made, its handle so 
held with the fingers of the left hand, that they separate the intestines 
from the director, and give it such position, that its point rests against 
the inner surface of the peritoneum ; and then upon its groove the button- 
ended bistoury should be introduced. If the seat of strangulation be 
deep, it is more safe to draw the intestines a little down, so as to be 
able to see the seat itself. The direction of the cut should always be 
such as to prevent serious injury ; and its size such that the forefinger 
may, without violence, be introduced at the part where the stricture was 
situated. It is then to be ascertained by the introduction of the finger 
into the belly, whether any second strangulation exist which requires a 
second dilatation. 

There are peculiar instruments for dividing the strangulating part. Perir’s 
straight and curved fork director; Mrry’s.and Mosrenueim’s winged director; the 
straight bistoury, with a button or probe end of Petir, Berioce, Brampitya, Dzonn1, 
the convex one of Le Buanc, Brameainua, Dupuy Tren, Sener ; the concave of Prr- 
RET, Heister, ArnAaup, Ricutrer, Ruptorrrer, ASTLEY Cooper, LANGENBECK, 
and ‘others, merely a modification of Porr’s bistoury, the concealed bistoury of 
Brenase, Le Buanc, and Le Car. ' iG, 

[In the divison of the stricture, the use of the finger, as a guide for the introduc- 
tion of the’ blunt-ended bistoury, is far as preferable to the director; and being sure 
that itis by far the safest, [rarely use any other, however tight the stricture may 
be. If the finger can fairly reach the stricture, and the smallest part of its tip can 
be introduced, a very little gentle thrusting will make room for the entrance of the 
point of the knife. In inguinal rupture I do not recollect to have used a director 
more than two or three times, and but little more frequently in femoral. The direc- 
tor is a very unsafe instrument, where out of sight, for however carefully the in- 
testine may be tended, it will occasionally turn over the director, and be cut in di- 
viding the stricture, which I have seen happen once ortwice. _Whenit is absolutely 
necessary to use the director, in consequence of the impossibility of getting the tip 
of the finger into the’stricture, I have protected the intestine by introducing a span- 
tula between it and the director up to the very stricture. But when this difficulty 
occurs, it is advisable to lengthen the cut upwards through the skin and coverings 
of the sac, till the stricture is brought completely and distinctly into view, and then 
to introduce the director.—s. F. S. ] 

1174. The bloodless dilatation, or that without cutting, which is only 
applicable in those cases where serious injuries, not well to be avoided, 
forbid incision, may be effected either by the introduction of the finger, 
or with a proper dilating instrument, (Le Branc’s dilator,) or with a 
small hook, (Le Cat’s S-shaped hook and Arnaup’s hook ;) which is 
to be carefully introduced between the intestine and the seat of stricture, 
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and therewith extension made, sufficient to render the reduction possible. 
Bruising of the intestine is scarcely to be avoided. 
_ The bloodless dilatation, first proposed by THEvENIN (a), was particularly recom- 

mended by Le Branc (0); but although Le Car, Arnaup, Ricurer, even Scarpa, 
and others have conditionally declared for it, in recent times it has been almost en- 
tirely rejected, and only applied, by some, (Trusrepr, Rust, Serier,) to femoral 
rupture, especially, and in a manner to be hereafter described. BS 

[I know no circumstances in which dilatation without the knife is permissible. — I 
should consider any forcible expansion of the stricture, by pulling or dragging with 
instruments, dangerous and unwarrantable, as it would be ineffectual for the required 
purpose without more mischief than would result from using the knife.—s. F. s.]‘ 

1175. When the obstruction to the return of the intestines on the part 
of the neck of the sac, or of the abdominal ring has been removed, it 
depends on the state of the parts contained in the rupture how their 
return shall be effected. This is often at once possible, without any 
difficulty ; often must the intestine be carefully unfolded, if filled with 
stool or air (1). ‘That part of the intestine at the seat of strangulation 
should always be drawn a little down, to examine its condition. The 
reduction should be effected with the fingers wetted, those parts first 
protruded, being carefully first returned ; thus the mesentery earlier than 
the intestine, and that before the omentum, according to the direction of 
the aperture through which they have protruded. The forefinger is then 
to be passed by this opening into the belly, for the purpose of deter- 
mining that all the parts are returned (2). | B 

{(1) Always before the intestine is attempted to be returned it should be emptied 
by gentle pressure of its contents, whether air or stool, which renders the reduction 
easy; whilst if this be not attended to, considerable difficulty is often experienced. 
Not unfrequently after dividing the stricture, the tonic power of the muscular coat 
of the bowel will itself empty its contents ; or if they be fluid, they will flow back 
into the intestine canal, the protruded gut become flaccid and be readily returned into 
the belly. I do not at all consent to the practice of pricking or cutting into the in- 
testine, if it be indisposed to return, on account of its distension with air. I am 
sure that after dividing the stricture freely, it is not matter of much consequence 
whether the gut be returned or not by the operator, as most commonly after a short 


time the air passes along the freed gut, and the protruded part diminishes in size, 
and if not restrained by adhesions retracts into the belly. 


(2) Although there may be little fluid in the sac, yet it is not unfrequent to have 
it pour forth freely from the cavity of the belly after the protruded parts have been 
returned, I recollect having a case in which blood-red fluid ‘escaped so largely 
that I almost feared I had divided some vessel ; however, it ceased before the patient 
was removed from the table. Canuaway tells me of an instance in which, after 
the return of the intestine, a large quantity of honey-like fluid poured forth, he 
presumes frori an ovarian dropsy having been wounded: the patient, however, re- 
covered.—J. F. S. | 

1176. The reduction of the intestine may be rendered difficult or im- 
possible— . 

1. By adhesions, | 

2. By disorganization, 

3. By gangrenous destruction. 

1177. If the connexion of the parts with each other depend on a gela- 
tinous substance, it can be easily destroyed with the finger. Filamentous 
adhesions having been made tense, may be divided with the knife, the 
edge of which is to be turned towards the hernial sac, rather than towards 

(a) Traité des Opérations. Paris, 1696. 
(b) Precis d’Opérations. - Paris, 1775, vol. ii. chap. vii. 
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the intestine. But if there be a fleshy adhesion between the sac and its 
contents, the practice is different, accarding as the adhesion is between 
the omentum and the hernial sac, or between the omentum and the in- 
testine. In the former case the omentum must be divided, as near as 
possible to the adhesion, with the knife or with the scissors. If the 
omentum adhere to a considerable extent to the sac, it must only be 
divided at the neck of the sac, surrounded with some linen overspread 
with cerate, and when the inflammation has subsided, it should be divided 
near the abdominal ring. (According to Scarpa, it should be tied and 
tightened daily till it fall off.) The omentum often returns into the belly 
whilst surrounded with the linen (1). In the second case, after the 
strangulation is relieved, the intestine must be left quiet in its place, 
covered with compresses moistened in and often wetted with decoction 
of marsh-mallows (2). It is frequently observed that the piece of intes- 
tine gradually returns into the belly. If it remain partially in the ab- 
dominal ring, it becomes covered with granulations and adheres to the 
integument. ‘The same practice must be pursued in the natural con- 
nexions between the intestine and the hernial sac, when they render 
reduction impossible. 


If the intestine be so considerably distended with stool and air that reduction is 
rendered difficult, it must be attempted, after sufficiently cutting into the constricting 
parts and after the intestine has been somewhat drawn down, by gentle kneading, 
and pressing together, to return partially the contents of the bowel, and to diminish 
the size of the intestine. In such cases the overfilled intestine has been punctured 
with a large needle. (Lowe,) with a lancet, (Loprrier,) and with the trocar 
(Ricueranp, Jonas, Von Graere); the latter was successful, and at the same time 
a loop of the mesentery (a) was applied (3). 

(C1). If the adhesions between the omentwm and sac be old and membranous, and 
easily divided, it is advisable to do so, and to return the omentum. But more fre- 
quently the adhesions are too short to admit of this; or the surface of the omentum is 
actually glued to, and so consolidated with, the surface of the sac, that it cannot be 
set free without cutting through. I have had two cases of this kind, in which, 
having returned the gut, after freely dividing the stricture, I have left the adhering 
omentum undisturbed, and no ill consequences have ensued. But there is a pre- 
paration in St. Thomas’s Museum, where this practice was pursued, and the gut, 
after division of the stricture, returned into the belly, yet the symptoms of strangu- 
lation continued, and the patient died; and, on examination, it was found that the 
omentum formed a tight cord upon the intestine as it lay transversely behind it, on 
the brim of the pelvis, and completely prevented the passage of the contents of the 
bowel through it. I do not, therefore, feel certain as to which is the best practice 
in such cases; but I may state, that my cases which were successful happened after 
the fatal case just mentioned. I certainly should not be disposed to adopt or re- 
commend the practice proposed by Cuexius, of separating the adhesions at the neck 
of the sac, and passing a piece of linen round the omentum, with the purpose of » 
dividing it at a future time, as I should expect that the presence of such extraneous 
substance would be likely to excite dangerous inflammation. 

(2) As to the adhesions between the omentum and gut, if they cannot be easily 
separated with, the finger, they are best left alone, without attempting further sepa- 
ration or their return, to take their chance together, either to remain in the sac, or 
return of their own accord into the belly. 

(3) There is in the Museum of the Royal College of surgeons of England, a 
preparation of a portion of strangulated smal] intestine, which not being returnable 
on account of. the great quantity of air it contained, was cut into, to the extent of an 
inch, and left in the sac, and the patient died. I cannot imagine there is any ne- 
. cessity for puncturing the intestine to compel its return into the belly, provided the 
stricture be freely divided ; for I know by experience, that if strangulation be relieved, 


(a) Journal voy Grazre und WatrtueER, yol. iii, p, 255, 
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it is of little consequence how much intestine be down. In reference to this point, 
I recollect the largest scrotal rapture on which I have operated, and in which, before 
the division of the stricture, there was at least half'a yard of bowel down, filled with 
air; and, after the stricture had been cut through, at least as much more thrust 
through, so that'I almost despaired of getting any back; yet after a time I returned 
the whole. To my vexation, however, next morning I found my patient had got 
out of bed to relieve himself on the chamber-pot, and as might be expected, the 
bowel had descended, and in such quantity, that the sero/wm was at least as big as 
& quart pot, and the vermicular motion of the intestine was distinetly seen through 
the stretched skin. Nothing further was done than to keep the tumour raised above 
the level of the abdominal ting, by placing a pillow beneath it, and by degrees it 
returned, and the patient never had an untoward symptom. 

If, however, the bowel be filled with solid matter, as hard stool, or apple or potato 
skin, and its return thus prevented, as well as the passage through it co 
instance of which latter kind is in the College Museum, then the loaded gut ought 
to be cut into freely without hesitation, as the only means of perhaps saving the 
patient's life. But such cases I suspect are exceedingly rare.—1J. F. s.] 


1178. If the omentum be converted into a tangled lump, it must not 
be returned into the belly, because it requires a too large dilatation of 
the abdominal ring, and this degenerated mass may produce inflammation 
and even suppuration in the cavity of the belly. The general advice in 
these cases, is to tie the omenfum above the degenerated part, to cut it 
off below the ligature, to return the tied part into the belly, and to fasten 
the threads externally. The ligature of the omentwn, however, causes 
a new strangulation (1). BS 

Experiments on animals, and numerous practices upon man, show that 
the omentum, cut off and without tying, may be returned into the belly 
without injury (2). But if the vessels of the cut edge of the omentum 
bleed they must be tied singly and the threads allowed to hang out ex- 
ternally, or torsion must be performed on them (3). The recommenda- 
tion of allowing such diseased pieces of omentum to lie out, (PouTEar, 
Desautt, Vopr, Zane, and others,) proves the objection, that by fast- 
ening the omentum in this position, severe disturbance of the stomach 
and so on may be produced. If the omentum be sloughy, the sloughy 
part must be removed with scissors, and treated in the way prescribed. 
In these cases, generally the omentum becomes adherent to the neck of 
the sac, which it then closes like a plug. 


- {(4) Lhave tied the omentum, and cut off the part below the ligature several times, 
without any of the untoward results eammonly, and as by CHe.ius, assigned te this 
practice. : 

(2) The largest portion of omen?w I have known removed was seven ounces and 
a-half, in a-case of scrotal rupture, ina man forty-two years of age, under Caz- 
-_— care; he recovered, and the preparation is-in the Museum of Guy's 

ospital. 

Key (a) advises, that “the omenéwm should be unfolded before it is divided by 
the knife; otherwise the cutting off the omentum in a mass prevents all the vessels 
being seen, and when returned into the abdomen they bleed profusely. A case of 
this kind happened to him, in which he cut off “a large portion of omentum with 
one stroke of the knife, securing the bleeding arteries before returning it to the mouth 
of the sac. In four hours after the operation, blood of an arterial eolour began to 
ooze from the sac, and soon increased in quantity to alarm the dresser. He used 
pressure and cold to no purpose. Her pulse began te falter, and her face was be- 
dewed with a cold perspiration; and in this state I found her, when early on the 
following morning I was called to see her. It was evident she had lost a very large 
quantity of blood, and had she not been possessed of an unimpered constitution, she 


(a) Coorrr’s Hernia, above cited. 
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could not have supported the loss. I opened the sac, removed the coagulum with 
which it was filled, and was proceeding to look for the bleeding vessels of the 
omentum, when I fortunately observed the hemorrhage had suddenly ceased. The 
only ill effect of the hemorrhage was the disturbance of the adhesive process, and 
the consequent suppuration in the sac, as she ultimately perfectly recovered.” 
(p. 43, note.) ; 
hen necessary to remove omentum I generally tear it off as far as possible, and 
afterwards cut through the part which will not tear. I have rarely had occasion to 
apply any ligatures. 

_ Sometimes if the omentum be left, itsloughs; I have seen this happen two or three 
times without any inconvenience. Asriey Cooper (a) mentions a case in which 
both omentum and intestine were returned into the belly, and after the operation 
the patient complained of severe pain in the belly; the ligatures on the wound in 
the scrotum were removed; on the following day a small portion of gangrenous 
omentum protruded, more and more gradually descended, till the whole which had 
on protruded appeared in the wound, sloughed, and the patient recovered. 

p- 44.) 

Hewerr has recently (6) given a good account of some cases in which the 
omentum had formed a complete bag around the intestine in strangulated rupture. 
Although Ricrrer has been stated to have had cases of this kind, yet it appears 
that he merely notices their existence without mentioning any particular instance, 
and Hry’s cases cannot be admitted as belonging to this class. Hewerr states 
that *‘ these sacs have been found in the three most common forms of hernia; but 
it is in the umbilical hernia they have been generally observed; the relative situa- 
tion of the intestine and the omentum in the abdominal cavity will easily explain the 
fact. Complete omental sacs were found in four cases out of thirty-four operations 
for strangulated hernia, performed at St. George’s Hospital in 1842-43; of these 
four cases two were femoral, one inguinal, and one umbilical. The formation of 
these sacs is attributed by Ricurer to the firm agglutination of the margins of the 
omentum which has surrounded the bowel. Inthis explanation of Ricurer’s which 
does not appear to be applicable to the majority of cases the two following explana- 
tions of the manner in which these sacs are in some cases formed have been added ; 
—First, the gut, completely enveloped by the omentum, passes through the ring, and 
the omentum thus disposed round the intestine becomes attached to the circumfer- 
ence of the neck of the hernial sac; this omental pouch is subsequently distended 

zby the intestine, and thus forms a complete lining to the hernial sac. Second, an 
épiplocele takes place, and the portion of omentwm which is protruded becomes al- 
tered in structure, and its folds firmly united to each other by the effusion of lymph; 
but within the abdominal cavity, in the neighbourhood of the ring, the fold, into 
which the omentum has been drawn may not be agelutinated ; they will thus leave 
spaces into which a knuckle of intestine may insinuate itself, pass through the rings 
and form for itselfa bed in thealtered mass of omentum which is in the hernial sac. 

It may happen that two or three portions of gut may slip into the different spaces 
left between the folds of the omentum and subsequently form for themselves sepa- 
rafe pouches. Several separate sacs, with narrow-necks, may be thus found in the 
omental mass, which is in the hernial sac. Once formed, these saes may attain an 
immense size. In one case the sac measured six inches in length, and eleven inches in 
circumference at its broadest part. The omentum in which a sac has been formed, 
may in the course of time, especially if it is irreducible, become altered in structure 
either by the effusion of lymph or by a deposition of fat, which takes place in the 
walls of the sac. By this alteration of structure the thickened sac may, in an ope- 
ration, become the source of very great difficulties. * * * These omental sacs may 
either lie loose in the cavity of the hernial sac, or the two sacs may have contracted 
more or less extensive and firm adhesions with each other. (pp, 284-87.) 

The neck of an omental sac may become the sole cause of strangulation, of which an 
instance is given. ‘The division of the neck of these omental sacs may be fol- 
lowed by hemorrhage,”’ of which he also mentions a case ; the external bleeding at 
‘the operation was slight, and soon ceased ; but after death a layge patch of recently 


(a) Above cited. Hernie completely enveloping the intestine ; 
(b) Observations on the Omental Sacs in Med.-Chir. Trans, vol. xxvii. 1844, 
which are sometimes found in Strangulated 


26* 
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effused blood was found in the folds of the omentum near the mouth of the sac. 
(pp: 291, 92.)] at & 

(3) If the blood have not coagulated in the vessels of the omentum, cutting it off 
and tying them singly is not only an almost interminable business, but also when 
apparently all the vessels have been secured, and the patient put to bed, after a few 
hours secondary bleeding occurs from some little vessel or vessels which had escaped 
notice, the sac and yielding skin become largely distended with blood, insuch quantity 
as to produce faintness, and require the reopening of the wound to remove the blood 
and tie the bleeding vessels.. This disturbance of the wound prevents the adhesive 
process, and very commonly gives rise to abscess in the sac or its immediate neigh- 
bourhood, by which the cure is much retarded. A case of this kind occurred to me, 
and a large abscess was the result, although the patient ultimately recovered. It is 
on this account I prefer tearing through the omentum as much as possible, by which 
the ends of the vessels are ensheathed in cellular tissue, and do not bleed, or even 
tying up the omentum together. ‘ 

The occurrence of abscess in the sac, independent of bleeding, and which some- 
times reproduces symptoms of strangulation, has been noticed by Key, as will be 
presently seen (p. 309); first ina case which occurred at St. Thomas’s Hospital 
in 1817, which | remember to have noted; and secondly, in a case of his own.— 
Ike Sel 


1179. If the intestine have a dark, violet, even dusky colour, and its 
warmth be diminished, these must not prevent its reduction; only, 
according to some, the precaution should be taken of drawing a loop 
through the mesentery, for the purpose of keeping the returned intes- 
tine in the neighbourhood of the abdominal ring, and to afford a more 
free escape to the stool, if a part of the returned intestine be destroyed 
by gangrene. 

[It not unfrequently happens, that though af intestine be a dark-chocolate colour 
when the sac is first opened, yet immediately after the division of the stricture, the 


colour, which has depended only on venous congestion, begins to alter, and the gut 
becomes florid. This is always a very encouraging sign.—s. F. s.] 


1180. If the gangrene be more severe, which is characterized by loss 
of gloss, by an ashy-gray colour, by a softened condition, by the easy 
peeling off of the outer membrane of the intestine, if the gangrenous 
portion be but small, it must be opened with a lancet, and the gan- 
grenous part fastened in a corresponding position to the abdominal ring. 
If a loop of intestine be attacked with gangrene, and the continuity of 
the intestinal canal destroyed, the gangrenous part must simply be cut 
off with scissors, as by the previous inflammation, adhesion of the rest 
of the intestine with the hernial sac has been effected, which prevents 
all effusion of stool into the belly. If the excrement will not escape of 
itself, an elastic sound must be introduced. The enlargement of the 
mouth of the sac with the knife is dangerous, as the division easily 


overshoots the boundary of the adhesion and may cause effusion into the 
belly. 


Stitching up the intestine after cutting off the gangrenous part, as proposed and 
performed in various ways, is objectionable, as the stitch not holding the inflamed 
intestinal membranes, produces extension of the inflammation and gangrene. 

1181. If in the protruded bowel any wounding substance be found, 
it must be removed by the wound; if the intestine be so narrowed and 
degenerated that it can no longer allow the passage of the stools, that 
part must be cut off, the wound brought together, by means of Lemperr’s 
stitch ; or the intestine must be fixed in the abdominal ring, by a twist 
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of the mesentery. In very small wounds only of the, intestines, may the 
little opening be tied up with a silk thread (A. Cooper). 

1182. Ifin an old and bulky rupture, it be certain that it is not pos- 
sible to return the contained parts, on account of the great adhesion 
and degeneration, the hernial sac must merely be laid bare at the 
abdominal ring, the strangulation relieved, and the rupture left where it 
was (1. 

That mode of operating in which the hernial sac is not to be at all 
opened, but only the abdominal ring dilated so as to return the hernial 
sac together with the intestine, is, in general, to be rejected, and the 
not opening of the sac to be most especially confined to those cases in 
which it is certain that in a recently produced or extraordinary large 
rupture, or in a rupture entirely adhering to the neck of the sac, the 
strangulation is seated in the abdominal ring. In most cases the con- 
nexion between the aponeurotic opening and the hernial sac is so firm 
that the blunt end of a knife cannot be inserted between them, especially 
if a truss have been already worn (2). 


Although Franco and Pars had cut into the abdominal ring and did not open the 
hernial sac, except when reduction could not be effected, yet the practice was. first 
generally recommended by Perit, in large and adherent ruptures; after him, by 
Garenceot and Monro, in recent and small ruptures, and more recently by A. 
Cooper; but especially by Key (a) and Preiss () has it been laid down, to a 
certain extent, as the proper practice (2). The advantages resulting therefrom, are 
diminution of the danger, as the hernial sac is not injured; as well as that by keeping 
the air from the cavity of the belly inflammation, in any injury of an artery effusion 
of blood into the belly, and also injuring and tearing the intestine in incipient gan- 
. gtene, are prevented; and when it seems necessary, the opening of the hernial sae 
can always be made. These benefits are, however, sufficiently outweighed by the 
disadvantages, that without opening the sac no insight can be obtained of the state 
and condition of the parts, the tightness at the neck of the sac may be caused by the 
entanglement of the intestine and by the peculiar position of the omentum, and the 
operation, especially in stout persons, is very difficult, and therefore only to be con- 
fined to the above-mentioned cases, With this mode of treatment must be placed 
Gvenrin’s (¢) subcutaneous incision of the abdominal ring, which he would employ 
in all ruptures with recent strangulation from the ring, where, however, no sloughy 
destruction of the loop of intestine is to be feared. In strangulation by the hernial 
sac it is not applicable. > 

[(1) When a rupture is large and old, surgeons generally follow Asttey Coorer’s 
recommendation, of dividing the stricture without opening the sac and leaving the 
protruded gut in the sac or not, as may be. For this he assigns the following 
reasons :—‘‘/irst, in very large old herniz, the cavity of the abdomen is so much di- 
minished by the habitual loss of the protruded intestine and omentum, that it becomes 
scarcely able to receive them again; and if a reduction is attempted, the force 
necessary to effect it endangers the bursting of the intestine; second, a large surface 
of intestine is exposed and handled for so long a time, as to produce, even if it does 
not give way, the risk of an inflammation which will probably be attended with fatal 
consequences ; third, if by great pains the intestine be returned, itis scarcely possible 
to keep it in the now over distended abdomen, so that the slightest cough, or effort 
of any kind, is sufficient to bring it again down into the sac, and thus induce a high 
and dangerous inflammation ; /astly, when great adhesion occurs, so much time is 
necessarily required in performing the operation, to separate the united surfaces, that 
fears may be justly entertained of the patient not surviving the operation. * * * 
Hence, in these cases, I would advise only the division of the abdominal ring; or 

(a) Memoir on the advantages and prac- (b) Wardigung des Bruchschnittes ohne 
ticability of diyiding the stricture in Stran- Erdéffnung des Bruchsackes. Wein, 1837. 
gulated Hernia on the outside of the sac. (c) Gazette Médicale de Paris, 1841. No. 
London, 1833, 33. 
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if the stricture is higher up, of the lower edge of the transversalis muscle; but the 
hernial sae should not be opened, unless the stricture is situated in the sac itself.” 
His mode of performing the operation he thus describes :—** I made an incision three 
inches in length, immediately over the abdominal ring, exposing it with the knife, 
as well as the fascia, which it sends off. I then made a hole in the fascia large 
enough to introduce a director, which I thrust up behind the abdominal ring, between 
it and the hernial sac; and passing a curved probe-pointed bistoury upon it I divided 
the ring. I then introduced my finger, and feeling some resistance from the trans- 
versalis, I carried the bistoury upon the director up to it, and divided this also.” (p. 
63). It is rather odd, in referring to Cooper’s first reason for following this practice, 
that the case on which the operation just described was performed, ‘*had existed 
from the patient’s (aged fifty-four) earliest years,” and that it ‘‘was of enormous 
size, reaching half-way to the knees,” yet after the division of the stricture, ‘it 
went up with a gurgling noise, as soon as his hand was laid upon the tumour.” 
And as regards the danger of exposing and handling for a long time a large surface 
of intestine, as laid down in his second reason for not opening the sac, the only case 
he refers to is CarpeNTER’s, who says :—‘ It was the largest hernia I ever remember 
to have seen;’’ and, having opened the sae ‘“‘a large quantity of intestine, with a 
small piece of omentwm protruded;” but after dividing the stricture, the adhesions 
were so great, that he ‘‘judged it advisable not to attempt their separation. And 
from the size of the hernia, it was quite impossible to bring the integuments over 
the intestine, which was therefore left exposed to the air;’”? yet nothing untoward 
ensued; ‘the intestine soon began to granulate, and gradually shrunk within the 
wound,”’ and the patient recovered. (p. 64). ; 

This is the operation on which Asrtey Cooper lays so great stress, observing :— 
“T feel convinced that this operation will be gradually introduced into general 
practice when it has been fairly tried, and found, if performed early, to be free from 
danger, and attended with no unusual difficulty.”’ (p. 64). 

“If we cannot accomplish our object in this manner,”’ says Lawrence, “a small 
aperture may be made in the sac, near the ring, which will enable the surgeon to 
introduce a curved director under the stricture; the knife carried along the groove, 
divides the tendon with ease. When the parts are thus set free, they should be 
returned into the belly by pressure on the swelling, if adhesions do not prevent this ; 
at all events, they generally admit of being replaced in part.” (p. 285.) 

(2) I do not think it can be fairly stated from Asttey Cooper’s published state- 
ments, that he is in the generality of cases favourable to, or that he recommends the 
practice of dividing the stricture, in strangulated rupture external to the sac, but only 
lays it down as the general rule in large ruptures. .It is quite true that in his great 
work on Hernia, in the first part of the first edition, when treating of the operation 
for inguinal rupture, he says :—‘ An advantage is derived from dilating the stricture 
without cutting the sac itself, for there is no danger of injuring the intestine, &c.” 
(p. 30); and in the second edition he speaks more at length on the subject thus :— 
‘‘T have occasionally practised, and for some time recommended in my lectures 
the following mode of dividing the stricture without including the sac. The tendon 
of the external oblique having been divided a little above the external ring, the sac 
is gently drawn down, while the muscles are drawn up by an assistant. In this way 
the stricture is brought into view, and can be divided without risk, and without in- 
cluding the peritoneum,” (p. 39); and he then enumerates the advantages from this 
practice, that there is no danger of wounding the intestine, and that if the epigastric 
artery is cut, as the peritoneum is undivided, the flow of blood would be immediately 
perceived, and then the vessel might be secured. But in neither edition of his 
Surgical Lectures, neither that in the Lancet of 1823-24, nor that edited by Tyrrex 
in 1827, does he allude to the division of the stricture without opening the sac, 
except in large ruptures. In both these editions of his Lectures he also expressly 
directs opening the sac and says in the one (a), after “feeling for the stricture, 
* * * you introduce the probe-pointed bistoury on the director or finger, and divide 
the stricture without cutting too much ;” (p."478.) and in the other (d), “having 
thus exposed the contents of the hernial sac, as far as the seat of stricture, the ope- 
rator should insinuate the point of his finger or a director under the stricture, between 
the sac and its contents, at the upper part, carefully keeping the latter from turning 


(a) Lancet, 1823, 24, (b) Tyrreuw’s Edition of Lectures, vol. iii. 
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over the finger or director. He should then pass the knife for dividing the stricture 
upon the finger or director, under the stricture, and by a gentle motion divide this 
Stricture, &c.”’ (pp. 44, 5.) I may also add that I have no remembrance of having 
seen him operate without opening the sac, in the many operations for strangulated 
rupture which I saw him perform in the Hospital during the first fourteen years of 
my professional life. 

To Key, however, must be justly ascribed the revival of Perit’s operation, and 
of its more extensive application (a). His views with regard to its employment 
will be seen in the following observations upon fifteen fatal cases. ‘* The majority 
of the cases,” he says, ‘‘ appeared to have died from peritoneal inflammation conse- 
quent upon the exposure of an inflamed or strangulated portion of bowel. I say 
exposure of the bowel; for it is, probably, not so much the wound in the peritoneal 
sac that disposes to inflammation, as placing the bowel under circumstances to whieh 
it has hitherto been unaccustomed. The sudden change of temperature to which it 
is submitted, the exposure to light, and to a current of air, cannot but have some 
influence upon the delicate circulation of the part, and be productive of some im- 
pression on the nerves of so susceptible a surface as that of a strangulated intestine. 
And if to these influences be added the handling which the gut usually experiences, 
the reaction that follows these agents, we must regard as a natural consequence and 
likely (as experience proves) to amount to excessive inflammation. In tracing the 
inflammation consequent upon an operation for hernia, it is found to spread from that 
portion of the bowel that has been strangulated over the peritoneal surface of the 
intestines, and not to have its origin from the incision in the sac, although two 
wounds are usually inflicted upon it, one for the purpose of exposing its contents, 
and another, higher up, to divide the stricture. The peritoneum about the seat of 
Stricture exhibits fewer signs of acute inflammation than the investment of the 
bowels.” (pp. 11, 12.) After giving an ‘outline of these cases,” Key observes, 
‘it is obvious that the attempt to relieve the stricture without exposing the contents 
of the sac, could not have been attended with any untoward consequences in any of 
the cases, with the exception of the two cases of gangrene, Nos. II. and XII.; and 
in these the symptoms denoting the approach or existence of sphacelus, were suffi- 
ciently marked to point out to the operator the necessary mode of proceeding. Some 
of the other cases, in all probability, would have been benefited had the sac been 
left entire.” (p. 26.) 

Lawrence does not agree with Key in ‘ascribing the unfavourable state of bowel 
which was found in so large a proportion of his thirteen cases, (the other two not 
having been operated on,) and which, I believe, will be met with in the majority of 
those who die after the operation, to the operation itself and its attendant cireum- 
stances, namely, exposure to air and light, change of temperature and handling. I 
think it rather owing to the pressure of the stricture, which affects the parts, not like 
the slight violence of the operation, for a few minutes only, but uninterruptedly for 
hours, and sometimes days, disturbing the circulation, making an impression on the 
intestine as if it had been tied with a string, and sometimes causing ulceration either 
of the internal tunics or of the bowel in its whole thickness. That inflammation 
excited by this kind of injury may cause death is clearly proved by Mr. Kry’s cases. 
* * * When we find the intestines at the time of the operation mortified, as in cases 
II. and XII., distended and discoloured, so that it could not be replaced, and required 
to be opened, as in case V., so altered that the operator would not venture to return 
it, as in cases [II. and VII., the mischief is obviously independent of the operation, 
and its source is rendered unequivocal when we see the tube marked by the stric- 
ture, and mortified at the part thus impressed, as in case IX.” (pp. 279, 80.) 

From a very careful consideration of the circumstances attended on strangulated 
rupture, and from observation of the appearance which the bowel too frequently ex- 
hibits, and the results which follow, I cannot but agree with Lawrence that the 
mischief is rather owing to the ‘pressure of the stricture,” than with Key, that it is 
«‘ consequent upon the exposure of an inflamed or strangulated portion of bowel.” 
But I think it is impossible to doubt that an additional cause is to be found in the 
unwarrantably violent and repeated squeezing which the rupture suffers during the 
use of the éawis; so that one is only astonished that the gut is so rarely burst, and 
the patient destroyed in a few hours. And then, as Key has well expressed it, “an 


(a) Memoir, above cited, 
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operation is often regarded as a forlorn hope, resorted to in the extremity of danger, 
when the injurious effects of delay and violence combine to preclude a chance of 
success. The effect of exposing a contused part is seen in a common bruise; if 1 
soft parts are severely contused, the skin remaining entire, the inflammation 
follows subsides without injuring the texture of the part. But if a small woun 
accompanies the injury, the inflammation proves destructive in its effeets ; sloughing 
of the cellular membrane, with copious suppuration ensues, and the process of healing 
is tedious. Between a common contusion and an intestine, or emenfum bruised by 
the taxis, there is a close analogy; a breach of texture, in the one case, leads to the 
same effects as exposure in the othes. Inflammation is in both the result; and the 
vitality of the parts being impaired, disorganization in both cases follows as the 
consequence of ee action. If the contusion be not accompanied bya 
breach of the surface, no is anticipated ; and just so if the bruised contents of 
a hernia are returned without a wound of the peritoneal sac, and consequent exposure, 
inflammation, if it does come on, seldom proves severe, and still more rarely fatal.” 
~ (pp. 58, 9. 
p< teen E that “the condition of the bowel, that above all others renders it an 
imperative duty to open the sac, is that of gangrene,” and stating that “itis a remark 
made by some surgeons of experience that the intestine is occasionally found to be 
in a state of gangrene when no symptoms had existed before the operation to raise 
a suspicion of mortification having taken place.” Key observes, “it does not, how- 
ever, appear, that any pains have been hitherto taken to form a correet diagnosis of 
the cireemstances under which gangrene has actually taken place; noram I prepared 
to say, that, inall cases, such a certainty of diagnosis is attainable; I think, however, 
that if the attention of the profession were more closely directed to the consideration 
of the condition preceding gangrene, a near approach might be made, sufficiently 
accurate to direct the surgeon’s practice in all cases.” (pp. 103, 104). I cannot 
agree with Key that “the ordinary characters of a completely sphacelated portion 
of bowel are distinct enough,”* for I am quite sure that I have seen them all existing’ 
mere than once or twice without any gangrene, but simply depending on the un- 
warrantable violence used in attempting to return the rupture. But I do agree with 
him, that “it sometimes happens that no such change takes place in the swelling, 
and then the evidence of gangrene is much more equivocal.” It is by no means in- 
frequent to find an intestine mortified, although the time it has been strangulated is 
short, and not the slightest external sign leads to the presumption of its condition ; 
as, on the contrary, it now and then happens that the exterior of the swelling is 
tender, inflamed, doughy, and crackling, from the causes I have just mentioned, and 
yet the intestine within be healthy, and the patient recover the operation. As regards 
the loss of elasticity in the swelling, I believe it a very uncertain sign; the intestine 
may be gangrenous, but the sae fall of fluid, as is commonly the case under such 
circumstances, and then the elasticity remains. The only sign which | think can - 
be relied on, though even that is doubtful, is when the gangrenars intestine has 
burst; then, indeed, although the redness, doughiness, and erackling still remain, 
the rounding of the swelling subsides, and when a little pressure is made on ita 
central hollow is produced, and a sense of yielding beneath, very different from the 
pitting caused by pressure on edematous cellular tissue. 

Key mentions a ease which oteurred to him. in which “a fetid smell, similar to 
that described by Sir A. Cooper, was perceptible in the progress of the eperation, 
before the sac was opened.”? The patient had a femoral rupture, and “a fetid smell 
arose from the swelling as soon as the fascia prepria was opened; it was a Smell 
arising from a decomposed portion of bowel, and the transudation of its fecal con- 
tents. The intestine proved to be quite gangrenous, being black, devoid of lustre, 
and lacerable. Such a fefer might, I apprehend, be discovered in most cases of 
sphacelus before the sac is opened; its absence should be ascertained in every case 
in which the contents of a hernia are to be returned without opening the sac. Before 
disorganization of the coats of the intestine takes place, transudation of fluid or of 
fetid air is probably prevented. In incipient gangrene, therefore, it is not to be ex- 
pected.” (p. 109). 

One instance of fetid smell before opening the sac occurred to me in the case of 
strangulated umbilical rupture, (No.X, in my Table.) which had been so for thirty 
hours; but on exposing the gut at the operation, part of it was quite natural, and 
part dark chocolate-coloured, but shiny, and did not seem to be mortified 3 after death, 
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at forty-eight hours from the operation, it had a dirty clay-coloured appearance, very 
different from that when first exposed. 

Admitting that the presence of the fetid smell is always indicative of gangrene, 
though it has been rarely observed, yet its absence is no certain sign of the healthy 
state of the intestine; and, therefore, some stil] more definite symptoms of this dan- 
gerous condition of the gut are requisite before it can be decided with certainty pre- 
vious to opening the sac. ; 

Lawrence adheres to the old practice of opening the sac and dividing the stricture 
from within; he says :—‘‘ The mode of proceeding thus recommended by Sir Asriey 
Coopsr, and executed by him with perfect facility,’ which is also fully confirmed 
by Key’s practice and experience, ‘* would be found difficult to those less intimately 
conversant with the anatomy of ruptures, and in some eases, probably impracticable. 
It is therefore fortunate that we cannot regard it as,a matter of much consequence. 
When the hernial sac has been freely laid open, we cannot suppose that the addi- 
tional division of its neck will much increase ihe chance of peritonitis. If the stric- 
ture be divided in a proper direction, the epigastric artery is not endangered. Nor 
can the intestine be wounded if due care is taken to protect it, by using a deeply- 
grooved director, or by carrying the curved knife along the finger. It may also be 
carefully held out of the way when the stricture is divided, either by the operator or 
assistant; or it may be covered at that time by the handle of a scalpel. Let'me ob- 
serve further, that the method of dividing the stricture on the outside of the sac does 
not necessarily secure the protruded parts from injury. In afi attempt of this kind 
recorded by Petieran (a), the intestine was wounded. The question of eligibility 
between the ordinary course of proceeding, and this modification must be determined, 
like all other practical matters, by experience. Unless unequivocal advantage should 
be found in the latter, I should not recommend its adoption, being unwilling to in- 
troduce without absolute necessity, a new difficulty into an operation, always re- 
quiring consideration and caution, and frequently attended with embarrassing cir- 
cumstances.”’ (p. 290). 

From my own personal experience of the division of the stricture external to the 
sac, I can say nothing, never having performed it. But Ido not think so great ad- 
vantage is gained by not opening the sac, as is stated. From all the cases J have 
observed, either in the practice of others or in my ‘own,I do not think cutting 
through the hernial sac, and consequently opening the peritoneal cavity, so serious 
as generally considered. If inflammation of the peritoneum have not been pre- 
viously set up, either by the rough usage of the rupture, or by the irritation which a 
long strangulated or gangrenous gut produces, I cannot understand why making a 
small opening into the peritoneal cavity should be more dreaded than the long slits, 
which are now made without compunction, for the removal of diseased ovaries, and 
so forth. There are, however, some conditions which even those who advise leaving 
thesac untouched, admit, require that it should be opened, namely, confinement of the 
protruded parts by entangling bands, or by adhesion to the sac itself, and a gangrenous 
condition of the bowel. Under all circumstances, therefore I am still disposed to 
continue the practice-of opening the sac, as I have hitherto done believing it to be 
the most safe. I cannot conclude these observations without stating that I believe 
much of the fatality attendant on operations for strangulated ruptures, depends on 
the improper after-treatment. 1 well recollect the time when, as soon as the patient 
was put to bed, he was dosed with senna and salts, with a view of speedily pro- 
curing stools, and his already irritable bowels being thereby rendeved still more 
irritable, he speedily sunk. Although this practice is probably less followed now 
than formerly, yet I am afraid there is still too great inclination to employ purga- 
tives too early. For a few hours nothing more than a clyster should be given, and 
not even that, unless the patient be very uneasy in his bowels, and puffed up with 
wind. Not unfrequently they relieve themselves, and only after twelve or eighteen 
hours is it advisable to give medicine by the mouth, for the purpose of completely 
clearing the whole intestinal canal. And unless there be any special indication for 
calomel, I believe that castor oil is the best remedy of all. 

Luxe, who is a great advocate for Perit’s operations, observes ()) that ‘“ the ope- 
ration itself admits of a very brief general description. It consists of an incision of 


(a) Clinique Chirurgicale, vol. iii. p. 102. 
(b) Operation for Strangulated Hernia; in Med. Gazette, vol. i. 1839-40. 
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the integuments over the seat of the stricture, followed by a division of the sub- 
jacent cellular texture and fascia, to which succeeds the cautious division of the 
stricture itself; and afterwards the hernial contents are returned into the abdomen, as 
by the “axis, without exposure. In femoral and in umbilical hernia, forall practical 
purposes of the operation, the seat of stricture may be assumed to be at the respec- 
tive abdominal apertures, although in the former Aernéa there is occasionally some _ 
light variation upon that point, * * * In inguinal Aernéa the seat of stricture is 
more variable, and the range of its variation extends from the internal abdominal 
ring to the scrofum in the male; consequently, without some previous indiea- 
tion to guide the operator, the external incision may be made over one extre- 
mity of the range, when the stricture is far away at the other, and a fruitless search 
may be the probable result. * * * There are several ways of conducting the neces- 
sary examination to obtain the desired diagnosis, all of which depend for their suc- 
cess upon the stoppage of the communication of impulse from one part to another by 
the stricture. Thus, if the body of a hernial tumour be compressed by the hand, an 
impulse is communicated to all its parts below the seat of stricture ; but if the neck- 
of the Aernéa be grasped between the finger and thumb of the other hand, above the 
stricture, while such compression is made there will not be any impulse felt. When, 
in the commencement of the examination the neck of the tumour is first grasped, we 
may be always assured, that if an impulse is felt on compression of the tumour 
itself, the seat of stricture is nearer to the abdomen; and by gradually withdrawing the 
finger and thumb in that direction, whik ewed compression of the tumour is made, 
a point will be soon reached at which se ceases to be felt. The point at which 
impulse first ceases to be felt, is the seat of stricture. In like manner, if an impulse 
is not felt when the neck of the tumour is first grasped, we may be equally assured 
that the stricture is situated nearer to the body of the dernéa; and, bya like gradual 
approximation to it with the finger and thumb, an impulse shortly commences to be 
felt. That point is the uppermost part of the strangulated contents, which implies 
that the stricture is immediately above it; and, on inquiry, it will be found to cor- 
respond with the indications of an examination commenced from below, as just 
mentioned ; and thus the two modes of examination will tend to the correction of 
errors, to which each separately is liable. The same information may be obtained 
by attending to the point of cessation of impulse when the patient coughs; but this 
method is irksome and painful under circumstances of acute peritoneal inflammation, 
and on that account is not so generally desirable as that detailed. Yet much valua- 
ble information not otherwise attainable may be afforded by using this method in con- 
junction with that furnished by compression of the tumour. In some cases the 
stricture occupies a considerable portion of the neck of the hernia, but in most it is 
confined toa limited space. In the former case, before performing Perir’s operation, 
it is desirable to be acquainted with those limits, in order that, when extensive, 
suitable provision may be made for its complete division. The combination of the 
two examinations has this knowledge for its object, which is easily attained by at- 
tending to the points of cessation of impulse. The point of cessation of impulse 
on coughing indicates the upper boundary of the stricture, and the point of cessa- 
tion of impulse on compression of the hernia, indicates its lower boundary of the 
stricture; and, consequently, the boundaries are the limits of its extent.” (pp. 
865, 66.) 

He further observes :—** The probability of the necessity to open the sac to effect 
a return, is much increased when the stricture is caused by its thick and indurated 
neck. * * * When the stricture is situated exteriorly to the sac, a director may 
generally be easily introduced underit, and it may be as easily divided witha bistoury ; 
but when the neck of the sac itself forms the stricture, no such measure can be 
adopted. In such cases its division should be accomplished by cutting the indu- 
rated and thick substance on its exterior surface only, taking the greatest care that 
the knife does not penetrate to the interior of the sac. If this step has been pro- 
perly performed, the division is only partial, and little amount of relief will ensue. 
To render the relief effective, the partial division of the indurated neck should be 
repeated in one or two other situations on the circumference of the stricture, by which, 
at length, the stricturing substance is so far weakened in its power of resistance, 
especially when unsupported by surrounding structures, that it becomes susceptible 
of dilatation by the very moderate interior pressure of the hernial contents during the 


ey 


efforts of the ‘axis. Success does not frequently attend the first efforts, so that re- 
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newed partial divisions, and renewed efforts are mostly required ; and, however 
unpromising such cases may be, experience enables me to state thatin this way they 
often admit of relief without the necessity of opening the sac. The proportion of 
failures in the attempt is, from its nature, greater than that which is experienced in 
hermiz, strictured by the margins of the abdominal apertures; yet inclusive of these 
failures, J have not any reason to consider their general amount large, having sus- 
tained only five failures out of thirty-two cases, on which I have attempted to leave 
the sac unopened.” (p. 866.) 

There is much good in the preceding observations, on which account I have so 
largely quoted them ; but the success resulting from this practice, so very far beyond 
what usually happens in cases of strangulated rupture, leads to the suspicion that 
some of the number mentioned, might, perhaps, have been relieved without other 
operation than the taxzis.—s. F. s.] 


1183. When the intestine has been properly returned into the belly, 
and the wound and surrounding parts cleaned, the edges of the wound 
must be brought together either with sticking plaster or with a stitch, 
covered with wadding and a compress, and this dressing bound on with a 
suitable bandage. ‘The patient should be put in such position that the 
belly shall be relaxed, with his chest raised, and his thighs drawn up ; 
he must observe the strictest quiet, and take only mild mucilaginous 
drinks. In general some hours after the operation the bowels are re- 
lieved of themselves ; but if this do not happen, an oily mixture may be 
given, castor oil, clysters, calomel, and if no inflammatory symptoms 
exist, an oily mixture, with common salt. The dressing must be re- 
placed as often as necessary, and a slight compression made opposite 
the abdominal ring. When the wound has scarred, a proper truss is 
to be applied. If inflammatory symptoms occur, they must be treated 
antiphlogistically. If there be inflammation, consequent on still existing 
strangulation, or if protrusion of the intestine again happen, and it be 
painful to the touch, the part must be returned into the belly by intro- 
ducing the finger. If symptoms of strangulation still continue, on ac- 
count of entanglement of the intestine within the belly, its adhesion or 
narrowing, the intestine must be protruded by coughing, or by intro- 
ducing the finger. Ifthe strangulation still continue several days after the 
operation, and the intestines be still protruded on account of adhesion, 
it may then be advisable, in complete obstruction of the intestine, to open 
it with a lancet. 


Key (a) notices one circumstance in the after-treatment, (especially in inguinal 
ruptures,) in which symptoms resembling those from strangulation occurred, viz., 
the transition of inflammation of the sac into suppuration. The scrotwm swells up 
a day or two after the operation, becomes painful, hiccough and vomiting recur, the 
relief of the bowels is diminished or suppressed, and, from the fulness of the hernial 
sac, the patient has the sensation as if the rupture were again protruded. Distinct 
fluctuation is ordinarily not to be felt, on account of the thickening of the mem- 
branes. At first leeches and evaporating washes are to be applied, subsequently 
poultices, the closed wound is to be punctured with the lancet, and an escape made 
for the pus, whereupon the symptoms soon subside. 

{I have had one case of suppuration of the sac of an inguinal rupture, bat it did 
not cause any peculiar or dangerous symptoms, and after a few days emptied itself, 
and gave no further inconvenience. 

I have once seen in a young man, operated on for scrotal rupture, and. who was 
purged violently for some days, after taking five doses of two grains of calomel, 
with half a grain of opium every six hours, for peritonitis, inflammation extend from 


(a) A, Cooprr’s Hernia, p. 58, note. 
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the sac up to the navel, and round into the loin, which terminated in large slough- 
ing of the cellular tissue; but he ultimately recovered.—s. F. 8.] 


1184. If the intestine be sloughy, it must be merely covered with a 
light compress dipped in a mucilaginous fluid. When all the slough is 
thrown off, and the artificial anus or feecal fistula is formed jby the union 
of the destroyed intestine with the neighbouring peritoneum, care 1s 
merely requisite for the due escape of the stools, the aperture is to be 
covered with wadding, and all pressure removed ; the patient should 
take nourishing and easy digestible food ; clysters and gentle purges 
should be often given. 


{In general during the course of strangulation, the gut becomes soadherent to the 
mouth of the sac, that if it should mortify and burst, or if it be purposely opened 
by the surgeon during the operation, it rarely recedes, and the stools, passing by the 
wound form an artificial anus. 

On the other hand an intestine may be returned into the belly, and slough after- 
wards. Key mentions a case (a) under Astiey Cooper, in which strangulated 
inguinal rupture was operated on, ‘and the intestine, though dark-coloured, appear- 
ing to be merely congested, was returned into the abdomen. In the evening of the 
same day he passed stools per anum, and appeared relieved. On the third day, as 
soon as the poultice was removed, a quantity of feeculent matter was seen issuing 
from the opening; the discharge of fzces continued for five days, at the end of which 
time it altogether healed, and the wound speedily cicatrized.’’? In another case, 
a strangulated congenital rupture, which occurred to Kry himself; on the fourth day 
after the operation ‘‘a copious discharge of faces had taken place at the wound. 
The abdomen had remained tender since the operation, but he had discharged fxces 
per anum. ‘The discharge did not cease for several days, and delayed the healing 
of the wound. But at the end of about sixteen days, he became convalescent, and 
the wound entirely closed.” (pp. 111, 13.) Lawrence mentions a remarkable case 
of bubonocele, which was operated on by RamspEen :—‘* The gut, which was much 
discoloured, was returned without difficulty, but seems not to have completely re- 
entered the abdominal cavity. On passing the finger as high as the incision would 
admit, if it did not fairly reach the abdomen, it seems as if the intestine, although 
free from stricture, were contained in a peculiar membranous bag.” Clysters, which 
were ordered, could not be forced up, which led to examination of the rectum, and 
thence some hardened faces were removed. She was much exhausted, but, by 
care, had considerably recovered next morning, and the bowels not having been 
moved, calomel and colocynth extract were given every two hours, which, in the 
evening, began to operate, and before morning she had eight or ten stools. She 
continued for a time in a very fluctuating state, but well-grounded hopes of her re- 
covery were entertained till ‘* she was seized, in about six weeksafter the operation, 
with violent pain in the lower part of the abdomen, which terminated in two days 
in a discharge of faces from the wound, and perfect ease. The appetite now failed, 
the strength decreased, and death took place on the tenth day from the appearance 
of feces in the wound. On examining the body, the whole of the intestines were 
found so strongly adherent to each other, that they could not be separated without 
laceration. A portion of the ¢/ium, the same, probably, which had been protruded, 
adhered to the abdominal ring. Its coats were greatly stretched, and its canal was 
much contracted. A smal] ulcerated aperture was discovered in this part; and led, 
ina fistulous form, through a substance nearly equal in size to the little finger, to 
the external wound.” (p. 328.) “ 

It has been well observed by Key, that, ‘‘cases are sometimes met with in which 
the patient appears to be doing well after the operation, the evacuations being free 
and natural, and the sickness and pain subsiding ; but after the lapse of two or three 
days the powers begin to sink, the abdomen, though not very tense, is uneasy under 
pressure; the,pulse small and quick, and the tongue becomes dry and coated. ‘This 
condition is, perhaps, protracted for several days, and the patient at length dies. A 
post mortem inspection discovers the cause of death in the dark colour and lacerable 
condition of the strangulated portion of the bowel and the vascular state of the sur- 
rounding parts. This unexpected termination of a case when it does occur, usually 


(a) Memoir, 
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takes place in patients of enfeebled constitution, whose powers are unequal to the 
restoration of the healthy circulation in the strangulated bowel after its release from 
the stricture; and in whom, therefore, a slight degree of inflammation gradually 
ends in the extinction of its vitality. At the period of the operation the intestine, 
when exposed, presents none of the usual indications of present or approaching gan- 
grene; no infiltration of its tissues, no discoloration beyond that which retarded cir- 
culation in a healthy bowel produces, no lack of peritoneal Justre, and no lacerabi- 
lity of texture ; it in no point appears to differ from those cases of strangulation, in 
which an early operation is had recourse to before severe symptoms come on, and 
in which a favourable prognosis is verified hy a rapid convalescence. Exposure of 
a portion of bowel possessing such feeble powers of resistance to morbid influence 
cannot but tend to increase, probably to excite, a disposition to inflammation ; which 
though low in degree, is sufficient to destroy its vitality: and it may therefore be 
fairly regarded as the main agent in the production of gangrene.’ With this ex- 
planation I cannot agree; the mischief has been done to the bowel, or at least its 
foundation is laid, I believe, before the sac is opened, by the disturbance of the cir- 
culation during the strangulation, from which the bowel has not power to recover 
itself; and according as the stagnation of the blood has existed for a shorter or 
longer time, and to a less or greater extent, so does the mischief run on subsequently 
to inflammation and gangrene.—zJ. F. s. 

“‘Tn cases in which great depression of the powers is observed to precede the ope- 
ration,’? continues Kry, ‘‘death sometimes rapidly takes; place without any other 
obvious cause than the exposure of the bowel. The condition of ihe patient is often 
found to be manifestly worse after the operation, and stimulants are obliged to be 
plentifully administered, in order to sustain the sinking powers of life. This may 
happen without inflammation of the abdominal cavity, or gangrene of the bowel; 
and is attributable solely to the depressing effect of the operation. ‘he pulse, which 
before the operation was feeble, becomes fluttering, and scarcely perceptible; the 
countenance which was anxious, now bespeaks the approach of death; the skin is 
covered with a clammy moisture, and the whole frame is siezed witha restlessness 
that gradually ends in the calmness of dissolution.” (pp. 51-4.) 

AstLey Cooper mentions the very remarkable circumstance of tetanus follow- 
ing the operation for rupture, on the eighth day, by which the patient was speedily 
destroyed (a.)} 


(a) Above cited, p. 58, 
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Tabular View of Operations 


= | ar 
Strangu- Hand onstipa- 
: Kind. Sex. | Age. | Duration. Truss. ~ 7 oe Vomiting. Sere 
1835. 
I, Aug. 17 |Right scrotal, not Male...) 43 |From_ child- Worn for Jast/112 hours. |Seven hours,,Not men- 
small, hood, but not| seven years little. tioned 
congenital. how long. 
1836. be 
If. May 10 |Left direct scrotal, Male .. - 73 |15 vears...... sreeee 3 days.--/Constant. -.) 3 days...| 
(also on other \ 
side,) size of pi- 
geon’s egg. 
IIE, Oct.29  |Scrotal, large asMale...| 45 |19 years.....- aiagaine 12 hours. .|Symptoms not urgent. 
child’s head of; 
two years. 
| 
| 
1837. j 
IV. Jan. 24 Scrotal, left, (also Male...| 82 |40 years, (in- cages 4 days...|None ......| 4 days... 
on other side,) carcerated.) 
size of an orange., 
od 
V. Sept. 24 |Fetoral,rightdou- Female.| 56 | 9 years......|Four yearscup, 3days.../Much ......| 3 days... 
ble sac. truss. 
1838. 
VI. Sept.27  |Scrotal, right, asi|Male...| 46 | 2 years,.....|For some time:36 hours. .|Slight....../24 hours 
large as a pear, (Symptoms of strangulation scarce, | naturally 
so that I did not operate for | but since 
Q4 hours.) by clyster 
VII. Nov.4 |Femoral, right, of|Female.) 55 |10 years......|Truss not fit-\10 hours. .|Muchthrow-'36 hours. . 
large size and ting. ing up of ; 
oblong form on wind, but 
Poupart's liga- no vomit- 
ment, then bend- ing. 


ing down and 
extending into | 
labium. 


VIII. Nov. 28 |Right scrotal, con-/Male...) 22 Says he has|Suspensory...|!2 hours. ./Much ....../24 hours. . 


genital; three fin- only noticed 
gers thick, one the swelling 
long. 12 months. 


IX. Nov. 29 |Femoral, (right,))Female.| 43 |12 years......|Six weeks....|47 hours. ..Much......{47 hours.. 
not large, but 
flaccid. 


* Upon these cases I operated in St. Thomas’s Hospital during the first four and a half years of 
Subsequent severe illness has twice broken in on me, and prevented me keeping so regular an 
advantage which accrues from such tables.—J. F. 8. 
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Tenderness. 


— 


Of belly little, of rup- 
ture ditto. 


Of belly much, with) 
precordial pain and 
hiccough from first 
day, which conti- 
nued till third day 
after operation,and 
pain in belly ceas’d. 


Of rupture, probably 
from attempts at 
reduction. 


Of the rupture a lit- 
tle. 


Of the belly; has had 
hiccough through- 
out whole day; 
tenderness ceased 
on second day. 


|None in belly nor in 
rupture. 


At lower part of, 
belly, near the 
swelling. 


ness of rupture, 


A little pain in belly; 
when pressed, | 


Contents. 


Eight inches gut on- 
ly, bright and tur- 
gid, thickened. 


Sac divided by verti- 
cal septum, omen- 
tum before, gut be- 
hind; two inches 
gut, bright choco- 
late-coloured. 


Half yard of intes- 
tine, front half of 
which chocolate & 
thickened,other un- 
altered; also large 
mass of omentum. 


Much adhering omen- 
tum, almost scbir- 
rous; a small por 
tion of colon heal- 
thy. 


Bit of omentum, size 
of a walnut, in Jit- 
tle sac; four inches 
choc. intest., shin- 
ing,but slightly ad- 
herent, and much 
matted omentum in 
large sac. 


Three inches choco- 
late, with a little 
patch of adhesive; 
no omentum. 


Omentum in labium 
soft, but in true 
sac firm and mat- 
ted; in true sac 
knuckle of bright 
gut. 


Pain in belly, tender-|Two inches gut dark- 


coloured, bright. 


Healthy, bright, and 
dark-coloured gut. 


Bowels moved. 


Freely within an hour. 


After 24 hours free mo 
tion from repeated clys 
ters; the bowels con- 
tinued to be moved. 
but though assisted 
with stimulants and 
nourishment, he gra- 
dually sunk. 

A slight motion from! 

clysters after 24 hours; 

after same interval, 
and castor oil and 
clyster, bowels moved! 
freely. 


In eight hours after two 
clysters some scybola 
came away. Next 
morning he had calo- 
mel and castor oil, and 
the bowels were freely 
moved. 


An hour after, the bowels 
very freely opened, and 
again three hours af.- 
ter. 


Within eight hours after 
twice castor oil, very 
copious motions. 


Within first nine hours 
the bowels thrice spar- 
ingly relieved by clys- 
ter. She went on very 
well, but the bowels 
were not satisfactorily 
moved till four days 
after the operation, al- 
though she had calo- 
mel and opium twice 
a day, with occasional 


Cured. 


Died on ninth day; 
intestine at mouth 
of sac still dark 
coloured, little in- 
flammation. 


Cured (stricture not 


tight.) 


Cured (stricture none 
but without dila- 
ting.) 


Cured (stricture not 
very tight.) 


Cured (stricture very 
tight.) 


Cured, (stricture very 
tight.) 


castor oil aud senna 
and salts. 


Bowels moved by clyster 
and castor oil freely be- 
tween 12 and 16 hours 


Cured, (strictnre at 
internal ring very 


tight, and like 
movable membra- 
nous ring. 


Cured, (stricture 


after operation. 
Nine hours after ope- 
ration bowels freely 


moved by clyster, 


tight.) 


— 


Additional Remarks. 


———— 


Large quantity of fat 
between cremaster and 
sac. [ wounded intes- 
tine in opening sac 
with knife. 


Attempts were made to 
diminish size of rup- 
ture by application of 
ice, but without avail. 
The dresser had also 
given tartar emetic. 
The omentum was left. 
The gut came down 
again on ninth day, in 
getting out of bed, but 
slowly returned. 


Ice was applied for three 
hours before operation 
without benefit. Di- 
lated the stricture and 
left the gut, but tore 
and cut off omentum. 
Probably in this case 
the colon, together with 
its peritoneal connex- 
ion to the iliac pit, de- 
scended, but I did not 
notice this at the ope- 
ration. 


The larger piece of omen- 
tum was cut off. 


Cremaster 


n enormously 
thickened. 


The inside of the sac had 
probably burst, and al- 
lowed the gut to escape 
into the dabium, 


my Assistant Surgeonship; and it will be observed that for one whole year I had not a single case. 
account since; but I hope yet to resume and continue a similar one, as 1 am convinced of the 
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Kind. 


Sex. 


1840. f 
X. April 18 |Femoral, (right,)/Female. 
swelling large. 


XI. June 15 |Umbilical,(aslarge|Female. 
as a half-quart- 
ern loaf,) with 
cleft, so as to 
have hour-glass 
form. 


XIU. July 4 |Femoral, (right,)/Female. 


always small. 


XIIL. July 30 |Scrotal, (left,) size|Male.. 
of pigeon’s egg. 


XIV. Aug. 16 [Scrotal, (right,)]Male. .. 
also on left. 


XV. Oct.29 |Femoral, (right,)/Female. 
size of pigeon’s 
egg. 


TABULAR VIEW OF OPERATIONS 


Age. Duration. 
62 |24 years...... 
60 |12 years...... 
57 =|20 years...... 
60 |14 years...... 
59 |54 years on left 

18 on right 
after blow. 
45 |20 years...... 


Truss. 


Partially irre- 
duc. 


Partially irre- 
duc., no truss. 


No truss...... 


Soke a... |Constipa-4 
lation. 


23 hours. 


30 hours.. 


3 days.. 


Has worn .... 


Has worn .... 


Has worn till 
within last 
three years. 


6 hours. - 


26 hours. . 


Vomiting. 


Mitehienncres 


Much, 
12 hours. 


.|Much, three 
days. 


Much...... 


Much...... 


4 days..+)36 hours, 


much. 


Constipa- 
tion. 


36 hours.. 


36 hours.. 


5 days.. 
36 hours... 
4 days.. 


Tenderness. 


Much pain in belly, 
and not relieved by 


pain nor tender- 
ness in swelling. 


Swelling tender.... 


Pain, but not tender- 


ness, in the belly. 


Much pain in belly.. 


Much pain in belly; 
operation 
complained of pain 
about navel, which 


after 


did not subside. 


Much pain in belly 
with tympany, 


the operation; no 


.|Sac divided by trans- 
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Contents. 


Much adhering omen- 
tum, four inches of| 
intestine verydark, 
but shining. 


verse band; hard 
muss of omentum, 
adherent in upper 
portion; 8 inches 
of dark chocolate 
bright intestine. 


Very small knuckle 
of dark-coloured 


bright gut. 


Large knuckle 
dark gut, very 
tense, and perito- 
neal coat seemed 
cracked. 


Half yard of gut, not 
deep-coloured, but 
much thickened 


of| Bowels 


Bowels moved. 


A few scybola brought 
away by clyster 22 
hours after operation, 
but nothing more. 


Bowels relieved of thin 
motion 30 hours after 
Operation, not without 
calomel and opium 
every two hours seven 
times; a single dose of| 
calomel and_ clysters 
had previously been 
useless. 


Three hours after opera- 
tion a few small scybola 
after clyster, but after 
castor oil the bowels 
were freely moved 
during the day; purg- 
ing came on on third 
day. 


twice moved 
within 12 hours by 
castor oil. 


Within 24 hours his 
bowels freely moved 
by clyster; after which 


and slightly ecchy- 
mosed. 


Mass of healthyomen- 
tum adherent, small 
bit of reddened but 
not dark gut, size 
of top of thumb. 


they continued tolera- 
bly regular, Calomel 
and opium were given 
every six hours, and 
when his powers began 
to fail, brandy and 
arrow-root. 


The bowels were not 
moved till a few hours 
before death, 


Died 18 hours, (stric- 
ture very firm.) 


Died 48 hours, (stric- 
ture not tight.) 


Died 65 hours, (stric- 
ture very tight.) 


tight.) 


but required divi- 


below it.) 


Died 36 hours, (stric- 
ture tight.) 


Cured, (stricture very 


Died six days after, 
(stricture not tight, 


sion, as also a band 


Fetid smell on opening 
the sac. The adhering 
omentum Was left alone. 
The vomiting conti- 
nued after the opera- 
tion almost to the last. 
On examination, the 
intestine gangrenous, 
with mark of separa- 
tion; intestines slightly 
glued. 


Fetid smell before open- 
ing the sac. A deep 
tongh band of cellular 
tissue indented the her- 
nial sac, which also had 
a corresponding deep 
fold, Vomiting conti- 
nued tilldeath. On ex- 
amination, the intes- 
tine dirty clay-colour ; 
no peritonitis. 


No account of examina- 
tion. 


The scrotum very large, 
much reddened, proba- 
bly from efforts and 
crackling. Much diffi- 
culty in returning gut 
on account of its thick- 
ness. In course of the 
second day hiccough 
came on, and some 
sickness, which sub- 
sided, but came on next 
day, and frequently 
after to the last. Nor 
was it checked® but 
shghtly by hydrocyanic 
acid. On examination, 
all the intestines were 
found glued together ; 
strangulated gut not 
restored; suppuration 
between cremaster and 
sac. 


She was, when first seen, 
very much depressed, 
and the surface cold. 
Three or four ounces of 
straw coloured fluid 
escaped from the belly 
after reduction, imme- 
diately on the retura 
of the gut. The omen- 
tum jeft in sac. Calo- 


mel and opium were 
ordered directly after 
the operation on ac- 
count of the pain and 
tenderness of the belly. 
Egg and brandy, and 
other vourishinent were 
given without avail, 
Slight peritonitis; only 
a portion of intestinal 
tube, size of sixpence, 
had been strangulated, 
and lay just above 
mouth of sac, 


* 16? 4) 


Seconp Cuapter.—OF ABDOMINAL RUPTURES IN PARTICULAR 


* 


I.—Or Inevuinat Rupture. 


(Hernia inguinalis, Lat.; Lestenbruch, Germ.; Hernie inguinale, Bubonocele, Fr.) 
Camprnt, P., Icones herniarum inguinalium, edit.aS. Tu. Soemmerrine. Francof, 
1801. 


Cooper, AstLnEy, The Anatomy and Surgical Treatment of Abdominal Hernia. 
Part i. 

Ruprtorrrer, F. X., Abhandlung tiber die einfachste und sicherste Operationsme- 
thode eingespenter Leisten-und Schenkelbriiche; nebst einem Anhange merkwiirdi- 


ger, auf den operativen Theil der Wundarzneikunst sich beziehender Beobachtungen. 
Wien, 1805. 8vo. 2 vols.; with eight plates. 


Hessevsacu, F. C., Anatomisch-chirurgische Abhandlung tiber den Ursprung der 
Leistenbriiche. Whirzburg, 1806. 8vo. 


, neueste anatomisch-pathologische Untersuchung tiber den 


Ursprungund das Fortschreiten der Leisten und Schenkelbriiche. Wiirzburg, 1815. 
4to.; with fifteen copper plates. 
Warrmann, Ueber die Vorlagerungen in Leistengegend. Wein, 1815. 
Lancenzecu, Commentarius de structura peritonei ,testiculorum tunicis, eorum- 


que ex abdomine in scrotum descensu; ad illustrandam herniarum indolem. Gd6t- 
ting., 1817. fol. 


, Abhandlung von den Leisten-und Schenkelbriichen, enthaltend die 
anatomische Beschreibung und Behandlung der selben. Gdtting., 1821; with eight 
copper plates. 


Mecxgt, J. F., Tractatus de morbo hernioso congenito singulari et complicato. 
Berol., 1772. 


Sanpirort, Icones hernie inguinalis congenite. L. B., 1788. 4to. 

WrissBerG, Observationes anatomice de testiculorum ex abdomine in scrotum de- 
scensu, ad illustrandam in chirurgia deherniis congenitis utriusque sexus doctrinam; 
in Comment. Soc. Reg. Scient. Gdtting., 1778. 


Srinocowirz, Anleitung zu einer zweckmassingen Manualhilfe bie eingeklemmten 
Leisten und Schenkelbriichen. Danzig, 1830.  8vo. 


[Darracu, W. E., The Anatomy of the Groin. Philadelphia, 1830. 
folio.—e. w. N.] ‘ 

Zauner, Chirurgische Anatomie der Brickstellen am Unterleibe; inaug. Abhandl. 
Erlangen, 1833. 


Hammond, Witiiam, Anatomy and Surgery of Inguinal and Femoral Hernia. 
London, 1834. fol. 


Also the writers before mentioned. 

1185. Inguinal Rupture passes through the abdominal ring (annulus 
abdominalis); it may be either Scrotal, (Hernia scrotalis, Lat.; Hoden- 
sackbruch, Germ.; Oscheocele, Fr.) when descending into the scrotum, 
or Labial, (Hernia labit pudendi eaterni, Lat.; Bruch der ausserer 
Schaamlippe, Germ.; Hernie des grandes lévres, Fr.) when passing into 
the labium. 

1186. The front or outer abdominal ring is the external opening of the 
inguinal canal, (canalis inguinalis), and is formed by the tendon of the 
external oblique muscle stretching from the upper front spine of the hip- 
bone to the pubic symphysis, (Poupart’s ligament or the external ingui- 
nal ligament of Hessripacu), where the fibres separating, attach them- 
selves by one part (the inner pillar of the ring) to the pubic symphysis, 
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and by the other (the outer pillar of the ring) to the spine of the share- 
bone. ‘A triangular opening is thus formed, of which the share-bone is 
the base, and the point inclining upwards and outwards is the junction 
of the two pillars. By the splitting of the muscular fibres of the internal 
oblique abdominal muscle, the junction of its tendon with that of the 
transverse muscle, forms the other part of the inguinal canal. The in- 
ternal opening of the inguinal canal (hinder or inner abdominal ring) is 
formed by an aponeurosis, (the fascia transversalis of Cooper, the internal 
inguinal ligament of Hessetpacn, the external.layer of the peritoneum of 
LANGENBECK), commencing from the hinder edge of Poupart’s ligament, 
which seems to twist itself upwards and backwards. This aponeurosis 
loses itself above in the cellular tissue which overspreads the inner sur- 
face of the transverse muscle, and is continued to the under surface of 
the diaphragm. Internally it arises from the outer edge of the tendon 
of the straight muscle, which unites with it, and therefore at this part it 
is strongest. “Where the strong fibres of this aponewrosis ascend obliquely 
outwards over the femoral vessels, they form an oblong aperture for the 
passage of the spermatic cord (which, according to CLoqugr, is covered 
by this aponeurosis, to the testicle, where it is connected to the vaginal 
tunic) (1). The inguinal canal is directed from without and above, 
inwards and downwards, as it passes from the hinder or inner to the 
front or outer ring, and is from one inch and a quarter, to an inch and a 
half long. Its front wallis formed by Poupart’s ligament, and asmall part 
of the internal oblique muscle; its hind wall inwards and upwards by the 
delicate fleshy bundles of that muscle, and below and without, by the fascia 
transversalis. In the male the spermatic cord passes through the inguinal 
canal, and is surrounded besides by the process of the transverse fascia, 
by cellular tissue, and covered by the cremaster muscle, (the lengthened 
fibres of the internal oblique muscle), the general vaginal tunic, (tunica 
vaginalis communis, according to LANGENBECR), a process of the external 
layer of the peritoneum. ‘The external surface of the external oblique 
muscle is covered with a delicate aponeurotic expansion considered to 
be a process of the m. fascia late femoris, and which spreads over the 
front inguinal ring and the spermatic cord (tunica dartos, fascia super- 
ficialis of Cooper) (2). The epigastric artery arises from the external 
iliac above Poupart’s ligament, ascends between the transversal fascia 
and the outer layer of the peritoneum, inwards and upwards, on the 
inside of the hinder or inner inguinal ring, there crosses the spermatic 
cord, reaches the edge of the straight muscle about an inch and a half 
from its origin, and runs upwards on its hind surface. If the region of 
the groin be examined on the peritoneal side, the trace of the’obliterated 
vaginal tunic is seen at the point which corresponds to the hinder in- 
guinal ring, and in many cases there is a depression in the peritoneum, 
which indicates the upper part of that tunic remaining open; on the 
inner side of this spot lies the epigastric artery. Between this and the 
umbilical artery, opposite the front or outer inguinal ring, is seen a slight 
depression, (inguinal: pit, fovea inguinalis of HessenBacu,) where the 
peritoneum, towards the external ring, is covered only by the weaker 
parts of the transversal fascia, and by the delicate bundles of the internal 
_ oblique muscle. 
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[(1) The description of that most important part in ruptures, both inguinal a 
femoral, namely, the fascia transversalis, is not given by Cuexius so clearly as might 
be; for it is far less difficult either to dissect or describe than commonly considered. 
At the onset it must be remembered that it is not a tendinous, bnt merely a cellular 
membranous structure, much condensed, and connecting the whole hind surface of 
the abdominal muscles with the front of the peritoneum. Itis not part nor process of 
Povurart’s ligament, but simply.attached toit by one of its processes, whilst the other 
descends behind it, the former commonly called the. iliac, and the latter the pubic 
portion of the fascia transversalis. The iliac portion commences by a sharp angle 
at the outside of the pubic spine, and ascends outwards, closely attached to the back 
and upper edge of Pouparr’s ligament to the upper front spine of the hip-bone, 
gradvally increasing in width, and having a scythe-like shape, with the edge up- 
wards and inwards, to the middle of that ligament, where it suddenly spreads 
upwards and is interposed between the back of the abdominal muscles and the front 
of the peritoneum, and is said to be lost on the diaphragm, which, however, is not 
really the case, for it continues as the connector of the peritonewm with that muscle, 
and then descending upon the front of the loins connects it with the lumbar muscles, 
and runs down upon the zacus muscle on either side, between them and the peri- 
toneum, and having attained those regions assumes the name of fascia iliaca, where 
for the present it must be left. I have said that the iliac portion of the fascza trans- 
versalis was scythe-shaped to the middle of Poupart’s ligament, and it is there, 
about aninch in depth. It then runs inwards and descends behind the lower part 
of the straight muscles, is fixed to the back of the pubic bones, as far as their spines, 
spreads out on either side beyond them, behind and connected but slightly with the 
scythe-like portion, up to the upper front spine of the hip-bone; this from its attach- 
ment is called the pubic portion of the fascia transversalis, and its shape is more 
sickle-like, with the concavity upwardsand outwards. The sudden turing inwards 
and downwards, and afterwards outwards and upwards of the pubic portion uncon- 
nected, or but loosely connected with the iliac portion of the fascza transversalis, 
leaves a gap about an inch and a half above Poupart’s ligament, the hinder or inner 
abdominal ring, which has a sort of oval shape, or rather like the periphery of the 
vertical section of a pear. 

That part of the pubic portion from below the inner ring to the spine of the share- 
bone, and behind the scythe edge of the iliac portion of the fascia transversalis, alone 
forms the floor or back of the inguinal canal, down to the upper edge of the external 
ring, but between this and its connexion to the spine, and symphysis of the share- 
bone, it is strengthened by the lower ends of the conjoined tendons of the internal 
oblique and transverse muscles, which descend in front of and closely connected 
with it, to be fixed from the spine to the symphysis of the share-bone, and thus to- 
gether they shut like a window-shutter against the back of the external ring. A 
little shallow triangular groove extends from the internal to the external ring formed 
by the scythe edge of the iliac portion in front, and the pubie portion of the fascia 
éransversaiis behind, and in this as in a gutter lies the spermatic cord or the round 
ligament. 

It must not be supposed that the inner ring is an actual aperture, except during 
the descent of the testicle, and then indeed it is only the orifice of a cellular pouch 
thrust down below the pouch of the peritoneum, which subsequently forms the 
vaginal tunic of the testicle; and when, after the arrival of that organ in the scrotum, 
the peritoneum upon the cord gradually closes and thins, so likewise does the pouch 
of the transversalis facia, forming the fascia of the cord, described by AsTLEy 
Cooper Jong before Cuoguet’s account of it. In addition to this fascia from the 
inner ring a similar funnel of cellular tissue from the outer ring is given off as the 
cord passes through it, and the two fasciz so-called become confounded into one 
below, between the external ring and the testicle. 

(2) The superficial fascia or aponeurosis of the external oblique muscle is not 
tendinous, but merely the cellular tissue which connects the skin with the front of 
the abdominal muscles, and descends upon the spermatic cord and testicle to connect 


them with the skin of the scrotum.—zs. F. s.] 

1187. At these two points inguinal ruptures are formed, and upon 
the difference in their origin depends their division into external and in- 
ternal, or oblique and. direct of English surgeons). 
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1188. External or Oblique Inguinal Rupture (Hernia inguinalis externa, 
Lat.; Jiissere Leistenbruch, Germ.; Hernie inguinale externe, F r.) Com- 
mences at the seat of the obliterated canal of the vaginal tunic, or the 
intestines pass into the canal itself, which remains partially or completely 
open. This rupture proceeds from above and without inwards and 
downwards, in the direction of the spermatic cord, as a cylindrical 
swelling; the spermatic cord lies on its inner hinder side, and the epi- 
gastric artery passes under the neck of the hernial sac and upon its inner 
side ; if it be returned, a peculiar gurgling is heard. 

1189. Internal or Direct Inguinal Rupture (Hernia inguinalis interna, 
Lat. ; Innere Leistenbruch, Germ.; Hernie inguinale interne, Fr.; Ventro- 
mguinal Hernia of Coorer) passes out of the inguinal pit directly from 
within outwards through the external inguinal ring; it has a peculiar 
founding, a short neck; it raises the inner pillar of the abdominal ring 
considerably ; the spermatic cord lies on the outer side of the swelling; 
no gurgling is heard on its return. 

1190. ‘The symptoms by which external and internal inguinal ruptures 
are distinguished from each other, are only certain at the commencement 
of their existence, and whilst they have yet no great size. When the 
external inguinal rupture has become very large, it completely loses its 
cylindrical form, its oblique narrow neck, and passes directly out of the 
cavity of the belly. The position of the spermatic cord in old ruptures 
is equally various; not unfrequently are the vessels separated from each 
other by the pressure of the swelling. 

1191. External or oblique inguinal rupture passes through the hinder 
(inner) inguinal ring into the general vaginal tunic, and may descend to 
the testicle, the proper vaginal tunic of which it touches. Its own 
coverings therefore are, 1, the skin of the scrotum ; 2, the fascia super- 
ficialis; 3, the tunica vaginalis communis, upon the upper surface of which 
spread the fibres of the cremaster muscle; 4, the hernial sac itself, an 
unnatural lengthening of the peritoneum, covered on its outer surface with 
loose cellular tissue. In old ruptures these layers are often of consider- 
able thickness. 

Sometimes the external inguinal rupture does not pass through the 
front inguinal ring, but remains lying in the inguinal canal; it is then 
called imperfectly developed inguinal rupture (Rupture in the inguinal 
canal of English surgeons.) It forms in (above) the middle of Poupart’s 
ligament, above (before) the crural artery, a round or obliquely oval 
swelling, which becomes larger by coughing, is accompanied with an 
unpleasant sensation of pressure and dragging, and easily thrust back on 
application of the finger. ‘The external inguinal ring is free. If the 
rupture increase, it descends obliquely inwards and downwards, towards 
the external inguinal ring, and passes through it. But it often exists as 
an undeveloped inguinal rupture, and spreads upwards and outwards. 
Besides the coverings already mentioned, this is covered with the front 
wall of the inguinal canal; to wit, the tendon of the external oblique, 
and the muscular fibres of the internal oblique muscle (1). 

[(1) It is not covered by the muscular fibres of the internal oblique, for as soon 
as the rupture is formed by protruding through the upper or internal abdominal ring, 


the muscular edge of the internal oblique and transverse muscles slips back, and 
rests upon the upper and back part of the swelling.—s. F. s.] 
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1192. The internal or direct inguinal rupture projects at the inguinal 
pit, either between the fibres of the fascia transversalis, and the thin 
bundles of the internal oblique abdominal muscle, or protrudes with it 
the fascia transversalis; it drives down external to the vaginal tunic into 
the scrotum, and if it sink lower than the spermatic cord, the testicle 
rests upon the fore or outer part of the body of the hernial sac. ‘The 
coverings of this rupture are, 1, the skin of the scrotum; 2, the superficial 
fascia; 3, sometimes some bundles of the cremaster muscfe (a); 4, some- 
times the transverse fascia (b); 5, the hernial sac, with its external sur- 
face covered with loose cellular tissue. 

(a) As long as internal inguinal rupture is not far from the abdominal ring, it is 
not covered with the cremaster; but in great protrusion it can incline farther out- 
wards, and then it is possible that some fibres of the cremaster may appear on it, 
beneath which it simultaneously slips down. 

(b) This usually appears to be the case, and the cause why the internal inguinal 
rupture can never attain the size of the external. : 

1193. It must be considered as a strong disposition for inguinal rup- 
ture if there be only a partial remaining open of the upper part of the 
vaginal canal for the outer, and a great elevation of the duplicature of 
the peritoneum, in which the umbilical artery lies, for the ianer inguinal 
rupture. 

1194. The ileum is the most common intestine in inguinal rupture, next 
it the cecum and its wormlike process. If the cecum or colon protrude, 
the ligaments are lengthened which connect them to the peritoneum, and 
also that part of the peritoneum which is connected witk the intestines is 
drawn down, so that between the hernial sac and the intestines there is 
the same natural connexion as existed in its previous position. In these 
ruptures of the cecum and colon, part lies externally to the sac, as in the 
belly it had lain external to the peritoneum. In general the hinder or 
under part of its calibre is protruded ; as it drops down however the in- 
testine often twists, so that its bare part lies in front, in which case the 
rupture seems to have no hernial sac. The omentum commonly passes 
into an inguinal rupture, especially on the left side. With, the internal 
inguinal rupture a portion of the urinary bladder sometimes protrudes, 
which cannot be drawn from the sac. In rare cases, in women, the in- 
ternal generative organs are contained in inguinal rupture. Inguinal 
ruptures are much more frequent in men than in women. The frequency 
of internal to external inguinal ruptures is as dne to fifteen. 

1195. If the intestine pass into the still open canal of the vaginal tunic 
of the testicle, it is called a Congenital Inguinal Rupture (Hernia inguina- 
lis congentta seu processus vaginalis, Lat. ; angeborner Leistenbruch, Germ. ; 
Hernie ingwinale congénitale, Fr), The origin of congenital inguinal 
rupture depends, in addition to the vaginal tunic remaining open, upon 
special causes :—first, on the long continuance of the testicle in the ex- 
ternal inguinal ring, because then the vaginal canal has less disposition 
to be obliterated ; second, after birth the protrusion is always favoured b 
respiration and by the action of the abdominal muscles; third, by adhe- 
sion of the testicle with the omentum, or with the intestine, previous to 
its descent, or if the intestine be connected with the peritoneum, as the 
cecum on the right side, it may be drawn down with it. 

1196. Congenital inguinal rupture has the same relations a8 external 
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or oblique inguinal rupture, but is distinguished by the following cir- 
cumstances, first, the common external inguinal rupture does not descend 
over the place where the general vaginal tunic is connected with the 
testicle ; in congenital rupture the intestines touch the testicle, and can 
thrust it upwards and backwards; second, congenital rupture develops 
itself more as the hernial sac is not formed by the early gradual elongation 
of the peritoneum. 

1197. The coverings of congenital inguinal, are the same as those of 
external or oblique inguinal rupture, except that the hernial sac is formed 
by the tunica vaginalis propria. In rare cases a second lengthening of 
the perttoneum may descend into the still open canal of the vaginal tunic, 
by which the intestines descending into this sac are separated from the 
testicle (2). The congenital inguinal rupture is mostly intestinal, be- 
cause the omentum is very short ; it may however contain a portion of 
omentum if it have been adherent to the testicle in the belly (1). 

Narrowing of the hernial sac occurs most frequently in congenital inguinal rup- 
tures, and consequently often several nearly perfectly closed hernial sacs are 
formed (6). 

((1) This is Asttey Cooper’s Encysted Hernia of the Tunica Vaginalis, in which 
“on opening the tunica vaginalis, instead of the intestine being found lying in contact 
with the testicle, a second bag or sac is seen enclosed in the tunica vaginalis, and 
enveloping the intestine. This bag is attached to the orifice of the tunica vaginalis, 
and descends from thence into its cavity ; it generally contracts a few adhesions to 
the tunica vaginalis, whilst its interior bears the character of a common hernial sac.”’ 
Cooper considers that in this case “the tunica vaginalis, after the descent of the 
testicle, becomes closed opposite the abdominal ring, but remains open above and 
below it. The intestine descends into the upper part, and elongates both the ad- 
hesion and tunica vaginalis, so as to form it into a bag, which, descending into the 
tunica vaginalis below the adhesion, and becoming narrow at its neck, though wide 
at its fundus, receives a portion of intestine. * * * The disease does not appear 
like hernia of the tunica vaginalis, as the testis is not involved in it, but can be dis- 
tinctly perceived below it. * * * The strangulation arises from the contracted 
state of the mouth of the hernial sac.”’ (pp. 79-80.) ] 

1198. Various swellings which occur in the inguinal region must be 
distinguished from ruptures ; such are hydrocele, varicocele, inflammatory 
swelling of the spermatic cord, arrest of the testicle at the abdominal ring, 
collections of fat in the cellular tissue of the spermatic cord, collection of 

us. 
a 1199. It is hardly possible to mistake a collection of water in the 
tunica vaginalis propria for a rupture. If the hydrocele be large, it may 
extend up to the abdominal ring and seem to penetrate within it, but if 
the swelling be drawn a little down, it will be seen that it does not lie in 
it, and that the ring is in its natural condition. In hydrocele the swelling 
ascends gradually towards the abdominal ring. ‘The functions of the 
intestinal canal are undisturbed ; lying on the back and coughing have 
no effect on the swelling. Congenital hydrocele, where indeed water is 
collected in the canal of the vaginal tunic, has greater resemblance to 
rupture; however, the consistence of the swelling, its transparency, its 
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more easy or more difficult reduction, its quicker or slower reprotrusion, 
give the explanation (1). The diffused collection of water in the cel- 
lular tissue of the spermatic cord (Hydrocele tunice vaginalis communis) 
has the greatest resemblance to an omental rupture. ‘The swelling which 
originates along the spermatic cord is broader below than above, seems 
to diminish on slight pressure, though it recurs immediately the pressure 
is withdrawn on lying down and standing up. Ifthere be fluctuation, 
it is only at the bottom ; if the bottom of the swelling be pressed, the 
fluid gently rises towards the apex, and expands it. If the swelling be 
within the abdominal ring, it stretches it; the patient often feels a pain 
at some part, and a dragging in the loins. As a distinctive character 
from omental rupture, it must be remembered that hydrocele of the cord 
has less consistence and a less irregular surface than omental rupture ; 
it is also usually somewhat broader at the base, whilst in omental rup- 
ture the contrary occurs («). : 


[(1) Although hydrocele of the common kind, namely, that in the vaginal cover- 
ing of the testicle itself, cannot, without great carelessness, be mistaken for scrotal 
rupture, as its slow formation, its commencement from below instead of above, and 
its transparency sufficiently characterize it; yet if the hydrocele be situated in the 
cord itself, it may, at first sight, be thought to be a hernial swelling, especially as 
it seems to begin at the top instead of the bottom of the scrotum, and the patient’s 
account of its origin is often very confused. I have seen three or four cases of this 
kind, and the last which I had under my care presents a very good example of the 
usual occurrences in this complaint ’ 

Case.—W. H., aged thirty-five, a healthy carpenter was admitted 

May 30, 1845, and says he had never any swelling in his groin till three weeks 
since, when, as he was lifting a heavy weight, he suddenly felt something snap in 
the left groin ; but he suffered neither pain nor uneasiness, and continued his work 
during the rest of the day without further noticing it. On rising next morning, how- 
ever, he observed a small tumour about the size of a filbert, in the left groin, which 
he says entirely disappeared when he was lying down on his back, and was capable 
of reduction when he stood upright. He was told the swelling was a rupture, and 
advised to wear a truss, for which he applied to a maker, who being unable to re- 
turn the swelling, applied the truss upon it five days ago; from which to the present 
ume he has continued to wear it, but the swelling increasing in size and beeoming 
painful he applied to a practitioner, who considering the disease to bean irreducible 
rupture sent him to the hospital. The swelling was in the course of the left sper- 
matic cord, about the size of a hen’s eae, and extended up to the external ring and 
down to the testicle; above it the cord could be grasped, the finger and thumb 
almost meeting ; it was firm and elastic; very tender to the touch (probably from 
the irritation of the truss) ; and a portion of it about the size of a walnut, was trans- 
parent. From these circumstances I was led tc believe it a hydrocele of the sper- 
matic cord. Some, however, might suppose, as it arose sc suddenly, that the 
swelling was caused by tearing of one or more lymphatic vessels whilst he was 
exerting himself. Nothing further was done than applying hot flannels to the 
swelling, keeping him in bed, and giving him a dose of opening medicine. In the 
course of six days it had diminished to the size of a nut, and at the end of a fort- 
night had entirely disappeared. 

A boy aged six years, was brought to the hospital ; 

May 5. 1838, considered to have strangulated rupture. He has worn a truss for 
several years. His bowels have not been moved for the last three days, and he 
has vomited several times, but not since yesterday morning; neither has medicine, 
which he then took, been rejected, although it has not operated. The right side of 
the scrotum, as far as the raphe, is distended with fluid, semi-transparent and ede- 
matous; its shape flat, and much the form of the testicle; it is firm, but indents on 


(a) Scarpa, Sull’ Ernie Memoire Anato- Notes by Wisuart. Edinburgh, 1814. 8vo. 
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pressure of the fingers, and reaches up to the abdominal ring, where it narrows. I 
could not satisfy myself as to the existence of any rupture, but thought it had the 
appearance resembling what I should suppose a burst hydrocele might assume. 
is mother took him away, promising to bring him back ; but he never returned. 

Very recently a similar case to the first was received into the hospital, and as in 
it, the cord could be grasped between the swelling and the external ring; but some 
doubt of its nature being entertained, a cut was made into it, some straw coloured 
serum escaped, and the cyst found to be closed and quite free from the belly. 

Sometimes these hydroceles of the cord may result from the patient having worn 
a truss sufficiently long to produce adhesion of the mouth of the sac and shut off 
the Jower part from the belly without its cavity being obliterated. Sometimes 
after the adhesion of the mouth of the sac, it may be again thrust down, either par- 
tially along the cord, in which case there may be acollection of water in the old sac, 
between the new oneand the testicle; or the newly protruded sac may descend before 
the vaginal covering of the testicle, and carrying down with it the old sac, the latter 
may become situated between the new sac and the vaginal coat of the testicle. 
This appears to me to be the case in two preparations in the rich collection of rup- 
tures at St. Bartholomew’s Museum; and these cases are further interesting, as 
both also have hydrocele of the vaginal coat of the testicle itself. 

Sometimes a rupture is accompanied with a common hydrocele below it; but in 
more rare cases the hydrocele is in front of the rupture, and generally is not dis- 
covered till the operation is performed, when it is liable to produce confusion, and 
make the operator suppose he has mistaken the case. 

Tuomas Buizarp appears to have been the first person who observed hydrocele 
in front of an inguinal rupture, His patient had been subject to bubonocele on the 
right side upwards of six years, and he had almost constantly worn a truss. During 
the last two years of this period, a swelling of the testicle on the same side, which 
seems to have been hydrocele, occurred, but after a few months disappeared, and 
left the testicle wasted and drawn up to the groin. ‘* When first called to him,”’ 
says Buizarp (a), “J found a small bubonocele on the right side, and could dis- 
tinctly feel the festis of the same side, but very small, lying at the bottom of the 
hernia, having an inclination forwards. * * * T'wenty hours after the descent I 
performed the operation. Having dissected down to a membrane, which J considered 
to be the hernial sac, I punctured it at the upper part, and then laid it open its whole 
Jeneth. It extended within the ring, which to obtain room for examination, I dilated. 
Upon further inquiry, [ found the hernia was situated more deeply, and that the 
membrane which I had laid open was the tunica vaginalis testis, extended by the 
hydrocele, which had entirely disappeared. I then of course dissected through this 
tunica vaginalis at the posterior part, and laid open the hernial sac, which contained 
a portion of intestine nearly black from strangulation.” The stricture was at the 
mouth of the sac. ‘‘In this case the hernia must have been behind the cord.” 

OOH : 

Me cle example of this kind occurred to the younger Cuine shortly after, and is 
mentioned by AstLey Cooper (4). J witnessed this operation. ‘On making an 
incision, into that which was supposed to be the hernial sac, a fluid similar to that 
of hydrocele escaped, which it afterwards proved to be, for it was the tunica vaginalis 
which had been opened; on dilating this opening a little, a tumour presented itself, 
which was afterwards found to be from/4th to 3th of an inch thick, which being dis- 
sected through, a fluid resembling the first in colour, but of a fetid smell, came out. 
“This tumour was found to be the twnica vaginalis of the cord, but much altered from 
‘the natural appearance by a quantity of lymph that had been effused, which gave it 
the appearance of India rubber; the intestine had adhered firmly to the adjacent parts, 
and the stricture was divided with (on) the finger. Mr. Curing thought it not ad- 
visable to attempt to break through the adhesions, so as to return the intestine, lest 
it might bring on a dangerous degree of inflammation.” (p. 17). He did well. 
These cases are not so uncommon as formerly supposed, and many of our Museums 
in London possess two or more examples.—J. Fr. s.] 


1200. Varicocele, when it has attained considerable size, has indeed 
some resemblance to omental rupture, the abdominal ring is not, how- 


(a) Astiey Cooper, above cited. , (5) Above cited, 
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ever, stretched ; the several strings of the swollen vessels are felt ; if the 
swelling be compressed for a few moments between the fingers, without 
thrusting it back towards the belly, it almost entirely disappears; the 
whole mass of the testicle seems expanded into varicose vessels. In 
doubtful cases, let the patient be laid on his back, return the swelling, 
and press with the finger on the abdominal ring; this pressure will, 
when he rises, be sufficient to prevent the protrusion of the intestine, 
but not to suppress the flow of blood into the spermatic vessels. 

1201. If an inflammatory swelling of the spermatic cord be developed 
spontaneously, the diagnosis is doubtful, so much the more, if injuries, 
as violent strains, blows, and the like, which equally cause ruptures, 
produce this inflammation. Such inflammatory swelling passes through 
the abdominal ring, descends to the testicle, which seems as it were 
confused with the swelling ; it is elastic, painful, and manifestly enclosed 
by the inguinal canal. Fever comes on, the bowels may be drawn in 
to participate, suppression of their relief, disposition to vomiting and the 
like are produced. In such cases the diagnosis is more difficult, if pre- 
viously there were arupture which has become strangulated by the injury 
which has excited the inflammation of the cord. 

1202. When the testicle only, at a late period, descends through the 
inguinal canal, or when, on account of the shortness of the spermatic 
cord, it remains in the canal, it may by the opposition which the walls 
of the canal offer it, become inflamed. If in examining the scrotum, 
only one testicle be found, the diagnosis is thereby determined. An 
imperfectly developed external inguinal rupture may exist at the same 
time with one testicle lying in the groin, the protrusion of which may 
cause the severest pain, by its pressure on the testicle, as I myself have 
noticed in one instance. 

([(Key (a) mentions a case of strangulated inguinal rupture, in which the testicle 
had never descended lower than the external ring, in consequence of which “the 
shape of the swelling was peculiar; the hernia, instead of passing downward into 
the scrotum, turned, after emerging from the inguinal canal, over the tendon of the 
external oblique muscle, and appeared somewhat like a femoral hernia.”’ (p. 25). 

There is also an example of this kind in the Museum of the Royal College of 
surgeons; and at St. Bartholomew’s there is an instance of a congenital rupture in 
the inguinal canal, in which the testicle also is still remaining.—zs. F. s.] 

1203. Fat may be collected in the cellular tissue of the spermatic 
cord, project from the abdominal ring, or may exist along the cord in 
the scrotum, and form a swelling, which otherwise is accompanied with 
scarcely any inconvenience. But a collection of fat may arise upon the 
front or hind surface of the peritoneum; in this enlargement the fat de- 
scends through the abdominal ring into the scrotum, and drags the peri- 
toneum with it. These so-called Fat-Ruptures, which may be formed 
on different parts of the belly, have the greatest resemblance to omental 
ruptures, especially if they, as is frequently the case, can be reduced. 

Collections of fat upon the surface of the peritonewm may protrude through the 
white line, through the interspaces of the muscles, or through the natural apertures 
of the belly, If these swellings be situated at or upon the white line, they rarely 
attain any considerable size; usually their size is from that of a nnt to that of an 


egg. Some fatty granules, deposited on the outer surface of the peritoneum, are 
gradually received into one of the little openings or clefts formed by the fibres of the 


(a) Memoir. 
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tendinous aponeurosis, where they by degrees grow and enlarge, become converted 
into a swelling with a neck, the root of which is attached to the peritoneum, the neck 
surrounded by the fibres of the aponeurosis, and the bottom spread beneath the skin. 
They are usually firmer when small, and penetrating through a small opening; on 
the contrary, of looser texture when large, and increasing without restraint. Often 
they seem to be reduced and got rid of, but often they are immoveable. The con- 
tinual dragging to which they are subject not unfrequently produces a funnel-shaped 
projection of the peritoneum at that part where they arise, and thus they present a 
sac-like extension, surrounded by a fatty swelling, which, according to VeLprau, 
may cause a real rupture; this danger, however, Perieran states, does not happen 
when a considerable quantity of fat is found around the soft swelling, for the purpose 
of preventing the entrance of intestine or omentum into this elevation of the peri- 
toneum. These swellings are frequently surrounded with membranes which present 
perfect coats, and sometimes also containcysts. The fatty ruptures usually produce 
neither pain nor other inconvenience, and often remain unobserved throughout the 
whole life; but if they lengthen deeply into the duplicature of the sickle-shaped 
ligament of the liver, they may produce great inconvenience, by actually tearing the 
liver and the peritoneum in the movements of the abdominal muscles. Fat-ruptures 
cannot with certainty be distinguished from omental ruptures, for if, as Scarpa 
affirms, they be usually tougher and Jess compressible, this character, however, 
loses all value in old and adherent omental rupture. Pexunran first pointed out the 
mechanism of tke fat-rupture, when it descends through the inguinal canal. In three 
eases he found the fatty mass doubly enveloped in perztoneum, when the fatty swell- 
ing was attached entirely te the perztonewm, like the testicle in its descent; and in 
the protrusion of the fatty swelling into the scrotum, the peritoneum was drawn 
over it like a sheath. The fatty swelling in the scrofum has the same relations as 
the testicle in its vaginal tunic, being doubly covered by the peritonewm, to the 
one part of which it is firmly and to the other loosely attached. This some- 
times also occurs when the fat-rupture passes out by any other of the natural open- 
ings in the belly. Although, however, fat ruptures be found in the scrotum 
without any peritoneal covering, the perztonewm is more or less withdrawn or not at 
all connected with them, if they be merely collections of fat in the cellular tissue of 
the spermatic cord. Although the cavities formed by the double lenothening of the 
peritoneum do not close, but communicate with the cavity of the belly, as does the 
cavity of the vaginal tunic in congenital rupture, yet the fatty mass usually fills the 
sac so completely, that very rarely does intestine of omentwm descend with it and 
complicate the case. The distinction of this fat-rupture from true rupture is often 
very difficult. Its gradual growth, and its freedom from pain on pressure, even when 
very considerable, are characteristic symptoms; but their resemblance to omental 
ruptures has even deceived the most experienced practitioners. If severe colic or 
the like accompany such swelling, a mistake is the more easy, and is only first dis- 
covered in the operation (Scarpa, Cruvetuirr, OLiivizr). 

Compare also on this subject Morcaeni, De sedibus et causis Morborum, Epist. 
xlv. art. 10, Epist. 1. art. 34. 

Pewieran, Clinique chirurgicale, vol. ili. p. 33. » 
_ Bicor, Dissert. sur les tumeurs graisseuses extérieuses au péritoine, qui peuvent 
simuler des Hernies. Paris, 1821. 

Coates, R.; in Cyclopedia of Pract. Medicine and Surgery, edited by Isaac 
Havs. Philadelphia, 1834. vol. i. 


1204. Collections of pus which pass along the spermatic cord, out at 
the abdominal ring, may diminish or disappear in the supine posture, 
and increase on coughing and any other exertion: the fluctuation, the 
presence of symptoms of psoas abscess or of carves of the vertebral column 
may, however, guide the practitioner. bs gp 

1205. Inguinal ruptures must be returned in the same direction by 
which they have protruded, that is, the external or oblique from below 
upwards, and from within outwards; and the internal or direct, from 
below upwards and directly from before backwards. 

1206. For the purpose of keeping ae rupture up, a truss with a semi- 
98 * 
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circular spring which closely surrounds one half of the pelvis is best. In 
the external or oblique inguinal rupture with a long neck, the pad must 
press upon the whole length of the inguinal canal; but in internal or 
direct rupture it must merely press on the external inguinal ring in the 
direction from before backwards. For the external inguinal rupture 
with a short neck the truss should be the same. 

1207. The strangulation of inguinal rupture may be situated at the 
external or internal inguinal ring, in the neck of the sac, or in strictures 
of the body of the sac. If it cannot be removed by the general treatment 
above-mentioned, the operation must be performed with the following 
special objects : — 

1208. ‘lhe cut through the integuments should always be made, espe- 
cially in large ruptures, in the mesial line of the swelling, on account of 
the possible displacement of the spermatic cord, and carefully, because 
there may be a rupture without a sac (1). In every very large external 
or oblique rupture the cut should be commenced above the abdominal 
ring, where the swelling is narrowest, and not further continued till it 
has been ascertained, by feeling with the finger, whether the spermatic 
cord do or do not lie upon the hernial sac. When there is much water 
in the sac, the opening may be made boldly. In addition to the signs 
already mentioned, (par. 1170,) of having laid bare the hernial sac, this 
circumstance still serves, that as the hernial sac is always connected with 
the pillars of the abdominal ring, the ring cannot be penetrated before 
the opening of the sac with the point of the forefinger. If the hernial 
sac be thin, it can be torn, by seizing it with the forceps; but if it be 
very thick, frequently a superficial layer only must be divided, by which 
it is rendered more transparent and rather bluish. In dividing the stric- 
turing part, in well determined external or oblique inguinal rupture, the 
cut must be made outwards, towards the iliac spine, but in the internal 
or direct inguinal rupture, upwards and inwards; in those cases where it 
is doubtful of which kind the rupture is, dzrectly upwards, parallel with 
the white line, so that: the cut may form a right angle with the body of 
the share-bone. After the complete return of the intestine, the forefinger 
should be carried through the inguinal canal, into the belly, to ascertain — 
that it is clear and that no portion of intestine remain in it. In imper- 
fectly developed external inguinal rupture, if the strangulation be at the 
internal ring, the skin, the superficial fuscia and the tendon of the ex- 
ternal oblique muscle must be divided in the direction of the inguinal 
canal, outwards and upwards, and the seat of stricture cut into owfwards 
and upwards. 


(1) On account of the circumstances already mentioned, (par, 1192,) it is always 
cf importance before operating on an old scrotal rupture on the right side, to consider 
whether the rupture be formed by the cecwm or the beginning of the colon. Besides 
the size and long continuance of the swelling, its knotty condition excites suspicion, 
which is probable, if the rupture have been slowly produced. So long as it was in 
the groin it was returnable, but no longer; at least it cannot be perfectly returned so 
soon as it has descended into the scrotum, when the patient, after digestion is ended, 
and a short time before the bowels are relieved, feels dragging and pressure in the 
rupture, as well as frequently colicky pains, which subside after going to stool, and 
if there be in the right iliac region a hollow corresponding to the size of the rupture. 
In this rupture the stricture only is to be divided, and the adherent intestine covered 


with compresses, dipped in a mucilaginous fluid, by which in general it gradually 
returns into the belly. 
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The various opinions upon the most proper direction for the cut into the stricture, 
in inguinal rupture, in order to avoid injuring the epigastric artery, have only by the 
correct anatomical knowledge of its different origin, attained the proper explanation. 
The direction of the cut obliquely upwards and outwards, as proposed by Louis, 
Moranp, Suarp, Gunz, Port, Beit, SaBarier, and others, is so far the most proper, 
as in external or oblique inguinal rupture the artery cannot be injured, and it is by 
far the most common. (par. 1194). Asin the direction of the cut obliquely upwards 
and inwards towards the navel, according to Heister, Garencrot, Le Dran, 
Ricuter, Monrenueim, Mursinna, and others; or inwards towards the symphysis, 
after Lupwie and Serer, only in interna] or direct inguinal rupture can the artery 
be avoided, but in external rupture it can and must be wounded, if it be not granted 
that thereby really oaly the internal pillar of the external inguinal ring shall be cut 
into. ‘The direction of the incision directly wpwards, proposed by Franco, Dionts, 
Petit, Camper, Rovcemont, and others, was for that occasion the safest, and 
Astiey Cooper (above cited,) still considers it the most proper and safe in all cases. 
Cuopart and Desautt gave the most important advice, always to make the cut 
towards the side opposite the position of the spermatic cord, advice, which the know- 
ledge of the corresponding relative position of the spermatic cord and spermatic 
artery, and a presumption of the various kinds of inguinal ruptures, renders 
clear (2), 

[(2) } do not think Cuopart and Desavtt’s counsel is the best that can be taken, 
if it mean any thing more than a caution not to divide the spermatic vessels, which 
no one would do but by the most gross carlessness. Practically speaking, however, 
I can say that I do not recollect having had or seen a single instance of operation 
interfered with by the position of the spermatic vessels, presuming that no pupil of 
Cute or Coorer would think of dividing the stricture in strangulated inguinal rup- 
ture in any other direction than directly upwards, and neither to the right hand nor 
to the left. For whatever may be said, it is impossible, I believe, to distinguish, 
without actual dissection, whether an inguinal rupture be oblique or direct, and 
therefore any deviation from the directly upward division is hazardous.—y. Fr. s.] 


1209. Congenital inguinal rupture, in regard to its treatment, agrees 
entirely with that of external or oblique rupture. ‘The radical cure here 
takes place earlier, by the constant use of a truss, as the canal of the 
vaginal tunic has a natural disposition to close ; on which account stran- 
gulation mostly occurs from a stricture of this canal. The sac is often 
so contracted, even at its lower end, that the cavity of the vaginal tunic 
is entirely closed from the rest of the hernial sac. Ifa portion of intes- 
tine protrude with the testicle, it must be attempted carefully to draw 
down the testicle into the purse, and to keep up the rupture by the truss ; 
if the testicle remain at or in the external or inguinal ring and will not 
descend, a truss, with a concave pad, must be carefully applied. Pressing 
back the testicle; recommended by many persons, is very painful and 
dangerous, as degeneration of the testicle may be caused by the pressure 
of the truss. If the rupture adhere to the testicle, and keeping up the 
former be very painful, an operation and division of the adhesion is in- 
dicated. If strangulation be present and the operation necessary, (which 
even in the first days after birth may happen,) it must be performed with 
particular caution, that the testicle be taken care of. Any adhesion be- 
tween the testicle and the protruded parts must be divided. If water 
as well as intestine be contained in the congenital rupture, it can be 
determined, after having returned it with the intestine, and putting the 
finger on the ring by raising the patient, when the water first, and then 
by coughing or the like, the intestine protrudes. If in these cases a truss 
be applied, in most, the water is gradually absorbed. 

1210, After completing the operation for inguinal rupture, and cleans- 
ing the wound, the edges of the skin should be brought together, with 
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some interrupted stitches, and between them strips of plaster applied, 
and covered with wadding ; to the region of the inguinal canal a many- 
folded triangular compress is to be applied and kept in place with a T 
bandage. ‘he patient should lie in bed on his back, with his thighs 
drawn up towards the belly, and supported by a bolster beneath the 
knees. ' 'The after-treatment is to be conducted by the rules already laid 
down. t 

1211. In the operation for inguinal rupture, without opening the her- 
nial sac, after making the proper cut of the skin a small aperture is to be 
made in the tendon of the external oblique muscle, a little above the 
external inguinal ring, and a director introduced, with which it is sought 
to find the seat of stricture, and then it should be directed towards the 
outer or inner inguinal ring and the stricture divided with a knife intro- 
duced upon the director (Key); or the hernial sac is to be drawn a little 
down, whilst the muscles are raised by an assistant, and then the stric- 
ture being rendered visible in the opening of the tendon, should. be 
divided (A. Cooper). 

1212. External inguinal rupture may originate, in women, in the 
lengthening of the peritoneum, which sometimes accompanies the round 
ligament of the womb, and is comparable to congenital rupture in the 
male sex. 

[This lengthening of the perctoneum was first described by Nucx (a) who called 
it a diverticulum, and said it was about half an inch long and not constant. Curo- 
que (b) speaks of it by the name of Nucx’s canal, as ‘*a cylindrical tube termi- 
nating in a point or in a rounded cul-de-sac, of which the length and size varies ; 
sometimes, on the contrary, it is a little flask with a narrow neck which communi- 
cates with the belly,” and that he has ‘found them not only in female fatus, but 
also in young girls and women of all ages.” (p. 41). 

As to the frequency of congenital rupture in the female, ALLAN Burns says (c) 
that he has seen seven cases, in six of which he ‘found the anterior side of the 
inguinal canal deficient. * * * In one of the subjects with congenital hernia the 
sac did not escape from the canal; in five it had, from the peculiar state of the 
canal, descended along the thigh, assuming to a great degree the resemblance to 
erural hernia. * * * In congenital inguinal hernza:the risk is that we must take 
the disease for erural hernia.”” (pp. 514, 15.)] 
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1213. Femoral Rupture passes through the femoral ring, (annulus 
cruralis), usually on the inner side of the femoral vessels, (¢nternal Fe- 
moral Rupture); in rare cases on the outer side (external Femoral Rup- 
ture. 

The division of femoral rupture, into external and, internal, is grounded on the ob- 
servations of CLoquet (a), and Hesseipacu (+), and is proved in opposition to the 
doubts of Boyer, Lawrence, Lancenseck, and others. 

Loerer (c) describes a new kind of rupture, which passes obliquely through 
Gimsernat’s ligament, and the mouth of which is separated by a portion of that 
ligament, and by the umbilical artery from the femoral ring. The epigastric and 
obturator arteries originate from a common trunk. 

1214, Poupart’s ligament stretches like a cord from the upper front 
iliac spine, to the pubic symphysis, where it is fixed, as already de- 
scribed (par. 1186). Just as this ligament approaches the share-bone, 
it increases in breadth, so that by this broader portion, it is attached 
along the spine of that bone. This insertion runs inwards to a point; 
outwardly it is broader, and bounded by an edge, concave towards the 
femoral vessels, (GimBernat’s ligament). ‘The space beneath Pov- 
PaRT’s ligament outwardly, namely, the hollow between the upper and 
lower front iliac spines, and the illo-pectinean eminence is filled up by 
the m. tliacus internus, and m. psoas magnus, so that only in the middle 
of Poupart’s ligament, between the ileo-pectinean eminence, and the 
sharp edge of Gimpernat’s ligament, there remains an oblong opening, 
the femoral ring, (annulus crurahs, Lat.; Schenkelring, Germ.; anneau 
crurale, Fr., the inner aperture for the femoral vessels of HrssELBACH), 
which contains the femoral vessels, nerves, and lymphatic ganglions. 
The m. iliacus internus, and psoas magnus, are covered with a thin apo- 
neurosis, (fuscia iliaca), which arises imperceptibly from the surface of 
the former, and lies immediately upon those muscles ; the iliac vessels, 
and peritoneum, lie upon and are connected with it by loose cellular 
tissue. This aponeurosis is attached to the linea innominata, to the inner 
edge of the iliac pit, and to the hind edge of Poupart’s ligament. 
Opposite the latter insertion, it terminates running into a point near the 
passage for the femoral vein. Another portion of this aponeurosis passes 
over the share-bone, behind the femoral artery and vein, towards 
the thigh, where it forms the hind part of the sheath in which the 


(a) Above cited, p. 85. 


(6) Der aussere Schenkelbruch; in Neue (c) Archives Générales de Médecine, May, 
chiron., vol. i. p. 91. 1833, 
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femoral vessels are enclosed, and is fixed to the fascia lata. From this 
state of parts, the protrusion of the intestines is very difficult; however, 
the part between the inner concave edge of Poupart’s ligament, and 
the fernoral vein, is not entirely closed, but only filled up by a lymphatic 
ganglion, or by thick cellular tissue. ‘This space is bounded above 
and before by Poupart’s ligament; below and behind by the share- 
bone; inwardly by the concave edge of Pourart’s ligament ; and out- 
wardly by the femoral vein. The thigh-sheath (fascia lata) has two 
distinct insertions at the front upper part of the thigh; it is firmly at- 
tached to the upper part of the share-bone, above the origin of the m. 
pectineus, which it overspreads, and further to the front part of the fe- 
moral ring. The former portion proceeds with the iliac fascia behind 
the femoral vessels; the second attaches itself to Poupart’s ligament, 


though not throughout its whole length, for its insertion terminates at 


the inside of the femoral vessels, which it covers externally. In this 
region then the femoral vessels lie between the two layers of the fuscz 
data; the upper layer is connected below with the under, by which one 
opening is formed the external opening for the femoral vessels of HEssEL- 


Bacu ; the oval cavity of Lawrence, which, at the outer edge, presents 


a semilunar edge; the femoral ligament of Hey; the falciform process of 
Burns.) In this outer hole the vena saphena passes. ‘This aperture is 
larger in women than in men where it is entirely closed by a tendinous 
bundle of net-like tissue. Besides this aperture, there are still several 
little openings in the upper layer for the passage of vessels. A-thick 
cellular tissue, or a thin aponeurosis, spreads over the fascia, and covers 
the vena saphena. 


[This description of the parts concerned in femoral rupture does not accord with 
that usually received in England, nor is it correct according to our dissection. 

It isa curious circumstance that the tendinous and cellular parts connected with 
femoral rupture seem to be a general repetition of those of inguinal; in both an 
aperture exists in the tendinous expansion over the parts, and in both a cellular 
funnel, less or more perfectly shut up and guarded hy peritoneum exists. 

Povpart’s ligament, or the lower margin of the tendon of the external oblique 
abdominal muscle, has been already mentioned as stretching from the upper front 
spine of the hip-bone to the spine and symphysts of the share-bone, its two latter 
attachments or pillars being separated by the external abdominal ring. But on 
further examination, it is found that the attachment of this tendon is still more ex- 
tensive, its connexion with the pelvis being continued outwards from the pubic 
spine about half an inch, and finishing by a half oval concave edge facing 
outwards, thus forming a triangular tendinous space, known as GimBeRNAt’s liga- 
ment, which diminishes, by its own breadth the opening from the belly to the thigh 
between Pourarr’s ligament in front and the pedis from the pubic spine to the 
lower front iliae spine, which is also still further lessened upon the outer side by 
the conjoined mass of the m. zliacus internus and psoas magnus, as they pass from the 
pelvis into the thigh, to their insertion in the little trochanter. The space then 
actually left is scarcely more than an inch wide to the inner side of the junction 
of the hip and share bones, and consequently before and above the inner half of the 
acetabulum or hip-socket and a little to its inner side, and through it the femoral 
vessels pass. But this aperture, the crural ring, has further boundaries. As from 
Povuparr’s ligament, or the crural arch, as it is often called, is expanded above, the 
tendinous covering of the belly, below the upper front iliac spines, and of the m. 
rectt upwards to the pit of the stomach having in it the external abdominal ring, 
so from the lower edge of the ligament descends an extensive tendinous expansion 
which encloses all the muscles of the thigh and is lost about the knee-joint, and 
commonly called the fascia Jata. This sheath seems to begin by a sharp angle from 
the lower edge of Pouparr’s ligament, where Gimpernat’s ligament ends above; 
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as it continues outwards it deepens, assuming a crescent or sickle-like shape, form- 
ing the falciform process, till it stretches down the whole length of the thigh. But 
before doing this, and at the distance of about an inch and a half from Poupart’s liga- 
ment, corresponding also to the same distance from the oblique crease in the skin, 
which separates the belly from the thigh, it curves suddenly inwards and upwards, 
spreading as it rises in front of the m. pectineus, above the origin of which it is fixed 
into the pelvis as far as the pubic spine. A large opening: of an irregular oval form 
is thus left in the otherwise complete tendinous sheath of the muscles of the thigh, 
and to it is given by Lawrence the name of lower or anterior opening of the crural 
canal ; over the inner lower edge of which the great saphenous vein is seen mount- 
img to enter the inside of the femoral vein, which with the great artery it accom- 
panies, are here uncovered by tendinous sheath, but still covered in a peculiar 
manner. 

It will be recollected that when speaking of the transversal fascia in the desciption 
of the parts of inguinal rupture, that its lower part at the bottom of the belly was 
mentioned as consisting of two portions, the front and outer or iliac portion con- 
tinued along the margin of Pouparr’s ligament to the upper iliac spine, forming the 
‘outer half of the internal abdominal ring, then bending round behind the perttonewm 
and spreading over the front of the m. zliacus internus and psoas magnus, as they fill 
the ventral cavity of the hip-bone, and there assuming specially the name fascia 
tliaca. The hinder inner, or pubic portion of the transversal fascia was also men- 
tioned as forming the back of the inguinal canal, and the inner half of the internal 
abdominal ring and then stretching away outwards in a sharp edge up to the spine 
of the hip-horie, behind the front portion, there terminated, and might with equal 
propriety be called fascia'pudica, it being remembered, however, that neither it nor 
the so-called fascia iliaca are other than continuations or processes of the trans- 
versal fascia. Inthe angular track between Poupart’s ligament in front, and the 
m. thacus and psoas magnus behind and on the outer side, and the edge of GimBERe. 
nav’s ligament and the angle of the share-bone, behind, and on the inner side, 
these the iliac and pudic portions of the transversal fascia unite in a kind of seam 
on each side, but separated in the middle at the gap formed by the crural arch for 
the passage of the femoral vessels. ‘Thus far completes the description of the trans- 
versal fascéa in the belly ; part of which only, namely, that immediately connected 
with inguinal ruptures, had been described. It remains now to speak of this fascia as 
connected with femoral rupture. 

The aperture behind Pouparr’s ligament, or the crural arch, and called by Hry 
the femoral ring, gives passage to the femoral vessels, which, whilst in the pelvis, 
jie upon the iliae portion of the transversal fascia, between it and the peritonewm, 
but reaching the crural ring, escape from behind the peritonewm, and then are placed 
between the just mentioned iliac portion of the transversal fasc¢a behind, and its 
pudie portion in front. Here the iliac and pudic fascéx, having joined so as to form 
a corresponding opening to the femoral ring, are continued down into the thigh, in 
the shape of a wide, but much flattened funnel, behind the fascta lata, but uncovered 
by it, as the funnel descends behind its oval opening, and containing within it the 
femoral vessels, is called the femoral sheath, the hinder or iliac portion of which 
descends only to the origin of the deep branch of the femoral artery ; whilstits front 
or pubic portion, extends along the trunks of the femoral vessels till they penetrate 
the tendon of the m. triceps adductor femoris. A process passes from the front to 
the back of the sheath, along its whole length, dividing it into two distinct canals, 
in the outer of which is contained the femoral artery, and in the inner the femoral vein. 
Immediately above the lower edge of the oval opening of the fascza lata is an open- 
ing on the inside of the femoral sheath, through which the great saphenous vein 
penetrates to empty itself into the femoral vein, Above the former, the absorbent 
vessels penetrate, as Astney Cooper (a) describes, ‘ through the inner side of the 
sheath, near the pubes. In the male subject i have seen them enter the sheath ina 
cluster, through a single hole in this fascia ; but in both sexes the fascia is generally 
rendered cribriform, by these vessels passing through a variety of small openings.”” 
(p- 9). He also further states, what I must confess I have never observed, that 
‘if the sheath be opened, the contents will be found separated by fwo membranous 
septa, one passing between the artery and vein, and the second equally distinct be- 


(a) Hernia, part i. 
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tween the vein and the absorbents. * * * The contents of the sheath differ in their 
attachments to the bag; the artery and vein are seen completely filling up the space 
in the sheath which is allotted to them ; while the absorbents are loosely connected 
by means of cellular membrane and fat, which, not affording sufficient resistance to 
the pressure of the abdominal viscera occasionally allows the descent of a hernia.” 
(p. 10). This portion of the sheath is commonly in health, called the cribriform 
fascia, and it is between it and the femoral vein that femoral rupture first enters the 
sheath, and then, protruding its inner side, has been called by AstLey Cooper the 
fascia propria of the rupture, a most inappropriate name, as it might lead to the sup- 
position of a new formation instead of the simple protrusion of an old structure in these 
cases. In regard to this covering of the femoral sac, Cooper says :—‘* A thin fascy, 
naturally covers the opening through which the hernia passes and descends on t 
posterior part of the pubes. When the hernia, therefore, enters the sheath, it pushes 
this fascia before it, so that the sac may be perfectly drawn from its inner side, and 
the fascia which covers it left distinct. The fascia which’ forms the crural sheath, 
and in which are placed the hole or holes forthe absorbent vessels, is also protruded 
forwards, and is united with the other, so that the two become thus consolidated 
into one.” (part ii. p. 2). Croquer also describes the closure of the top crural sheath 
in a very similar manner. ‘The upper orifice of the crural canal (sheath) is 
closed,’”’ says he, ‘by a membranous partition, which opposes the formation of 
crural rupture, as wellas the entrance of the finger when pushed from above down- 
wards, above the crural arch. ‘This partition forms above the arch a sort of dia- 
phragm-cellulo-fibrous. whitish, thick, and very resistant in some subjects; simply 
cellular, weak, and readily yielding in others. I propose giving it the name crural 
septum. It arises completely around the upper opening of the crural canal, is thick- 
ish, and its fibres are most commonly transverse in front, towards the crural arch. 
Within it proceeds from the cellular tissue behind Gimprernat’s ligament; or, 
rather, from the concave edge of that ligament itself, conjointly with the inner wall 
of the crural canal (sheath) itself. Externally it is blended with the femoral sheath, 
and the laminar tissue encircling the epigastric artery, on the outside of which 
cellular tissue fills the space between the crural arch and vessels. Its upper abdo- 
minal surface is concave; its lower, towards the crural canal convave; but some- 
times both surfaces are flat. It always presents one or more apertures for the 
passage of the lymphatic vessels, and sometimes the upper part of the crural canal 
seems merely closed by a fibro-cellular net-work. One of these openings larger 
than the others, is central, and penetrated by an oblong lymphatic gland, and will 
admit the finger.” (pp. 73, 4.) Lawrence says that he has not found, on dissec- 
tion, either Cooprr’s ‘thin fasc/a,”’ or CLtoquer’s ‘‘ membranous partition,” and is 
‘“‘disposed to refer the origin of this fascia propria-to the condensed fibrous sub- 
stance, which completes the crural sheath on its inner or mesial side.” (p. 478.) 
And with his views in this respect I fully concur.—s. F. s.] 


1215, Although the femoral ring is a larger opening than the abdo- 
minal, yet femoral is more rare than inguinal rupture, because the intes- 
tines do not press so directly upon this part; it is not originally open, 
nor does any organ descend through it. Femoral rupture is more fre- 
quent in women than in men. 

1216. Femoral rupture commences with a little roundish deep-seated 
swelling beneath Poupart’s ligament, which as it enlarges spreads aside, 
so that its base increases in breadth, and its greatest diameter corre- 
sponds to the oblique direction of the groin(1). ‘The swelling never 
atiains the size of inguinal rupture; it may, however, spread over the 
femoral vessels and nerves, and produce a sensation of numbness, or 
cedematous swelling of the foot of the affected side. In men, the dis- 
tinction between femoral and inguinal rupture is easy, because the latter 
closely follows the direction of the spermatic cord ; but in women it is 
more difficult, because the cord does not exist, and the abdominal is 
nearer the femoral ring (2). Femoral rupture is easily distinguished 
from a bubo, and from a collection of pus; the diagnosis is, however, 
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more difficult when the rupture is accompanied with a swelling of the 
glands (3). 


{(1) Femoral rupture commonly after descending a little down and protruding 
the sheath inwards, turns upwards upon Poupart’s ligament, so that the bottom of 
the sac is above the mouth. Astriey Cooper, however, states that *‘it sometimes 
happens that instead of crossing the thigh in the direction of the crural arch, it ex- 
tends downwards along the edge of the crural vein and the vena saphena major. 
(p. 1). The tumour does not quit the sheath ’for the crural vessels. The appearance 
of this disease is that of a general swelling of the fascza on the inner side of the 
femoral vein, but without its producing any circumscribed tumour. The part 
swells whenever the patient coughs or uses any considerable exertion, but the swell- 
ing diminishes though it does not entirely subside, when he stands at rest. * * * 
I believe it to be not an unfrequent variety, as I have met with it three times in the 
dead body, and it existed on both sides in each. * * * It is continued downwards 
within the sheath, passing anteriorly to the femoral vein, and descends as far below 
the crural arch as the sheath will allow, the distance being in general from two to 
three inches.” (p. 25). Canuaway tells me one such case occurred under his care, 
and was at first supposed to be varix of the femoral vein, its true nature was, how- 
ever, discovered, and a truss was applied with advantage. 

(2) In ordinary cases I have never seen any difficulty of distinguishing femoral 
from inguinal rupture in women; and cannot conceive it possible, except whilst the 
latter is in the inguinal canal, or on the point of passing through the external abdo- 
minal ring, but even then it is not difficult to determine, as the swelling of femoral 
rupture can be pushed down into the thigh, and Pouparr’s ligament either thereby 
exposed or the fingers passed between the rupture and it, which cannot be done 
by pressing down inguinal rupture, as thereby Pouparr’s ligament is more hidden. 

(3) Besides those here mentioned, there are other swellings in the upper part of 
the thigh or groin liable to be mistaken for femoral rupture. AstiLey Cooper men- 
tions an enlargement of the crural vein, which dilated when the patient coughed, 
(in consequence of the return of blood into the belly, made by the pressure of the 
bowels upon the iliac veins,) disappeared in the recumbent, and reappeared in the 
erect posture. * * * It was easy to detect the nature of the case, for although it 
disappeared in the recumbent posture, it was immediately reproduced, although he 
continued in that posture, by pressing on the vein above the erural arch, and retard- 
ing the return of blood.” (p. 4). Tumours also, either fatty or encysted, may occupy 
the seat of the rupture, and be mistaken for it. Of the latter there is an example in 
St. Thomas’s Museum.~J. F. s.] 


1217. The coverings of femoral rupture are, first the external skin; 
second, cellular tissue and glands; the layer of the former is often very 
thick and loaded with fat; ¢hzrd, the superficial layer of the fascia lata 
(1); and fourth, the hernial sac, the protruded part of the peritoneum, 
which is covered on its surface with a layer of loose cellular tissue. 

These coverings are not the same in all cases; a rupture of increasing 
size may protrude through the aperture by which the vena saphena has 
entered, so that it is then for the most part covered only with skin and 
subjacent cellular tissue. Most commonly a portion of the tlewm is in- 
cluded in femoral rupture, more rarely the omentum, and extremely 
seldom a portion of the bladder. 

[(1) This is erroneous ; the fascia /ata never covers femoral rupture, which passes, 
as already mentioned, through the oval opening, and the third covering is the pro- 
truded sheath of the femoral vessels, as I have already described. 

I recollect seeing Green operate on a case in which, when the so-called fascia 
propria was exposed, it had a nodulated form, and gave some idea of intestine 
covered only with its peritoneal sac; but on carefully cutting through, a mass of soft 
fat was found beneath it, under which was the sac. _ 

In another case under my own care, having cut through the fascia propria, as 
seemed, I thought 1 had reached the peritoneal sac, and dividing it, a small quantity 
of fluid was discharged, which led me to suppose I had opened the sac, but what I 
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supposed to be intestine remained very immoveable, and led me to doubt. Upon 
examining what was thought to be mesentery I found the vessels running in all 
directions, and the part itself semi-transparent; J therefore carefully cut through it, 
and immediately about a table-spoonful of fluid escaped, and a knuckle of intestine 
was exposed.—s. F. S. : 

A very remarkable case of femoral rupture is mentioned by Berarp (a), which 
contained the Fallopian tube, and a large quantity of fluid. It had commenced two 
years previously in a small tumour, which was reducible, but she neglected wearing 
any bandage. In December, 1837, the growth had become more rapid, and the 
swelling, which, was in the right groin, larger than a hen’s egg, stretched some- 
what towards the abdomen and right /abium, with a broad base, and smooth surface, ex- 
cept on the inner upper side, where a nipple-like process, as big as the top of the finger 
protruded, and the skin covering it was thin and bluish. The tumour fluctuated, 
and was transparent, and she says returns into the belly when she lies down. It 
was presumed to be a serous cyst developed in the part, or an old hernial sac closed 
by adhesion at the neck, and become dropsical. She had also a hard round body, 
as big as a turkey’s egg, protruding above the pubes, which on examination, by the 
vagina was found to originate from the womb. The first-mentioned swelling was 
punctured with a trocar, and six or eight ounces of citron-coloured frothy serwm dis- 
charged, which coagulated with heat. A round body, as large as a small nut, and 
irreducible, was felt in the femoral ring and ceased to be felt behind the crural arch. 
On the fifth day after the operation the sac suppurated, and she died on the seventh. 
On examination the interior of this cavity was found lined with albuminous exuda- 
tion, and it communicated by a free opening with the peritoneal cavity behind 
Poupart’s ligament. It contained nothing but the Fallopian tube in a state of con- 
siderable hypertrophy, without adhesion to the interior of the sac, but closely united 
to the anterior part of the circumference of the sac. The tissue of the womb was 
healthy, except being distended by an enormous fibrous tumour. ] 


1218. The epigastric artery is on the outer side in internal femoral 
rupture, and ascends on the onter side of the hernial sac, where it 
crosses the spermatic cord, which runs on the upper and inner side of 
the rupture. The variations in the course of the epigastric and obtu- 
rator arteries are here of the greatest importance. If the obturator 
artery arise from the external iliac or from the epigastric, or both from 
the crural artery, when it has passed below Povparr’s ligament, the 
obturator artery runs along the inside of the hernial sac, down into the 
pelvis. In the same direction, frequently passes a not inconsiderable 
branch of communication from the epigastric to the obturator artery. 
The observations on the frequency of these different origins do not 
always precisely agree ; the origin of the obturator artery is, however, 
almost more common from the epigastric, than from the internal iliac 
artery (0). 

1219. The spermatic cord surrounds the upper part of the neck of the 
hernial sac, describing a semi-circle inwards, so that the neck of a fe- 
moral rupture lies between the epigastric artery and the spermatic cord, 
at an equal distance from both. 

1220. Femoral rupture is often very difficult of reduction owing to 
itsdepth. The fazts must, in a small femoral rupture, be applied directly 
from before backwards ; but ina large one, first from above downwards, 
and then from before backwards, the thigh being also much bent at the 


(a) L’Expérience, April, 1839.—British- seiner Schrift: Ueber die sicherste Art des 


and Foreign Medical Review, vol. x. p. 267. 

(6) Croquet, above cited.—HeEssELBACH, 
A. K., Ueber den Ursprung und Verlauf der 
unteren Bruchdecken Schlagader und der 
faftbeinloch Schlagader. Nachtrag zu 


Bruchschnittes in der Leiste. Bamberg und 
Warzburg, 1819, 4to.; with six Engravings. 
—Tiepemann, Erklarung seiner Abbildun- 
gen der Pulsadern, p, 288-298, 
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groin. The fingers of both hands are to be applied on the swelling, 
and attempts made gently, but continuously, to return the parts. In 
order to keep the femoral rupture up, a similar bandage to that used in 
inguinal rupture is employed, only with a shorter neck, because the 
femoral ring is nearer the iliae spine, than to the front inguinal or ex- 
ternal abdominal ring. ‘The direction of the neck of the bandage must 
correspond to that of Pouparr’s ligament to wit, from the side towards 
the share-bone. The edge of the pad must not descend over the bend 
of the groin. 

1221. Femoral rupture may be strangulated in the external or in the 
internal aperture for the vessels; the strangulation is generally very 
so ae and if reduction cannot be effected, the operation is soon indi- 
cated. 


The strangulation may also be situated in the neck of the sac, especially if a truss 
have been worn for a long time. Jancrr’s assertion (a) that no case of strangula- 
tion by the neck of the sac is known, I must deny. I would add, that in two cases 
the reduction of the intestine was impossible, although the femoral ring was so 
considerably cut into that the finger could be readily passed into it, and turned about 
in every direction. In both cases the strangulation was in the neck of the sac, 
after the division of which the bowel was easily reduced. 

[Key considers the usual seat of stricture in femoral rupture to be ‘a tendinous 
band, which joins the faseza transversalis to the posterior margin of Poupart’s liga- 
ment, and which is quite distinct from Gripernat’s ligament, upon which so much 
stress is laid by some as constituting the stricture.” (p. 14, note, part il.) ] 

1222. The cut through the skin in the operation for femoral rupture 
should have an oblique direction, corresponding to Poupart’s ligament, 
and should extend half an inch over the swelling towards the iliac spine 
and the pubic symphysis. The cellular tissue is then to be divided as 
described (par. 1170) in the direction of the cut in the skin. The sub- 
jacent fat, which in stout persons is often very considerable, has a pe- 
culiar consistence, and often a resemblance to a piece of omentum, must 
be carefully separated from the bands, and the upper layer of the fascia 
lata cut through (1); the hernial sac is then to be exposed and opened. 
A case may occur in which the rupture protrudes through the opening 
of the upper layer of the fascia lata, in which instance, by cutting through 
the skin and cellular tissue, the operator comes at once upon the hernial 
sac. ‘The opening of the hernial sac requires the greatest care, as there 
is always but little fluid, and frequently only a small loop of intestine 
uncovered by omentuzn. 

The oblique cut, corresponding to the great diameter of the swelling, (Scarpa, 
ZANG, and others), is in general most suitable, because by dividing the upper layer 
of the fascia lata, Povpart’s ligament is at the same time relaxed. In large swell- 
ings, or in stout persons, a T-shaped (Cooper, Lawrence, and others) or a trans- 
verse incision (Petteran, Dupuyrren) may be made. The directly vertical inci- 
sion is objectionable. %, 

[(1) It must not be forgotten that what Curzius here and elsewhere calls the 
upper layer of the fascia lata is really the femoral sheath.—.. F. 8.] 

1223. If the strangulation be caused by the outer aperture of the 
femoral vessels, or by the opening of the external layer of the fascea lata, 
the tendinous edge of this aperture must be carefully cut into. ‘If the 
strangulation be in the femoral ring, different modes of treatment are 
proposed. 


(a) Handwérterbuch der Chirurgie, vol. iii, p. 591. 
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(a.) In women the point of the forefinger or the director should be 
introduced between the neck of the hernial sac and the intestine, the 
button-ended bistoury passed upon it, and the inguinal ligament cut into 
inwards and upwards. : 

(b.) In men the button-ended bistoury should be introduced upon the 
director which has been passed on the inside, to protect the spermatic 
cord, and the inguinal ligament should be divided horizontally inwards, 
or rather a little obliquely upwards, two. or three lines deep (Scarpa). 
Dvupvytren cuts obliquely from below upwards along the edge of the 
outer inguinal ligament, in the direction by which the spermatic cord 
descends. ; 

(c.) For the purpose of more surely preventing the injury of the epi- 
gastric or obturator artery, ARNaupD’s hook should be introduced under 
the inguinal ligament, so as to draw it obliquely up towards the navel, 
whilst the power of the pull should be kept up by the finger introduced 
beneath Pouparr’s ligament, and the intestine pressed back. If the in- 
guinal ligament be not thereby sufficiently stretched, some slight cuts, 
only a line deep, must be made in its edge, and then it must be raised 
up with Arnavp’s hook (Scureerr). In the same way Le Branc’s 
dilator is to be used. Also by introducing the forefinger between the 
inner surface of the hernial sac and the edge of GimBernat’s ligament, 
the latter may be stretched, or even torn (Rust and others) (a). 


For an account of the numerous modes of proceeding in the operation for femoral 
rupture, see 


Scurecer, Grundriss der chirurgischen Operationen, vol. i. p. 254. Third Edit. 

1224. The danger, which, in the above-described course of the obtu- 
rator and epigastric arteries, is run from the practice @ and }, on account 
of the injury of these vessels, the favouring of the recurrence of a rupture 
by the bloodless expansion, according to c, further, the circumstance that 
the parts suffer considerable bruising, and the mere extension in many 
cases is not sufficient for the removal of the strangulation, have decided 
HessELRAcH to the practice (which in a manner resembles the earlier 
practice of Bert, Exsr, and others) of seizing the exposed lower edge 
of the inguinal ligament with the forceps, and cutting into it layerwise, 
from below upwards, two lines deep, and to introduce the forefinger 
between the intestine and the seat of strangulation. If the cut be in- 
sufficient, it must be lengthened through the fibres af the aponeurosis of 
the external oblique abdominal muscle above the spermatic cord, which 
is raised by an assistant, and the inner inguinal ligament should be cut 
into in the same way (0). 

1225, This practice, although safer, on account of the deep situation 
of the femoral ring, especially in stout persons, is accompanied with great 
difficulty. That proposed by Scarpa and Duptytren seems perferable 
to all other, if attention be paid to the following circumstances; the 
point of the forefinger is to be so introduced between the protruded part 
and Gimpernat’s ligament, so as to bring the nail behind its sharp 
edge ; Cooper’s hernia-knife with the probe point, is to be passed upon 

(a) Trustept, Ueber die Vorztige deF (6) Hesserpacn, A. K., die sicherste Art 
Ausdehnung vor dem Schnitté bei der Ope- der Bruchschnittes in der Leiste. Bamberg 


ration des eingeklemmten Schenkelbraches; und Wuarzburg, 1819, 
in Rust’s Magazin, vol. iii, p, 227. 
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the finger, behind the sickle-shaped edge of Gmwserwat’s ligament, so 


that the edge does not extend above it. The edge is then to be pressed 
by the front of the finger against the ligament, so as to effect its division 
by pressure, and not by drawing. A smaller cut of one or two lines’ 
extent is often sufficient for the reduction of the protruded parts, by 
slightly pressing in with the finger. If this be insufficient, the incision 
must be repeated (a). , 


[The division of Gimpernat’s Jigament is useless; the stricture in femoral rup- 
ture is almost invariably in the neck of the sac itself, which must be divided, or the 
rupture will not return. 

In operating on femoral rupture, without opening the sac, Kry observes :—‘* It 
may be as well to disturb the subjacent cellular membrane as little as possible, as 
inflammation is less likely to follow, and toassume the form of erysipelas. For this 
reason the inverted T incision, usual in the operation for femoral hernia, may be in 
most cases reduced to a single incision, either at right angles to Pouparr’s ligament, 
or in a transverse direction across the tumour. In patients who are spare, and in 
whom the neck of the sac lies at no great depth from the surface, it is unnecessary 
to disturb the cellular membrane by turning aside the flaps of the integuments. 
This will diminish the suppurative inflammation, and in such cases will afford ample 
room for the operation. J have not made trial of the perpendicular form of incision, 
but a single transverse one I have found sufficient when the integuments have been 
loose and the tumour not large. The superficial fascia adheres firmly to the common 
integuments, and is usually turned aside with them, especially when the latter are 
pinched up for the purpose of making the first incision. The fascta propria is there- 
fore quickly exposed, and forms the first distinct covering of the tumour, being 
darker than the more superficial cellular investment. It is under the outer layer of 
this fascia that the adipose structure is formed, and which often assumes the ap- 
pearance of omentum. ‘The director easily makes its way under this fatty matter as 
far as the neck of the sac, which lies deeper than the operator at first supposes. 
The point of the director should be applied rather to the inner than to the outer part 
of the neck of ‘the sac, as it will be found more easily to pass‘under the stricture at 
this part. It should not at first be attempted to be thrust under the stricture, as the 
firmness of the parts forming the stricture would resist it. But the seat of the stric- 
ture being felt, the operator should depress the ends of the director upon the sac, 
which will yield before it, and then, by an onward movement, the director slides 
under the strictare.”’ (pp. 143, 44.)] 


1226. ‘The return of the intestine, the dressing and the treatment after 
operation are to be conducted in the same way as already described in 
inguinal rupture. 

1227. The external femoral rupture, which consists in the protrusion 
of the peritoneum and of the fascia aliaca on the outside of the femoral 
vessels, between them and the front upper angle of the hip-bone, and is 
gradually developed, forms at the place mentioned a moderately raised 
swelling, which, becoming narrower below, ascends, however, obliquely 
inwards, and terminates with a blunt point in the region of the lesser 
trochanter. The finger cannot in the least be brought under either of its 
edges. If in its further growth the rupture overcome the anterior iliac 

fascia, the form and direction of the swelling is changed; a new one is 
developed beneath the old swelling, which always extends further be- 
tween the fuscia lata and the muscles of the thigh. The mouth of the 
rupture is formed by the outer part of Poupart’s ligament and the iliac 
spine ; on its inner side lies the femoral artery, and upon it the circumflex 
iliac artery. The neck of the sac is the widest part of it lying within 


(c) Scarea, above cited.—I.sncenseck,above cited, p. 80.—Ricuerano, Histoire des 
Progrés recens de la Chirurgie, p. 62. 
29% 
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the belly ; its inner wall lies under the semi-lunar bridge of the posterior 
iliac fuscia, its outer on the m. iliacus internus and psoas magnus. ‘The 
body of the sac lies behind the anterior tliac fascia, near it outwardly lie 
the m. rectus and vastus externus femoris, near it inwardly the femoral 
vessels and nerves, partially covered by it, and upon or before it the m. 
sartorius and part of the fascia lata. The bottom of the sac, its narrowest 
part, lies on the trochanter minor. ‘The coverings of this rupture beneath 
the skin are, first, the femoral ligament upon the inner greater half, and 
the m. sartorius upon the outer lesser half of the hernial sac; second, a 
layer of tough cellular tissue, in which small blood-vessels and nerves 
run; third, the anterior iliac fascia; fourth, the posterior iliac fascia, 
which is very delicate, and allows, fifth, the hernial sac, which it com- 
pletely envelopes, to show through. HessrLpacn considers a weak con- 
stitution, and the existence of the m. psoas minor, by which a cup-hke 
hollow is formed, as disposing to this rupture. As long as this rupture 
is enclosed in the anterior iliac fascia, it cannot well be strangulated, 
because the neck is the widest part of the sac ; but if that fascia be torn 
by great violence, then, according to HesseLpacu, strangulation may 
follow. The taxis is to be applied from below upwards; and if the 
operation be necessary, it is only possible, according to HesseLBacn, to 
avoid wounding the circumflex iliac artery, which always hes in front 
of the neck of the sac, by the division layer-wise of the strangulating 
parts (@). 

[Asrtey Cooper observes, that ‘itis by no means common to meet with devia- 
tions from the usual structure of crural hernia,’’ and describes three varieties ; jirst, 
that in which ‘*the fascia usually covering the hernial sac has given way so as to 
allow a portion of the tumour to pass before it; thus dividing the tumour into two 
parts, with a sort of hour-glass contraction between them,” (p. 25, part il.) very 
similar to which appears HessreLBacu’s case, quoted by Key, where ‘the sheath 
had given way in different parts so as to give the sac an appearance of five small 

umours, which was probably owing to the apertures through which the ab- 
sorbents pass having yielded, while the general texture of the sheath had resisted 
pressure.”’ (p. 25, node, partii.) Second, ‘ when the tumour does not quit the sheath 


for the crural vessels.” Third, “that in which the hernia is formed in part within 
the sheath, and also in the common way.” (p. 25, part ii.) 

I have had three cases of femoral rupture which seem distinct from either of 
those mentioned, and were furnished with a second sac, produced, I presume, by 
rupture of the original one. 

Case 1.—S. B., aged fifty-six years, a stout, healthy, but flabby woman, was ad- 
mitted into St. Thomas’s Hospital on the afternoon of 

Sept. 23d, 1837, having been subject of rupture on the right side for the last nine 
years, during the latter four of which she has worn, though irregularly, a cup-truss, 
as the protrusion could not be entirely returned. Within the latter period the rup- 
ture has descended so largely five times as to cause severe vomiting, but has been 
relieved. On the 20th wit. her bowels were moved, and not since. Nextafternoon 
she was attacked with severe vomiting, and yesterday the taxzis was employed 
severely, but without relief, and the symptoms continued up to the period of her 
admission, when she was immediately put in the warm bath, which produced com- 
plete prostration, and attempts at reduction were made, but without success. 

In the evening I saw her, and she had then recovered the effects of the bath, but 
she was vomiting stereoraceous matter, kad continual eructations, and hiecough, 
which had been through the whole day, otherwise she was tranquil, and her coun- 
tenance cheerful. The belly was tender, but not much distended. 

A large oblong tumour extended from the pubic spine to within an inch of the 


(a) Tessetpacn above cited, and his Lehre den Eingeweidebrichen, vol. i, p. 172.— 
Zs, Dissert. Herniw cruralis externe historia, Lips, 1832. 
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upper front iliac spine, about three fingers in breadth, covering Pourarr’s ligament, 
and having the appearance of an enlarged mass of inguinal glands, very firm and 
unyielding, and the skin covering it very livid, from the previous severe handling. 
A second swelling occupied the place of femoral rupture, not exceeding the size of 
a walnut, separated from the former by the crease of the groin, and rather nearer 
the pubes than usual. This seemed without doubt a femoral rupture, and gaye a 
sense of indistinct fluctuation when the swelling on the groin was pressed. I was 
in much doubt of the character of the larger swelling, whether it were a mass of 
enlarged glands further swollen and inflamed by the handling, or whether an en- 
cysted tumour, or whether a rupture; but neither its history nor situation led to the 
latter supposition. 

As the swelling had been so severely mauled, I thought it best not to make any 
violent or long-continued efforts to return the rupture, and, not succeeding, proposed 
to her an operation, to which, however, she would not consent. The symptoms 
continuing throughout the night, and her countenance becoming anxious, she was 
at last persuaded to submit; and after consultation with my colleague Green, on 
the following day, Sept. 24th, noon, I proceeded to operate on the smaller tumour, 
in the same way as for femoral rupture. Nothing unusual occurred except that, 
on opening the sac, no fluid escaped; a portion of omentum, about as large as a 
walnut, turned out, but no intestine could be found. I then passed my finger up 
towards the mouth of the sac, into the aperture of which I could just introduce it. 
No alteration having taken place in the tumour on the groin, and the omentum, in 
the sac just opened, seeming scarcely sufficient to account for the severity of the 
symptoms of strangulation, we determined on narrowly examining the sac, to aseer- 
tain whether it communicated with the large swelling. In carrying my finger 
round the hernial cavity for this purpose, it suddenly passed into an aperture on the 
outer side, and, being pushed onwards, entered the large swelling, and passing 
along it nearly as far as the iliac spine, could be readily felt, and not deeply, beneath 
the skin, which was then slit up on my finger, and thereby a large mass of healthy 
omentum exposed, which, being raised, about four inches of small intestines, choco- 
late-coloured and bright, but with a few patches of adhesive matter beneath its 
peritoneal coat, which also adhered slightly to the omentum, came into view. The 
mouth of the sac was speedily found, and my finger with little difficulty passed into 
- the belly; but the gut would not return till the aperture had been enlarged with the 
knife. About four ounces of omentum were cut off, and the wound dressed; she 
recovered without an untoward symptom. I presume in this case that the hernial 
sac had burst, but how or when, the history of the case gave no information, and 
that the protruded bowel and large portion of omentum had no proper sac, but had 
merely formed themselves a cavity in the cellular tissue. 

Case 2.—A. B., aged fifty-five years, a healthy, stoutish woman, of loose texture, 
was admitted 

Feb. 24th, 1842, having been the subject of femoral rupture on the right side for 
twenty years, the Jatter half only of which she has worn a truss. On the morning 
of the 21st wit. her bowels were Jast moved, and, having exerted herself more than 
usual during the day, the rupture increased beyond its ordinary size, and could not 
be returned as previously. She was constantly vomiting during the night; and 
next day was bled, putin the warm bath, and had the ¢axis applied for two and a half 
hours without relief. The vomiting ceased in the course of the day, and nothing 
was done for her yesterday except giving some sulphate of magnesia in the evening, 
which, not operating, castor-oil was given this morning, but without relief. She 
has now (noon) a little hiccough, and frequent fetid eructations, but has not vomited 
since the 22d ult. he belly is generally tender, and the pulse small; but the 
countenance is little distressed. 

In front of Pouparr’s ligament there was a large swelling, extending to within 
two inches of the iliac spine, but not much elevated, and from its inner extremity a 
second swelling descended in the usual situation of femoral rupture, but pyriform 
rather than globular, and passing down lower in the thigh than usual. <A distinct 
indentation existed between the two swellings, as if they were separated beneath 
the skin; and at this part was a scar, the result of an abscess five years ago. ‘The 
fingers could be passed behind both swellings, especially the inner, which was 
tender; but neither were inflamed, nor appeared to have been much handled. The 
general resemblance to the former case was very strong. The taxis was employed 
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both before and after the warm bath, but without avail, and with her consent the 
operation was performed, at 2, Pp. M., upon the inner swelling. After cutting 
through, and turning off the skin and superficial fase¢a, an absorbent gland was 
found on Pourarr’s ligament, sending inwards a neck to join another below it; 
and three absorbent vessels were seen entering the former gland, having risen up 
from the femoral sheath, and by their tightness produced the depression between 
the two swellings already mentioned. ‘The neck of gland was divided, and the 
fascia propria, which was very tough and almost fibrous, slit up on a director, ex- 
posing the hernial sac, which was so much larger than seemed at first, that I was 
obliged to widen the opening in the skin by cutting it inwards. The sac was then 
opened, and a small quantity of fluid escaped, followed by protrusion of omentum, 
and the cut, having been completed with a bistoury upon the finger, a knuckle of 
intestine, about three inches long, was found on the inner side of the swelling. I 
then passed my finger down to the stricture, and could enter just the tip within it; 
. but the size of the other swelling rendered it so deep that I found it necessary to 
enlarge the external cut upwards previous to division of the stricture, which was 
made sufficient to admit the finger readily into the belly. The gut being congested, 
but bright, and, having examined the strictured part, and emptied it, I returned the 
bowel without difficulty into the belly. On carefully examining the hernial sac, in 
reference to the remaining swelling, I found an aperture in its outer wall close to 
Poupart’s ligament, through which my finger readily passed into the tumour, the 
extent of which outwards was ascertained by the finger being buried up to the 
knuckle. The cavity contained nothing but soft omentum, which, having in vain 
attempted to withdraw, I thought best left alone. That omentum, however, in 
the opened sac, though healthy, being large in quantity, I cut off, having previously 
introduced a double ligature, and tied it on each side, which prevented any 
bleeding. She was then put to bed, and recovered without any hindrance. 

Case 3.—A. W., aged fifty-five years, a spare, healthy woman, was admitted in 
the afternoon of 

Nov. 4th, 1828, having ruptured herself on the right side ten years ago, since which 
time she has worn a truss constantly, which, however, has not fitted, and the rupture 
has been so much incarcerated five or six times as to need assistance for its reduction ; 
but it does not appear certain, from her account, that its entire contents have been 
always returned. Yesterday evening (her bowels having been twice relieved 
during the day,) whilst engaged in her usual occupation, mangling, the rupture 
came down beneath the truss, which she took off, and, having returned the protruded 
parts, felt no farther inconvenience till 11 o’clock this morning, when it again came 
down, and, having atfained larger size than usual, became painful, and made her 
sick and faint. She could not return the rupture, nor could her medical attendant, 
who twice employed the faxzs during the afternoon, and then sent her on that 
evening to the hospital, where the warm-bath and fax?s were resorted to, but 
without avail. When I saw her, at 6, p. m., she had been constantly retching for 
the last five hours, and so continued, raising, however, nothing more than a little 
transparent, colourless fluid. She had frequent eructations, increased by any 
pressure on the swelling; the belly is full, but not tender, and she complains only 
of pain at.the lower part, near the rupture; pulse small; countenance pallid and 
anxious; the bowels have not been relieved since yesterday. 

Upon Pouparr’s ligament was a large tumour of an oblong shape, extending from 
about three fingers’ breadth to the inner side of the upper illae spine, into the right 
labium pudendi. It was more prominent, bulky, and rounded, at its outer end, ora- 
dually narrowed as it proceeded inwards, and reaching the lower part of the mons 
Veneris, bent down at an angle, and descended for the distance of an inch into the 
labium. ‘The upper outer part of the swelling was firm and unyielding, but the 
labial portion soft and fluctuating on pressure. ‘The appearance of the tumour, 
which was such as might be supposed to depend on inguinal and femoral rupture 
existing simultaneously, rendered the diagnus?s puzzling. But finding it possible 
to get my fingers under both ends of the swelling, although I could not pass them 
behind its centre, I concluded that the case was one of femoral rupture, accompanied 
With variety. This view was supported by the patient’s statement, that till this 
morning, although often very large, the swelling had alwaysbeen in the thigh alone, 
and not in the /abium, where it first appeared only to-day. As the case was one of 
which I knew none like, I gladly availed myself of my friend the elder Travers’s 
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kind opinion, which, concurring with my own, it was determined to operate as for 
femoral rupture. At 

9, P. M., a transverse cut was made from the middle of the firm swelling inwards, 
nearly to the spine of the pubes, and a second at right angles with and below it. 
The other coverings were then divided in the usual way, and on opening the hernial 
sac, a little dark-coloured serwm escaped ; and when it was fully divided, forthwith 
a quantity of omentum burst through the aperture, and the swelling in the labiwm 
at once subsided. This portion of omentum was very soft and loose in texture, and 
had been, doubtless, that last descended; but the remainder, forming the bulk of 
the swelling, was firm and matted together, and upon raising it a knuckle of intes- 
tine was seen, dark-coloured but bright and edematous. Having introduced my finger 
into the sac, I could not at first pass it down to the stricture, as it was intercepted 
by a band, which I supposed to be an old adhesion ; but having drawn the omentum 
and gut to the outer side, I was enabled to reach, and found the stricture yery tight, 
and admitting only the tip of the finger, but sufficient to allow the entrance of the 
blunt-ended bistoury, with which J divided, till my finger would pass into the 
belly, up to the second joint. I then readily emptied the gut, and attempted to 
return it, but could not succeed. It was thought that the difficulty depended on the 
stricture not having been sufficiently freed, and I therefore prepared again to intro- 
duce the bistoury, by drawing the omentum and intestine to the outer side. This, 
however, being done, a broad membrane was seen descending from the upper part 
of the sac, behind which the finger could be passed. It was, this, doubtless, which 
first prevented the introduction of my finger into the stricture, and subsequently ob- 
structed the entrance of the gut into the belly by dropping against the mouth of the 
sac. We determined on its division; and this done without further dilatation of 
the stricture, the intestine easily returned. ‘The omentum was partially adherent to 
the mouth of the sac, and being in rather large quantity, and its matted part rather 
bruised, the greater portion of it was removed, and three little vessels init disposed 
to bleed were singly tied. ‘The sac having been thus emptied, was found to be of 
large size, extending rather more outwards than usual; and on its inner side, the 
finger being pressed, readily passed inwards, and for an inch and a half downwards. 
into the right /abiwm ; but whether this part of the cavity had any peritoneal lining, 
I did not observe. She recovered without any drawback. 

In January, 1842, she again came under my care with symptoms of strangulation. 
She had constantly worn the truss, but not to much purpose, as the rupture has come 
down four or five times a week. ‘The original femoral swelling had now increased 
to the size of a large fist, and filled up a considerable part of the inguinal region 
both below and above Pouparr’s ligament. On its inner side, the part which had 
descended into the /abiwm was also enlarged, and its fore and upper part had as- 
sumed a remarkable form, exhibiting the appearance of the appendix auricule of the 
heart, with its loose extremity projecting upwards and forwards. This labial part 
of the swelling was very hard and firm, and its contents seemed solid, whilst the 
outer and larger portion was evidently filled with intestine, which could be readily 
felt, as the skin alone appeared to cover it, and pressure caused much gurgling. 

The rupture was returned, after the warm bath, by emptying the smaller into the 
larger swelling, which having been done with some difficulty, the aperture between 
the two was grasped tightly, so as to prevent any escape, the larger swelling being 
thrust into the thigh by an assistant. I again employed the taxis upon it, and the 
rupture was slowly but completely returned into the belly. The mouth of the sac 
was large enough to admit the entrance of two or three fingers, and through the in- 
side, the fingers could be readily passed into the appendicuiar swelling, and to the 
bottom of the labium.—s. ¥. 8.] 


1228. Wounding the epigastric or obturator artery, or one of their 
branches, in the operation for inguinal or femoral rupture, may cause a 
fatal or alarming bleeding, the more, as the blood is commonly poured 
into the cavity of the belly. By proper consideration of the points 
mentioned in the several kinds of these ruptures, this injury may indeed 
always be prevented. For stanching the bleeding, compression. with 
oak agaric, plugs of lint moistened with styptics, with peculiar instru- 
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ments, (DesauLt, by means of broad compressing forceps, SCHINDLER, 
with forceps having a hinge, Hessevpacu, with a peculiar compressor, 
Hacer, with a compressor for the middle meningeal artery,) the passing 
a needle around the bleeding vessel, the enlargement of the incision, 
and special tying the vessel, have been proposed. HxssELBacn’s in- 
strument (a) seems to have the preference ; with its spoon-shaped part 
we must endeavour to find the seat of the bleeding, as when itis passed 
into the belly, the blood in that cavity externally, which, however, 1s 
better done by introducing the forefinger. The spoon-like part is then 
to be placed on the wound of the vessel, the other broad part, on the 
front wall of the belly, and by means of a screw, the two parts are to be 


pressed together. A cold application assists the operation of this 
remedy. 


[Although it cannot be doubted that wounds of either the epigastric or obturator 
arteries are very dangerous accidents, yet it is very remarkable that with the fre- 
quent variety of their origin and in the great number of operations for strangulated 
rupture, such cases are exceedingly rare, the number collected by Lawnence being 
not more than twelve or fourteen. In one of these, ‘‘the epigastric artery had been 
completely divided at three quarters of an inch from its origin, and it did not ap- 
pear that the smallest quantity of blood had escaped from the divided vessel ;”’ in 
another, in enlarging the stricture, “the wound immediately filled with arterial blood, 
which rose again almost directly to the edge of the incision when removed with the 
sponge. * * * The patient lost about a pint of blood, fainted, and the bleeding 
ceased, nor did it come on again.” (p. 271). In other cases, however, the patient 
died of the bleeding, either with or without the mischief having been discovered. 

If there be reasonable ground to suppose that either artery is wounded, the 
proper proceeding is to seek for and tie it, which was done by Mackay with suc- 
cdssi (hb). i, 

It is a remarkable that the bleeding does not always come on immediately at 
the operation ; but from the two following cases it appears that this may arise from 
other arteries than either obturator or epigastric. Lawrence mentions a case of 
strangulated bubonocele in which ‘no blood was shed during the operation; hemor- 
rhage, however, took place on the same evening, but yielded to the application of 
cold cloths.” ‘There was no further bleeding till ‘¢ the morning of the eighth day, 
when a profuse hemorrhage took place from the wound; it consisted of arterial 
blood, and did not cease till two pints at least had been lost. He survived this 
occurrence about a week.”’ ‘The vessel which had been divided was ‘‘the arterial 
branch, which the epigastric sends to the spermatic cord ; but its size did not seem 
adequate to the suply of so profuse a bleeding.” (pp. 273, 74.) Everarp Home 
(c) also relates a case of strangulated scrotal rupture, in which suppuration of the 
testicle having followed the operation, ‘‘a hemorrhage took place in the evening 
(of the tenth day), which made the removal of the testicle necessary in order 


to secure the vessel. He lost a pound of blood; but ultimately recovered. 
(p. 109.)] 


(a) Hessecsacn, F. K., Beschreibung und 
Abbildung eines neuen Instrumentes zur 
sichern Entdeckung und Stillung einer bei 
dem Bruckschmitte entstandenen gefihr- 
lichen Blutung. Ein Anhang und Beitrag 
za den neuesten anatomisch pathologischen 
Untersuchungen wtber die Leisten und 


Schenkelbriiche. 
two copper plates. 

(b) A. Coorrr, p. 41. 

(c) Cases and Observations on Strangu- 
lated Hernia, in Trans, of a Society for the 
improvement of Med. and Surg. Knowledge, 
vol. il. 


Wirzburg, 1816; with 
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Ill.—OF UMBILICAL RUPTURE. 


(Hernia umbilicalis, Exomphalas, Lat.; Nabelbruch, Germ.; Hernie ombilicale, 
Omphalocele, Fr.) 


Desauur, Giuvres Chirurgicales, vol. ii. p. 315. 

Cooper Astiey, Anatomy and Surgical Treatment of Abdominal Hernia, part ii. 
p- 29. 

Oxen’s Preisschrift tiber die Enstehung und Heilung der Nabelbriiche. Lanshut, 
1810. 


Sormmerine, S. T., Ueber die Ursache, Erkenntniss und Behandlung der Nabel- 
briiche. Frankfurt, 1811, 

Tuurn, Ueber die Ursachen der Nabelbriiche, bei Kindern und deren Heilung 
besonders durch Abbinden; in von Sirgoxp’s Chiron., vol. ii. part ii. p. 3. 

Miitier, H., Inaug. Abhandl. tiber den Nabelbriich, mit einem neuen Vorschlage 
zu seiner Behandlung. Enlangen, 1841. 

1229. ‘The True Umbilical Rupture passes through the opening of the 
navel, and is thereby distinguished from the so called fulse umbilical 
rupture, which is formed in the neighbourhood of the navel. Umbilical 
rupture is either congenital, or arises accidentally after birth. 

1230. Congenital Umbilical Rupture is the consequence of an arrested 
development of the felus, of a backward formation of the abdominal 
muscles, the fetus remaining in that earlier stage of development, in 
which the intestines have not yet entered into the cavity of the belly. 
- This rupture is situated in the spongy cellular tissue which connects the 
vessels of the navel-string together, It is therefore on this account 
“opaque, where covered by the integuments of the belly, but transparent 

over the rest of its extent where surrounded by the cellular tissue of the 
navel-string. Besides this cellular tissue, this rapture is also enveloped 
in a hernial sac, and lies in a triangular space, which is produced by the 
separation of the vessels of the navel-string from each other. ‘The veins 
are always above, the two arteries below and on the sides. ‘The size 
of this rupture varies according as it contains a larger or smaller quantity 
of intestines. Several portions of the small intestines are usually con- 
tained in the swelling; frequently also the colon, omentum, stomach, 
liver, and spleen. 

[In tying the umbilical cord after birth, care should be taken to ascertain pre- 
viously whether there be any protrusion of viscera into it, which sometimes having, 
from the small size of the rupture been overlooked, intestine has been included in 
the ligature, and wounded; instances of which are mentioned by Mauriceau (a), 
SapaTier (0), and others.—s. F. s.] 

1231. Umbilical rupture after birth occurs, from the time of the sepa- 
ration of the navel-string to the third or fourth month. If circumstances, 
as violent screaming, restlessness of the child, and the like, then ope- 
rate, which force the intestines violently against the walls of the belly, a 
portion of peritoneum, and of intestine, is easily thrust through the still 
open navel-ring, or the scar, not yet firm, gives way. 

As the navel after the proper obliteration of the annulus wmbilicalis, 
must be considered as the firmest part of the abdominal wall, it is pro- 
bable that in the cases where true umbilical rupture has been observed 


(a) Traité des Accouchemens, vol. i. p. 497. 
(6) Dé la Médecine Opératoire, vol. i. p. 152. 
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in adults, it had already formed in childhood, but, on account of its small 
size, had been overlooked; or that the navel-ring is enlarged, as a 
consequence of great extension of the abdominal wall, in fat persons, or 
after frequent pregnancies. Umbilical rapture, in adults, is, therefore, 
more frequent in women, who have been often pregnant, after great ex- 
tension of the belly from dropsy, and in very fat persons. Umbilical 
rupture occurring after pregnancy, has a round, sometimes cylindrical, 
sometimes conical form, and a circular base; in large swelling, the scar 
of the navel is more or less smoothed. ‘The coverings of this rupture 
are :—1, the external skin; 2, the delicate aponeurosis, which spreads 
over the external surface of the abdominal muscles; 3, the peritoneum 
lengthened into the hernial sac. The latter is often very thin, and more 
often, adherent to the coverings and to the intestines, especially at the 
point of the swelling; it seems also deficient, and is sometimes torn. 
The neck of the sac is always very short, and connected internally, with 
the aponeurotic navel-ring; in old and large umbilical ruptures it is 
tough, and often cartilaginous. In such ruptures, very considerable 
adhesions exist between the protruded intestines, themselves, and the 
hernial sac, so that they form an inseparable mass, and the contained 
intestines can only be returned with difficulty. Collections of stool may 
therefore occur in that part of the intestine between the rupture and the 
navel, vomiting, and the like. Actual strangulation is rare in umbilical 
ruptures ; if, however, it occur, the symptoms are more severet han in 
other ruptures, and more rapid mortification is to be dreaded.- 

[Asritey Cooper mentions ‘¢an example of the sac having been either absorbed 
or burst, by which openings have been formed, and portions of omentum protruded 
through the sac of the larger one. 

Sometimes an umbilical rupture forms two tumours, of which AstLEy Cooper 
mentions an instance operated on by the elder Cuine, who, ‘‘after returning the 
intestine from the hernial sac, on putting the finger into the abdomen, an opening 
could be felt about half an inch from that by which the finger passed, which led 
into another tumour by the side of the former.”’ (p..31). On dissection, in the tu- 
mour that was most inferior ‘I found,”’ says Cooper, ‘*a small portion of the zleum, 


and part of the cecum. In the other tumour there was a portion of colon, and which 
adhered to the sac.”’ (p. 47). : ' 

Ihave had a case (No. XI. in the Table) somewhat similar, in which the rup- 
ture, about the size of a half-quartern loaf, had somewhat the shape of the figure 8, 
the head of which was rather smaller, and bent over to the left side. In the course 
of the operation a deep tough band of cellular tissue was found thrusting down the 
middle of the hernial sac, which retained the indentation after the cellular band had 
been cut through. The sac contained a large quantity of hard impacted omentum, 
and some inches of intestine.—s. F. s. ; 


Umbilical Ruptures sometimes acquire ‘‘ enormous size in women, whose bellies 
are pendulous, from beating a great number of children. In three such instances,” 
says Cooper, ‘I have seen the hernia extending so low from the navel as entirely 


to cover the pudendum;’’ the largest he ever saw ‘¢measured across twenty inches 
by seventeen.” (p. 34.)] ( ; 


1232. In congenital umbilical rupture, it depends on its size and on 
the condition of the walls of the bellly, whether any thing can be under- 
taken for its cure. If that part of the intestine, external to the belly, be 
not large, and be reducible, its return must be carefully effected and re- 
protrusion prevented, by graduated compresses, which should be fastened 
with strips of sticking plaster and a body-belt. This practice is prefer- 
able to that followed by Hamitron, who after returning the intestine, 
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applied a stout bandage around the base of the swelling, and brought 
the edges of the abdominal coverings together, with two silver needles 
and sticking plaster, and the cure was effected in a few days (a). If 
the congenital rupture be considerable, and its return in a gentle manner 
not possible, the child usually dies soon after birth, in which case, the 
external covering of the swelling is thrown off and the intestines are laid 
bare. Experience, however, proves, that if the ‘swelling be properly 
protected from all external pressure, granulations may be produced after 
separation of the external covering, and thus the whole part be gradu- 
ally covered with firm skin and a tendinous expansion (0). 

1233. The treatment of umbilical rupture occurring after birth, is 
easy. ‘The parts are returned without difliculty, and are kept up with a 
_ convex pad of wood, wax, or the like, applied.close to the navel-ring, 
and properly fastened with sticking-plaster, and a broad bandage. In 
changing the dressings, especial care must be taken that the protrusion 
of the intestine be prevented, by pressure of the finger on the navel-ring, 
till the pad be again properly applied. Usually, in children, a radical 
cure very soon takes place, on account of the natural tendency of the 
navel-ring to obliteration. In adults, elastic trusses, which yield to the 
motions of the abdominal muscles, are employed. Of the many, and 
some very complicated umbilical trusses, an elastic truss of a similar 
kind to that for inguinal rupture is preferable, of which the spring should 
be well fitted to the fulness of the belly, and its pad project directly from 
the spring ; or a somewhat concave metallic plate, to which is attached a 
spring, with a pad, and kept in its proper place by an elastic bandage 
attached to both sides of the plate; or a plate of horn is applied, in the 
middle of which is screwed a pad, and fixed with a large, tight, sticking- 
plaster, and a belly-band, by which the rupture can be most certainly 
kept up. If the rupture cannot be returned, a large hollow pad must 
be used, by which the increase of the rupture is prevented. 

Rorumunp (c) after completely replacing the contents of the hernial sac, presses 
the external coverings and the hernial sac through the mouth of the sac into the 
belly, and thrusts a round plate, corresponding in size to the extent of the aperture, 
into the pouch thereby formed. On this plate, which can be kept steady by a stem 
projecting in its middle, a contrivance is to be attached, which can increase it from 
two to four lines at the greatest part of its periphery. By drawing the stem, the 
enlarged plate, which no longer can escape out of the mouth of the hernial sac, is 
firmly applied against the inner hinder wall of the latter. A somewhat larger plate, 
with an opening inits middle, corresponding to the inner plate, is applied on the cover- 
ings of the belly, and then the projecting stem of the first is to be passed through 
the opening of the second, and fastened by a contrivance attached to it. In this way 
the ensheathed hernial sac may be firmly compressed, at pleasure, at the whole 
hinder extent of the mouth, to the extent of some lines; and by this gradually in- 
creased pressure, after some days, adhesive inflammation is excited, by means of 
which the mouth of the hernial sac is closed, the compressed parts of the ensheathed 
sac at the hind surface of the navel-ring becoming adherent to it, and to the umbilical 
canal. This compressor cannot generally be borne more than three, and at most, 
five days. If the ensheathed hernial sac look livid, the compressor must at once be 
removed. ' The compressors are made of wood and metal (¢) 

[‘* The presence of the intestine and omentum in the tumour keeping the navel 
open, oppose,” says Drsauxr, ‘its continual tendency to close; a tendency, how- 


(a) Coorrr, above cited, p. 32. decken begriing deten Nubelbriickes; in 
(b) Rise, Heilung eines in der ersten Rust’s Magazin, vol. vill. pt. i. p. 139, 
Bildunund im Mangel der atisseren Hant- (c) Maver, above cited, p. 53, 


(d) Miitunr, pl. v. 
Vou. 11.—30 
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ever, which sometimes becoming greater than the resistance of the escaped parts, 
compels their return into the belly, obliterates the aperture which has given them 
passage. closes, consolidates it, and hence spontaneous cures of infantile umbilical 
ruptures occur.” (p. 317). He gives two instances of this fact. The one, a female 
child of two years of age, with a rupture the size of a large nut, which had occurred 
soon after birth, and for which nothing had been done. He proposed applying a 
ligature, but the parents would not permit it. In the following year he saw the 
child again, and the rupture had disappeared. Nothing had been done, but the 
tumour had gradually subsided. In the other case the rupture had existed from 
birth, and at five years of age it was determined on applying the ligature. It was 
however deferred, in consequence of an attack of small-pox. After the child’s re- 
covery the swelling was found much diminished, and Desauxr, presuming it might 
be cured by nature, left it alone. He was right; at the end of eight months it had 
entirely disappeared. Sormmerine (a) and Brunnineuausen (U) have mentioned 
several similar instances. ] 

1234. If the operation be necessary in strangulated umbilical rupture, . 
the opening must be carefully made into the swelling, because the cover- 
ing, are often very thin, and the hernial sac adherent to the skin, or 
intestines, or torn. ‘The cut through the coverings should be made per- 
pendicularly. If after opening the sac, and the proper disentanglement 
of the intestines, and so on, reduction cannot be effected, a. director 
must be introduced between the neck of the sac, and the navel-ring cut 
into downwards with the button-ended bistoury. If previous to the 
operation, the impossibility of returning the rupture, on account of the 
existing adhesions, should be perceived, if the parts of the rupture be 
not gangrenous, a semilunar incision 1s to be made at the bottom of the 
swelling, on the right or left side, through the skin, the thin aponeurosis 
carefully divided, and a director atternpted to be introduced at the upper 
or under part of the navel-ring, between it and the neck of the sac, and 
upon it the button-ended bistoury for cutting into the navel-ring; or 
if this be not possible the point. of the left forefinger with the nail 
turned down, is to be placed between the neck of the hernial sac and 
the under edge of the navel-ring, and upon it a cut with a straight 
bistoury is to be carefully made from without inwards with a gentle 
motion of the hand. But if the parts in the rupture be gangrenous or 
self-strangulated, the sac may be carefully opened at any convenient 
place. The further treatment is to be guided according to the ordinary 


rules. 

[Astiey Cooper mentions *‘ one circumstance of danger which is peculiar to the 
umbilical hernia, which is, that when the skin has become very thin over the tumour, 
the pressure simply of the protruded parts, under strangulation, will sometimes very 
early destroy the life of that portion of the integument by stopping the circulation 
through it. It first turns green, the cuticle then separates from it, and that portion 
of the skin becomes dry and of a brown colour; and in the instances in which this 
circumstance came under my observation the patients have died.”” * * * “Suppu- 
ration,”’ he also observes, ‘‘now and then takes place in the omentum of an irredu- 
cible umbilical hernia.” (p. 35.) : 

As pregnancy is not an unfrequent cause of umbilical rupture, it is rather curious 
that strangulation at this period so rarely occurs. If it cannot be overcome by the 
usual remedies, the operation may be resorted to without the patient’s condition 
rendering it less hopeful. AstLey Cooper mentions one case operated on success- 
fully in the eighth month of pregnancy (c); Lawrence one in the seventh or eighth 
month (d); and Ciemenr another in the fourth month (e)]. 


(a) Above cited. (d) Above quoted, p. 560. 
ma) Loper’s Journal fir Chirurgie, vol, (e) Observations on Surgery and Patho- 
iis peels logy p. 123, ' 


(c) Above quoted, part 11. 347, 
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1235. The radical cure of reducible umbilical rupture, in young 
persons, by the application of a ligature, after the reduction of the intes- 
tines, around the integument covering the rupture, by tying which tightly 
the parts taken hold of are destroyed, and a tough scar formed (1), is 
generally exceptionable ; because, firstly, umbilical rupture is very com- 
monly cured in children by the mere powers of nature ; secondly, because 
the cure can certainly be effected by continued moderate compression ;. 
thirdly, because the operation is very painful, even dangerous, (asa small 
part of an intestine may be included in the ligature,) and after-the scarring 
of the suppurating parts, compression is necessary for a much longer 
time; fourthly, because no decided radical cure can be effected, asa 
part of the neck of the hernial sac always still remains, and the scar 
produced is not sufficiently firm to prevent the dragging of the intestine. 
In female children, it must also be remembered that in pregnancy the 
scar may be torn (a). But in all the umbilical ruptures, which are 
several inches long, and purse-shaped, if the firm application of’ a truss 
be prevented by the great lengthening of the skin the ligature may be 
proper; and if it do not effect the closing of the navel-ring, the close 
application of a truss may be rendered possible (b). 


(1) In former time this was recommended and practised by Pautus Mernera, 
Axsucasis, Parr, and others; objected to by Guy pe Cuauniac and Dionis, and 
again recommended, especially by Desauur (c), von Graere, and others. 

(Scarpa, Astiey Cooper, and others, are much opposed to the ligature. Brne- 
pict of Breslau has also abandoned it on account of the serious, if not dangerous, 
symptoms resulting from its use. He says (d):—‘‘In all the cases, pain in the 
belly came on about the third day, with great tenderness to the touch, especially 
near the navel, and considerable fever, so that the presence of peritoneal inflammation 
could not be mistaken; in one instance there was also vomiting. All the patients 
recovered under antiphlogistic treatment; but the symptoms were so formidable for 
two days, that a surgeon would not be justified in employing this treatment unless 
all other measures had failed.”? And its my opinion he would not be justified even 
then; for it is asserted by Ricueranp (e) that many of Drsautt’s cases, supposed 
to be cured, returned. A case is also mentioned (f) in which a child of seven and 
a-half years old died in consequence of such treatment, the operation being thys 
performed; ‘‘the patient was placed on her back, the contents of the hernia were 
returned, and the sac was raised and twisted to ensure the reduction. A flat buckskin 
ligature, three-fourths of an inch wide, was applied close to the abdomen, not so 
firmly as to strangulate the parts, but sufficiently to retain the viscera and excite ad- 
hesive inflammation in the sac. A strong silk ligature was then applied with suffi- 
cient firmness to interrupt all circulation. When the mortified part was cut away, 
it was found that a portion of omentum had adhered to the sac, and of course had 
been included in the ligature. “The patient died on, the tenth day. The ring was 
perfectly closed by adhesion and granulation, which sprung from its tendinous 
margin; the colon adhered to the inner surface of the granulations; no inflammation 
could be detected in any part,” (p. 368). It must be admitted that in this case cir- 
cumstances were not very favourable as to the success of the operation. ‘+The mouth 
of the sac presented a diameter of three inches, and the enormous tumour extended 
to the knees. The swelling measured at the neck twelve inches in circumference ; 
six inches lower it was fifteen inches; it was seventeen inches in length; and two 
extensive ulcers existed on its posterior surface” (g).—4s. F. s.] 


(a) Scarpa, above cited.—Grrarv, Meé- (d) Rust’s Magazin fiir die Gesammte 
moire sur la Hernie ombilicale chez des en- Heilkunde, vol, xliv. p. 176. 
fans; in Journal Général de Médecine, vol. _(e) Nosographie Chirurgicale, vol. ii. p. 
xli. July, 1811. 453, ; 

(b) Guincourt; in Journal de Médecine (f) Faunestock; in American Journal of 
par Corvisarr, &¢., vol. xxi. 18f1—Wat- the Medical Sciences, vol. xvii. j 
THER; in Salzburg Med.-chirurg. Zeitung, (g) For the above quotations I am indebt- 
vol. i. p, 426. 1814, ed to Lawrencr’s work on Hernia.—J, F. Sy 

(c) Above cited, p, 324. 
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IvV.—OF VENTRAL RUPTURE. 


(Hernia ventralis, Lat.; Bauchbruch, Germ.; Hernie ventrale, Fr.) 


Garenceor, Sur plusieurs Hernies singuliéres; in Mémceires de 1’Académie de 
Chirurgie, vol. 1. p. 699. 2 

Pirever, Nouvelles Observations sur les Hernies de la Vessie et de l’Estomac; 
in the same, vo]. iv. p. 188. 

La Cuaussr, B. J., Dissert. de hernia ventrali. Argent., 1746. 

Kurxxoscu, Progr. quo divisionem herniarum novamque hernia ventralis speciem 
proponit. Prag., 1764. 

Sormmerine, S. T., Ueber die Briiche am Bauche und Becken, ausser der Nabel- 
und Leistengegend. _ Frankfort, 1811. 

Cooper AstTLey, above cited, part ll. p. 49. 


1236. A Ventral Rupture is that which protrudes through an unnatural 
opening on the front or side of the belly. This rupture is much more 
rare than either of those already mentioned. It takes place through 
Openings in the abdominal muscles, and their aponeuroses; most com- 
monly in the space between the two m. recti, more rarely on the sides of 
the belly, from the hip-bone to the last rib, and in the lumbar region 
(Lumbar Rupture) (1). 

The causes of this rupture are the ordinary occasional causes of rupture, 
with existing relaxation of the abdominal walls, especially of the white 
line, after many pregnancies, in quick emaciation after previous stout- 
ness; or it is caused by tearing of the muscles and aponeurosis, at the 
parts where scars have formed (2). Or the entire walls of the belly often 
spread into'a sac which contains intestines (3). ‘These ruptures are 
generally provided with a hernial sac, except when they are consequent 
on previous wounding of the pertfoneum. 


[(1) Of this very rare form of Ventral Rupture Croquet gives an instance in a 
man of seventy-five years, who, whilst lifting a heavy mattress, felt a violent pain, 
with a sense of tearing in his loins, which gradually subsided in course of six weeks. 
But about a fortnight after, whilst getting up in his bed, he hada fresh attack of 
pain at the same spot. When seen next day he was much agitated, had violent 
colic, some nausea and vomiting, and his bowels were costive. The skin in the 
right lumbar region, without being discoloured, was raised slightly by a rounded 
swelling about five inches from the spines of the vertebre. It was little tender, and 
when grasped, was found to be somewhat elastic, crackling, deeply ‘situated, or at 
least separated from the skin by a layer of fat. It had a broad pedicle, increased in 
bulk, and dilated on coughing, sneezing, and’making water. He had severe and 
constant pain deep im the right lumbar and iliac regions in the course of the cecum 
and ascending colon. The swelling was much larger when he stood up than when 
. lying down, and when he tured on his face it disappeared, and left a hollow readily 
distinguishable by the touch. He was. treated by putting a pad upon the seat of 
swelling, after its contents had been returned, and confining it with a eircular ban- 
dage. (pp. 5, 6, note.) 

(2) [have seen two or three cases in which, after pregnancy, the nea alba has 
been torn to the extent of several inches ; and in one of them below the navel I well 
recollect I could, without difficulty, bury my whole hand in the cavity of the belly, 
thrusting in the skin as a large pouch before it. In neither of these cases, however, 
was the protrusion of the bowels very considerable. There did not seem to be any 
thing remaining but the skin alone.—s. F. s. * 

_ Lawrence mentions a very interesting case of a woman who strained herself by lift- 
ing aheavy table, and died from inflammation of the chest. She had complained only 
of pain in the loins. But on examination both m. recti abdominis were tom through 
about one-third of their thickness, and there was a small quantity of coagulated blood 
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about the torn fibres; but the sheath was not ruptured. (p. 583). Probably, had 
she lived, this would have become a ventral rupture. In reference to wounds of the 
belly, which are sometimes followed by ruptures, he mentions, as an example, that 
this does not always occur. The case of a boy who had been largely gored by the 
tusk of a boar, and had the greater part of the stomach distended by a hearty dinner 
recently taken, the omentum, the transverse arch of the colon, and some small intes- 
tines protruded through the wound; they were returned with difficulty, and having 
been retained by the uninterrupted suture the case did well, and no rupture followed. 


{p. 584). 

(3) Of the latter kind, in which a portion of the entire abdominal wall seems to 
yield, various instances are mentioned. Ricurer describes a broad swelling, as 
large as a woman’s breast, in each groin of the same person (a). And Srepoip 
describes one equal to a loaf of bread in size, between the cartilages of the ribs 
and navel (2). : 


1237. These ruptures may happen through the whole length of the 
white line (Hernie linee albe) ; but they are more commonly observed 
in that part above the navel, than in that below it. They for the most 
part contain a portion of omentum ; if they be below the navel there 
usually lies in them a small piece of intestine, frequently the bladder or 
the womb. ‘They often protrude so near the navel as to be easily mis- 
taken for uinbilical rupture. They have always an oval form, and have 
little prominence in comparison with their size; their neck is always 
oval, like the cleft through which they have passed; the neck of the 
sac is always very narrow in comparison to its size. If quite close to 
the navel-ring, they are distinguishable from true umbilical rupture by 
the oval shape of the neck of the sac, and by the navel being seen on 
one or other side of the swelling. Ruptures in the white line happen 
most frequently in women ; their coverings are the same as those of um- 
bilical rupture. ‘They are kept up by the same trusses as the latter ; 
but their radical cure is by far more rare than that of umbilical rupture. 
If there be strangulation, and the operation be necessary, it is the same 
as that for umbilical rupture ; only the opening into the belly is best en- 
larged on one side or other. , 

1238. From these ruptures of the white line must be distinguished, 
those swellings formed by a portion of fat which has penetrated through 
a cleft in the white line, and have great resemblance to the omental 
ruptures of the white line. These swellings feel hard, are insensible, 

-irreducible, and produce no inconvenience. If such swelling be acci- 
dentally accompanied with colic, a mistake is very easy. (Compare 
par. 1203.) 

1239, At.the upper part of the white line, and on the left side of the 
ensiform process, little ruptures not unfrequently arise, which, on account 
of the severe irritation of the stomach connected with them, may be 
called Stomach Ruptures, (Herne ventriculi, Gastrocele), but they usually 
contain a part of the transverse colon (c). ‘They are often so small as 
to be scarcely perceptible, have usually the size of an olive, and are 
rarely larger. They produce, without being strangulated, pain, dragging 
at the stomach, great tenderness of the pit of the stomach, vomiting, 
hiccough, nausea, especially after eating; and these symptoms diminish 


(a) Abhandlung von den Briichen. Second Chirurgie, vol. iv—Lirrre; in Mém de 
Edit.,.translated into French by Rover- 1!’Acad. des Sciences. 1714. 
mount, p. 7. Bonn, 14788. Ato. (c) In Loper’s Journal, 1797, vol. i. p. 
(6) La Peyroniz; in Mém. de lAcad. de aoe 
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in the supine posture. The swelling is only felt when the patient stands 
up, or when the body is bent forward. The cleft through which the 
rupture protrudes may be, perhaps, felt in coughing. For the purpose 
of keeping up this rupture, it is best to wear stays made of whalebone, 
which, at the part corresponding to the rupture, are furnished with a pad 
of sufficiently large size. ; a 

1240. The treatment of the other Ventral Ruptures agrees, except In 
some slight modifications, with that for ruptures of the white line. If 
strangulation render the operation necessary, the dilatation of the stric- 
turing part must be made in such direction that no important vessel 
shall be injured, and as much as possible directly upwards. 


V.—OF ISCHIATIC RUPTURE. 


( Hernia ischiatica, dorsalis, iliaca posterior, Lat.; Hiifibeinbruch, Germ.; Herne 
ischiatique Ischiocele, Fr.) 


1241. Ischiatic, Dorsal Rupture, passes through the notch of the 
haunch-bone, above the sacro-ischiatic ligaments and pyriform muscle, 
below the gluteal muscle, and appears externally near the lower part of 
one of the lateral edges of the rump-bone, or coccyz ; it attains often a 
considerable size, extending more either upwards and backwards, or 
outwards, towards the perineum. It contains, either merely intestines, 
urinary bladder, or. both small and large intestines, the womb, and the 
like, together. It is undecided whether the male or female sex be. more 
subject to this rupture. It is more frequently noticed on the right than 
on the left side. It may be congenital, or may occur subsequently. 


The various cases of this rupture described are those of-— 

Papen, C. H., Epistola ad. illustr. viram Aus. pe Hatter de stupenda hernia 
dorsali.’ Gé6tting., 1750; in Hatxer’s Disput. Chirurg., vol. iii. p. 314. 

Verpier; in Mémoires de |’Académ. de Chirurgie, vol. ii. p. 2, note a. 

Camper, Demonstrationes anatomico-pathologice, lib. ii. p. 17. 

Rose, Progr. de Enterocele ischiatica. Lips., 1792. 

Lassus, Pathologie Chirurgicale, vol. ii. p. 103. 

Cooper, AsTLEY, above cited, p. 66. 

Scurecer, Chirurgische Versuche, vol. ii. p. 156. 

Berzoip ; in Siwgoip’s Samml. chirurg. Beobact., vol. iii. p. 292, pl. iii. 

Monro, Anatomy of the Gullet, Stomach, and Intestines, Edinb., 1811, p. 380. 

Hacer, above cited, p. 275. 

RovuseIN, Annales eliniques de Montpellier, vol. viii. p. 354. 

1242. The diagnosis of this rupture is very difficult. Whilst. it is 
small and covered by the great gluteal muscles, it cannot be discovered. 
In making the dzagnosis, we must first remember the seat of the swell- 
ing; the suspicion of a rupture ts so much the greater when it is con- 
genital, and has a form, namely, a globular form, whieh other. swellings 
generally have not. It can only be determined when the intestine can 
be felt in the rupture, which may be returned, and again protrude. In 
small ruptures the convolutions cannot be at all felt; and even without 
adhesions, the return of this rupture may be impossible, on account of 
the small size of the aperture by which it has escaped. In large rup- 
tures, an emptiness of the belly is noticéd. 


Congenital ischiatic rupture first’ begins with a broad base from the’ 
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body, but in larger ones the neck is narrower than the bottom. As the 
urinary bladder can alone lie in dorsal rupture, so must the symptoms of 
vesical rupture be remembered in the diagnosis. The distinction of this 
rupture from a fatty or encysted swelling is dificult; it may be easily 
mistaken for an abscess when it proceeds to suppuration. Spina bifida 
is distinguished from this rupture by its seat in the middle of the rump- 
bone, by its fluctuation, and, in most cases, by its transparency. 

1243. As in this rupture the pelvic aponeurosis is ordinarily torn and 
not displaced with it, it is covered only by skin, and by the outspread, 
or divided fibres of the m. levator ani. ‘The sac of the rupture lies be- 
tween the under inner edge of the great gluteal muscle and the side of 
the rectum. On the inner side of the hip-bone, the neck of the sac is 
immediately surrounded by the obturator artery, both above and below. 
Upon the outer side of the hip-bone, the ischiatic nerve lies before and 
below, and the gluteal artery behind (A. Cooper) (a). 

1244. Small dorsal ruptures may be easily reduced ; they return of 
themselves into their proper place. Large and more long-continued rup- 
tures are capable of a slow reduction by a continued suitable position 
and external pressure. Reduction may be impossible on account of 
adhesion, or if the greater number of the abdominal organs be contained 
in the rupture, on account of the contraction of the walls of the belly. 
According to Astitey Cooper, if ischiatic rupture render the operation 
necessary, and the extension of the mouth of the sac cannot be effected 
with a blunt hook, it must be divided forwards. SerLer considers it 
absolutely necessary in dividing the mouth of the sac, to cut layerwise 
from without inwards, and to tie the divided arteries immediately. 

Hacer (b) distinguishes an upper and dower ischiatie rupture; the one should 
descend above the m. pyriformis, the other between it and the ischiatic nerve and 
the upper of the m. gemini; the one has at its escape from the ischiatic hole, the 
upper gluteal artery above and behind, and the nerve below it; the other has the 
lower gluteal artery, the pudic artery and vein, and the nerves below it. It is best 
not to open the hernial sac, and in the superior ischiatic rupture, to divide its mouth 
forwards and outwards, but in the inferior, forwards and upwards. ° 

Scarpa (c) considers this in women as enlarged pudic rupture, and in men as 
large. perineal rupture, and.therefore treats them as such. ‘This opinion is perhaps 
tight as regards some of the above-described cases, for instance, those of Papen and 
Bosse ; but it is contradicted by other cases in which there has been sufficient ana- 
tomical examination. : 


VI.—OF THYROID RUPTURE, 


(Hernia Foraminis ovalis sew thyroide, Lat.; Bruch des etrunden Loches, Germ ; 
Hernie du Trow ovalaire, Fr.) 


Gareneeor, above cited, vol. i. p. 709. 3 
Hevermann, Abhandlung der vornehmsten Chirurg. Operationen. Copenhagen, 
1778, vol. i. p. 578. a 
Escuenspacn, C., Observata quedam anat.-chirurg. medica rariora. Rostoch., 
. 265. ; 
: Giinz, De herniis, p. 96. 
VoceL, B., Abhandlung aller Arten der Briiche. Glogau, 1769. 8vo. p. 204. 


(a) Above cited, pl. xxiii. 


(b) Above cited, p. 272. (c) Supplement, above cited, p. 150, 


352 THYROID RUPTURE. 


Camper, Demonstrationes anat. pathol., vol. il. p. 17. 4 

Croquet; in Journal de Médecine par Corvisart, etc., vol. xxv. Bulletin de 
la Faculté de médecine, No. 8, 1812. p. 194. 

Buute, De hernia obturatora.. Hal., 1819. : 

Gaperman, Ueber den Briich durch das Hiiftbeinloch, nebst einem seltenen Falle 
hiertiber. Lanshut, 1833. 8vo. 

Cooper, AsTLey, above cited, part il. p. 61. 

Croquet, J., Pathologie chirurgicale. Paris, 1831. pl. v. 


1245. In Rupture of the Thyroid Hole, the intestines pass through 
the opening in the ligament by which the obturator nerve and vessels, 
pass. The share-bone is in front of the neck of the sac, and its under, 
inner, and outer part, is surrounded by the obturator ligament. The 
‘base of the rupture is between the m. pectineus and adductor brevis, or 
between the front heads of the adductor. The obturator vessels are upon 
its inner hinder’part, and large branches of the obturator nerve are be- 
fore it. Differences however may occur, especially if the obturator and 
epigastric arteries arise in common, of which a case was seen by GADER- 
MANN where the artery passed first on the inner, and then on the front 
of the hernial sac. ‘This rupture is at first very apparent, if a large 
quantity of intestine be protruded. It may havea different form, be- 
cause it penetrates through different interspaces of the muscles. It 
occurs more commonly in females than in males, and may contain intes- 
tines, omentum, and even the urinary bladder; and not rarely does it 
occur at the same time on both sides. 


[Croquer says (a), that ‘*Ruptures of the subpubie (thyroid) hole are much 
more frequent than generally supposed, and that they are more commonly met with 
in women than inmen. They have distinctive characters when they have attained 
a certain bulk; are capable of being operated on, especially in thin persons; and 
that the bladder may displace itself, through the subpubic hole” (p. 87.) Inacase, 
however, which he has given an account of (2), the tumour produced no visible ex- 
ternal swelling, although of the size of a small hen’s egg; but it was covered by 
the m. pectinews and adductor longus. And in Duverneys case (c), in which there 
was’ rupture through both thyroid holes, although each of the swellings was as 
large as an egg, yet no external tumour was observed. Neither was there any - 
swelling in Smiru’s, of Manchester, case (d). It must, therefore, be taken as 
a rule, that these ruptures are not usually discoverable, although in GareneEor’s. 
patient it was; the tumour, which was distant about a finger’s breadth from the 
pudendum, descending six inches down on the inner and upper part of the thigh (e); 
it was reduced. Lawrence considers that “the m. pectineus, the long and middle 
heads of the m. triceps, and the m. gracilis, so completely close the space into which 
the sac protrudes, that they must by their pressure prevent it from increasing to any 
great bulk.” (p. 619.) S 

Frantz relates (f) the case of a woman forty years old, who, with many symp- 
toms of strangulated rupture, had severe pain at the upper inner part of the left 
thigh, which came on suddenly, and recurred every ten minutes. No swelling was 
observable, but pressure high up between the m. triceps and the adductor muscles 
produced severe pain. ‘There was neither tenderness nor pain in the belly. Three 
years previously she had had the same symptoms, but was suddenly relieved, whilst 
pressing on the part, when something seemed to go back with a noise into the belly. 
This had occurred more than once since, though less severely. When Frantz at- 
tended her, the symptoms were much more violentand less manageable ; bleeding, 
purging, pressure, and other means were useless. Stercoraceous vomiting occurred 
on the ninth day, and the symptoms of strangulation increased up to the fourteenth, 


(a) Recherches Anatomiques. (d) Lancet, 1829-30, vol. ii. p. 735 

(6) Journal de Corvisart, above quoted. (e) Mém. de l’Acad., just cited, p. 708.8 

(c) Mem. de l’Acad. Roy. de Chirurgie, (f) Allgemeine Medicinische Centrak 
vol. i. p. 711. Zeitung, April, 1842. : 
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when she seemed dying, but.a free discharge of stool then took place; and ulti- 
- mately she recovered. 


The only two examples of this disease I know of, are one from a male subject in 
St. Thomas’s Museum, and another in the collection of the Royal College of Sur- 
geons.—J. Fr. s.] 

1246. The diagnosis is founded on the seat of swelling at the upper 
inner part of the thigh, on its peculiarly elastic tension, on the mode of 
its origin, on the possibility of its reduction, on the sensation of gurgling, 
or of different kinds of contents in the swelling, and on the gastric 
symptoms which usually accompany ruptures. This rupture may be 
strangulated, and the strangulation is usually at the mouth of the sac, 
but is more rarely caused by the neck of the sac or by the muscles. 

1247. If the rupture be reducible, it must be returned to its proper 
place, and there retained by means of a graduated compress and an 
inguinal spica bandage, or with an inguinal truss, of which the neck is 
more lengthened downwards, and the pad comes directly below the 
transverse branch ‘of the share-bone, at the origin of the m. pectineus. 
If there be strangulation, if the remedies employed be ineffectual, and 
the operation be indicated, the enlargement of the stricture, when pos- 
sible, must be effected in the bloodless way, with the blunt hook from 
within outwards, and downwards. The dilatation with the knife, if 
necessary, must, according to AStTLEY Cooper, be made inwards. 

If the rupture be concealed beneath the muscles, the. diagnosis is rarely so certain 
that the operation can be undertaken. According to Gapermann (a), the cut must 
be made through the skin and femoral ligament, an inch below Poupart’s ligament, 
and as far from the pubic symphysis, and continued rather inwards, about four inches in 


length; the pubic muscles must be cut through obliquely, and also the long and 
short heads of the m. triceps. 


VIIl.—OF VAGINAL RUPTURE. 
(Hernia vaginalis, Lat.; Scheidenbruch, Germ.; Hernie vaginale, Fr.) 


Gareneeor, above cited, p. 707. 

Horn, above cited, p. 211. 

Curistian, On a species of Vaginal Hernia occurring in Labour; in the Edin- 
burgh Medical and Surgical Journal, vol. ix. p. 281. 

Stark, Dissert. de hernia vaginali et strictura uteri. Jena, 1796. 

Cooper Aster, above cited, part il. p. 56. 

1248. In Vaginal Rupture the intestines pass down in the fold of the 
peritoneum between the womb and the rectum, or between the former 
and the bladder, in consequence of which a swelling takes place on the 
hinder or front wall of the vagina, but for the most part more on one 
than on the other side, which, as it enlarges, passes between the labia, 
and attains considerable size. The rupture usually contains the urinary 
bladder when it is on the front wall of the vagina, or the womb, when it 
is on its back wall. There may be also a portion of the small intestine, 
more rarely of the colon or of the omentum. The swelling is elastic, and 
free from pain ; when pressed it recedes, but recurs on coughing, and so 
on; it increases in the upright, and diminishes in the supine posture. 
The mouth of the womb is completely free.: If the swelling occur at 


(a) Above cited, p. 29. 
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the hind wall of the vagina, it is generally deeper than in front; in the 
latter case it is also usnally accompanied with great inconvenience, In 
consequence of displacement of the bladder. With a large rupture at 
the hinder wall of the vagina there is most commonly prolapse of the 
anus. If the rupture be caused hastily, by violent straining and the like, 
the patient feels as if something were torn in the vagina, and severe pain, 
which subsequently is converted into a remitting colicky pain. If the 
vaginal rupture contain the bladder, it causes great disposition to make 
water, itching in the wrethra, retention of urine, tension and painful disten- 
sion of the belly, sometimes agitation, restlessness, dragging at the sto- 
mach, and sundry disturbances of the nervous system. In the protruded 
part of the bladder a stone may be formed. 

1249. The predisposing causes of vaginal rupture are, relaxation of 
the vagina from previous delivery; whites, improper use of covtus, 
warm bathing, fire-pans, relaxed state of the bedy, inclination of the 
pelvis backwards, so that the intestines, sink more deeply intoit, and also 
wide pelvis. This rupture generally occurs soon after delivery, from 
straining ; it rarely happens in unmarried women. 

1250. The replacement of vaginal rupture is usually easy. The 
patient being placed on her back, pressure is made with the fingers upon 
the swelling, and continued, if it return upwards with the fingers, even 
to the entrance of the womb. If the reduetion be difficult it should be 
favoured by relaxing clysters, and by continuing the supine posture. 
The reprotrusion of the rupture is best prevented by a cylindrical pessary, 
which can be fixed with a T-bandage. The patient must avoid all 
straining, and if the rupture protrude in spite of the pessary, that in- 
strument must be removed, and after the reduction of the rupture re- 
placed. A radical cure may perhaps in many cases be effected by the 
continued use of the pessary and of astringent injections into the 
vagina. If this rupture protrude during childbirth, it must be kept back 
by continued pressure, till the child’s head have descended, and then 
delivery is quickly completed. Vaginal rupture may be strangulated 
(although rarely, on account of the yieldingness of the parts surrounding 
the rupture) by the enlarged womb during pregnancy, or by the collec- 
tion of fecal matter. The return is effected by the use of suitable means, 
at least no case is known in which the operation was necessary, which 
also is only possible when the rupture is low down in the vagina. 


The midwife Ronpex (a) recommends a ring-pessary of watch-spring and Indian 
rubber for keeping up this rupture. 


VIIL—OF PERINEZAL RUPTURE, 
(Hernia Perinxi, Lat.; Mittefleischbruch, Germ. ; Hernie du Perinée, Fr.) 


1251. Perinéal Rupture occurs by the descent of the intestines be- 
tween the rectum and vagina in women, and between the rectum and 
bladder in men. The external swelling in the perineum is different ; 


(a) Mémoire sur la Cystocéle vaginale, et sur les meilleurs mo ’ sdi 
Poe ios. y g oyens d’y remédier. 
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it presents itself in the male generally in the region of the neck of the 
bladder ; in women between the vagina and anus, usually on one or 
other side, and at the bottom of the dabiwm. -This rupture may contain 
a part of the intestinal canal, of the omentum or of the bladder. In 
women it must always be complicated with vaginal rupture (1).. In 
men it causes various urinary inconveniences. 

(1) Cuoparr and Desavur (a) believe that perineal rupture in women is not pos- 
sible as a vaginal rupture is more easily formed. Its existence in women has, 
however, been proved by the observations of Mery (+), Curape (c), Smexuiz (d), 
and Scurecer (e); and many examples of it have been given by Cuarpenon (f), 
Pipeiet (¢), Bromrieip (4), Scaneiper, Scarpa (i), Jacogson (4), and Scuorr 
(1); also A. Cooper (m). 

1252. Perinzal rupture is rare, and only possible in violent driving of 
the intestines downwards; in great resistance of the coverings of the 
belly, great relaxation of the peritoneal fold between the vagina and 
rectum, or between the rectum and bladder, and in slight inclination of 
the pelvis. Perineal rupture which contains the bladder, occur espe- 
cially in pregnancy, when the bladder is thrust downwards and outwards 
by the distended womb (n). In men, perineal rupture-has a round or 
pear-shaped form; the swelling is in the perineum, on one side of the 
anus, so that the raphe is pressed somewhat aside. In women, so long 
as the rupture remains in the perineum, the swelling is roundish, and 
bluntly conical-pointed ; as it extends into the Jabiwm it becomes oblong, 
egg-shaped. Generally perinzal rupture is small, or up to the size of a 
hen’s egg ; but it may attain considerable bulk. 

1253. The return of this rupture is usually easy, and it may be kept 
back by a bandage, consisting of a spring surrounding the pelvis, from 
the hinder part of which a curved spring descends, and attached to its 
extremity a conical pad, which being applied directly upon the seat of 
the rupture, the latter is kept up by the strength of the spring and by 
an elastic bandage around the thigh. If this rupture’ be strangulated, 
and its reduction by suitable remedies impossible, the operation is 
neither difficult nor dangerous, as the opening of the hernial sac is 
almost always external to the bottom of the pelvis. After opening the 
sac, a button-ended bistoury is to be introduced between the intestine 
and the tough edge of the hernial sac, and the’ strangulation may be 
relieved by a slight cut from below upwards, obliquely towards the 
side (ScaRPA). 

The opinion, that by pressing back the external swelling, the rupture cannot be 


completely reduced, is disproved by Scarpa’s observations. 
The Pudendal Hernia of Astney Cooper (0), the posterior labial rupture of Sxi- 


(a) Traité des Maladies Chirurgicales, (h) Chirurgical Observations, p. 264. 


p- 292. (¢) Ottiver’s Translation, Mémoire sur 
(b) Mémoires de Acad. de Chirurgie, Ja Herniedu Périnée ; at the end of his Sup- 
vol, li. p. 25. plement, p. 118. ; 
(c) Mémoires ‘de l’Acad. des Sciences, (k) In von GRAEFE und Watruer’s Jour- 
1713. nal, vol. ix. pt. iii. 


(d) Simmlung besonderer Fille in der (1) Nosologisch therapent. Betrachtung 
Hebammenkunst, vol. ii. pp. 147, 148. drerier interessanter Krankheitsfille, above 
(e) Ib., p. 18]. cited, p. 59. Frankfurt, 1827. 8vo. 
(f) Hoin, above cited, p. 135. ; ' (m) Above cited, p. 59, 
(g) Mémoires de )’Acad. de Chirurgie, (n) Koscu, Dissert, de Cystocele peri- 
vol. iv. p. 182, neali Regionmont, 1826. 
(0) Above cited, p. 52. 
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LER, is to be considered merely as a variety of the perineal rupture in women. ‘The 
intestines descend along the vagina, between it and the m. levator ani, and form a 
swelling on the under half of the abium. Itis distinguished from inguinal rupture, 
by the upper part of thé /abium and the abdominal ring being quite free. It is 
félt on introducing the finger into the vagina, pressing on the side of that passage, 
high up. 

See Scarpa, above cited, p. 139. 

Curoauet, J.; in Nouv. Journ. de Médecine, vol. i. p. 427. a, 

Bomparp; ‘in Dictionnaire des Sciences Medicales de Bruxelles, vol. vil. p. 448. 


IX._OF RECTAL RUPTURE. 


(Hernia Intestini recti, Lat.; Mastdarmbruch, Germ.; Hedrocele, Archoceéle, Hernie dw 
Rectum, Fr.) 

Scurecer, above cited, p. 136. 

1254. In Rectal Rupture there is a prolapse of the rectum, which con- 
tains the portion of protruded intestine. ‘The predisposition to this 
rupture seems to be slight inclination of the pelvis, slight projection of 
the promontory, and slight curving of the rump-bone. 

1255. A rectal rupture may perhaps be inferred, firstly, from the long 
continuance of the prolapse and its size; secondly, especially if the 
position of the body show slight inclination of the pelvis ; thirdly, if the 
flatness of the upper part of the belly indicate an unnatural deepness of 
the small intestines; and fourthly, if the swelling of the prolapse be 
upon the one side of greater size, and at the same time, firmer, more 
elastic and fuller, than on the other. The diagnosis is determinable 
only by examination; the attempt to return the prolapse gives oppor- 
tunity for seeing whether there be any motion of the contents, whether, 
in coughing and so on, the swelling reprotrude; whether the patient 
experience any colic in the prolapse. These experiments may be with- 
out satisfactory result, if there be adhesions in the rupture. An old 
prolapse of the rectum, in which there is thickening, enlargement, and 
so on, has great resemblance to such adherent rupture. Rectal rupture 
may inflame; there may be even strangulation, by the contraction of - 
the sphincter muscle. 

1256. The treatment consists in the return of the rupture, and when 
this is done, in preventing its reprolapse, as will be mentioned in speak- 
ing of the rectal prolapse. If the replacement be impossible, the case 
must be treated as a prolapse of the rectum. ° 


X.—OF PHRENIC RUPTURE. 

(Hernia phrenica, Lat.; Zwerchfellbruch, Germ.; Hernie diaphragmatique, Fr.) 

[Protrusion through the diaphragm occur in different ways. 

First, Through the natural apertures by which the aorta, vena cava 
mferior, esophagus and intercostal nerves pass. These are very rare, 
and Asriey Cooper says he has never seen an instance. Morcaeni 
mentions one, in which the omentum, the duodenum, and jejunum, with 
part of the ileum, ascended by the side of the esophagus, and com- 
pressed the heart and lungs into a very small compass (a); also another, 


(a) Epist. liv, art. xiii. 
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in which part of the colon, a large portion of the omentum and the pan- 
creas passed through the hole for the intercostal nerve. Fanront also 
mentions a case, in which the stomach and part of the omentum had 
entered the chest by the side of the esophagus (a). 

Second, From malformation of the diaphragm, which is more frequent, 
and is more common on the left than on the right side, and in the mus- 
cular than in the tendinous portion of the muscle (1). Macaunay men- 
tions one case, in which the stomach and greatest part of the pancreas 
had passed into the cavity of the left pleura; and another, in which the 
whole liver had entered the right pleura (b). If the protrusion and the 
aperture be considerable, the child dies soon after birth. But if the 
aperture be small, the patient may live for some years ; and in the case 
mentioned by Astiey Cooper (c), the following symptoms were ob- 
served. Oppression in breathing from childhood ; and as she increased 
in-years the least hurry in exercise, or exertion of strength, produced 
pain in the left side, a frequent cough, and very laborious respiration. 
After great exertion an attack of pain in the upper part of the abdomen, 
with vomiting, and a sensation of something dragging to the right side, 
and always referred to the stomach. The cessation of these symptoms 
was as sudden as their accession; after suffering severely for a short 
time all pain and sickness ceased. ‘These symptoms were of longer 
. continuance as she became older. At twenty-eight years she died, 
having had symptoms of strangulated rupture for some days before. 
On examination, eleven inches of the great arch of the colon was found 
to have passed through a hole, two inches in diameter, in the left side 
of the diaphragm into the chest, together with a considerable portion of 
omentum (2). These cases generally are unprovided with any hernial 
sac, the perttoneum and pleura both seeming to terminate at the margin 
of the hole. Cooper, however, relates a case, in which there was a 
sac considerably larger than a tennis-ball in the right side of the chest, 
consisting of the pleura and peritoneum united, with its orifice at a small 
distance from the right side of the ensiform cartilage, where there ap- 
peared a deficiency of fibres in the large muscle of the diaphragm. The 
sac contained the right extremity of the stomach and beginning of the 
duodenum, the arch of the colon, and part of the omentum (3). 

Third, From wounds or laceration of the muscle, which remain during 
life. This may happen from penetrating wounds with the sword, or by 
broken ribs being thrust through the diaphragm. Sometimes even a 
blow on the belly, received in a fall, will rupture the tendon of the 
diaphragm. The patient lived five days, and on examination the stomach 
and part of the dwodenwm were found protruded into the left plewra (4). 
(A. Cooper.) 

. (1) In St. Thomas’s Museum there are two specimens of Phrenic Rupture 
through the left side of the muscular part of the diaphragm; in the one small intes- 
tines, and in the other part of the stomach has passed into the chest. 


(2) This preparation is in the Museum at St.'Thomas’s. ‘T'wo other cases are 
mentioned; one by Crarx (d), and the other by the younget Monro (e). 


(a) De Observ. Med. et Anat. Epist. 1714. (c) Medical Records and Researches, 


Epist. xxill. (d) Transactions of a Socicty for the im- 
(b) Medical Observations and Enquiries, provement of Medical and Surgical Know 
vol. i. p. 25, ledge, vol, ii. p. 118. 


(e) Treatise on Crural Hernia. 


Vor 1,.—31 


3595 MESENTERIC AND MESOCOLIC RUPTURE. 


(3) An instance of protrusion of half the pyloric extremity of the stomach, the 
whole arch of the colon and the omentum, through a hole, two inches in diameter, 
in the left muscular portion of the diaphragm, near the vertebrx, is mentioned by 
Leacock (a), in a man of forty-nine, who had severe pain of the belly, especially 
at the pit of the stomach; constant vomiting, with rigors and disposition to syn- 
cope on the slightest movement. He died within thirty hours of the symptoms 
coming on. ; 

(4) A case of aperture through the tendon of the diaphragm, by whieh the 
stomach, transverse arch of the colon, and omentum passed into the left side of the 
chest, is related by Macraypen (0). 


XI.—_OF MESENTERIC AND. MESOCOLIC RUPTURES, 
(Hernia mesenterica et mesocolica, Lat.) 

It might at first sight appear incorrect to describe these as ruptures, 
because they do not leave the cavity of the belly; but they are as truly 
ruptures as if they did, inasmuch as they escape from their proper cavity, 
the reflected peritoneum, and are found on its external surface. 

The mesentery and mescolon, each consisting of two layers of perito- 
neum, may have either of these layers naturally deficient, or torn by 
violence, and thus an opening may be formed, through which the intes- 
tines entering, separate the peritoneal layers and form a hernial pouch 
between them. AstLEy Cooper says (c) that he is unable to determine 
which of these is the cause of the disease, but is disposed to believe its 
source is in an originally defective structure. Whether these cases 
ever present symptoms of strangulation may be questionable. Of the 
two cases mentioned by A. Cooper, nothing was known, and his pre- 
sumption of what the symptoms might have been is of little consequence. 
In the mesenteric rupture, all the small intestines, except the duodenui, 
had passed between the mesentery by a small aperture in its hinder 
layer. In the mesocolic rupture, the aperture was in the’ front layer of 
the mesocolon on the right side, and it contained all the small intestines, 
except the duodenum, a small part of the jejwnum, and the termination 
of the ileum. Lawrence says (d) he has seen an instance of mesocolic 
rupture in that portion of the mesocolon belonging to the sigmoid flexure 
of the colon; and also refers to Jopert’s case (e), in which the intes- 
tine having passed through Winstow’s hole had become strangulated 
in an opening of the mescolon. ; 

It may also be here noticed that Lawrence has seen the broad liga- 
ment of the wound separated and forming a sac similar to those just 
mentioned, (p. 630). 

As the disease is necessarily fatal, it has been proposed to open the 
belly near the presumed seat of the obstruction, and if possible ascer- 
tain it. This was done, though without success, by Dupuytren ; but 
his failure is attributed to his own wishes in the conduct of the operation 
having been overruled. The examination after death proved however 
that his proposal was the correct one. (/). Aa 


(a) A. Cooper, above cited, p. 72. (d) Above cited, p. 630, 
(b) Edinb, Med. and Surg. Journ. vol, xix. (e) Traité des Maladies Chirurgicales, vol. 
p. 382. i, p..522, : 


(c) Above cited, part ii. p. 73. (f) Jozerr. p. 581. 
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XIT.—STRANGULATION OF INTESTINE WITHIN THE 
PERITONEAL CAVITY. 


The bowels may become strangulated within the peritoneal cavity, 
according to AstLey Cooper (a), by passing through apertures in both 
layers of the omentum, mesentery or mesocolon; by adhesions con- 
sequent on inflammation leaving an aperture in which a portion of 
intestine becomes confined; and by a membranous band forming at the 
mouth of the hernial sac, lengthening by the repeated protrusion and 
return of the intestine, and at last accidentally entangling and confining 
it. 'To these may also be added the adhesion of the omentum to the 
bottom of the hernial sac, which sometimes becoming tense, presses the 
bowel passing behind between itself and the hind wall of the belly, and 
preventing the passage of its contents, produces strangulation. Of the 
two latter forms notice has already been taken (pur. 1171 and 1177, 
note 1) as being connected with the ordinary descent of ruptures. 

Lawrence observes (0), ‘“‘the violence of the symptoms and their 
rate of progress vary very much in different instances. They sometimes 
come on gradually, and advance very slowly, the case appearing to be 
one of mechanical obstruction, and being atteaded with an almost indo- 
lent enlargement of the abdomen. In other instances the close pressure 
of the stricture excites active perifonitis and enteritis ; the inflammatory 
symptoms are strongly marked, and the case proceeds rapidly to a fatal 
termination. As the exciting cause of the mischief is not indicated in 
these ‘cases by any characteristic symptoms, they are considered and 
treated as examples of ordinary peritonitis and enteritis. 'The real nature 
of the malady is not suspected until it has lasted for some time and 
more especially from the combination of obstinate constipation with 
fecal vomiting. * * * The disease if left to itself is inevitably fatal,” 
{p. 630). 

The subject of Internal Strangulation has occupied the attention of RoxrransKy 
of Vienna, and he has divided it (¢) into three species. rst. The narrowing or 
eomplete obliteration of the canal of a piece of intestine, resulting from the pressure 
exerted on it at one er more spots, by a smaller or larger portion of intestine or its 
~ mesentery, so as to compress it against the opposite side of the abdomen. Second, 
The rotatory species, which consists of the rotation of one part round an axis formed 
by some other part; it includes three subspecies; a, the rotation of a portion of in- 
testine round its own axis; 6, round an axis formed of the mesentery; c, where a 
portion of intestine forms the axis round which another larger portion with its 
mesentery turns, so as to touch the periphery of the axis at every point. Third. 
This is caused by some peculiar arrangement of parts, the result of original mal- 
formation, or of previous disease. These strangulations of the intestine occur in 
eircular or fissured spaces formed, a, by fibres or bands of cellular membrane run- 
ning from one organ to another; 6, by adhesion of the free end of the vermiform 
appendix to some spot of the walls of the abdomen, or to a portion of intestine 
or mesentery ; c, by adherent diverticula; d, by the adhesion of two convolutions at 
a single point; e, by perforations in the mesentery, or by fissures in an omentum 
altered by disease. 

The conclusions which Rexiransxy draws from the numerous cases with which 
his paper is illustrated are, First. That though no age precludes the possible occur- 
rence of internal strangulations of the intestines, yet they are most frequent in the 


(a) Above cited, p. 75. St, vol. xix. 1836.—Also in British and 


(b) Above cited. Foreign Medical Review, vol. iii. p. 495, 
(c) Medicinische Jahrbiicher des Oesterv. 1837. 
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middle and advanced periods of life. Second. That for a longer or shorter period 
before the fatal termination, the patient is attacked by symptoms indicating a stran- 
culation of the intestine. These generally commencing with a sudden cutting pain 
in the bowels (in some cases proceeding from a determinate point) followed by more 
or less rapid visible distention of the belly, tympany, constriction of the chest, 
anxiety, nausea, and vomiting, according to the violence and duration of the strangu- 
lation, sluggish bowels and long continued costiveness occur, with or without the 
previous symptoms. Rest, gentle aperients, and favourable positions of the body, 
mitigate or dissipate these symptoms, but they recur from the original cause, and 
terminate fatally. Z'hird. The course of the affection is not generally very rapid ; 
it seldom destroys the patient before the second day, and frequently runs on for six, 
eight, or ten days; rarely extends to the third week, and is then interrupted by re- 
missions and seeming improvements. Fourth. The disease may be distinguished 
mostly by the appearance of the patient; by the succeeding attacks; their origin 
from a determinate cause, and their course; by the intervals of ease between the 
attacks; by their suddenness and progressive increase after a certain period; and 
finally, by insurmountable costiveness. Roxiransxy rejects all medicine, especially 
purgatives, and proposes the knife as the only means of relief.—s. F. s.] 


Il.—Or Ruertures or THE CuestT, 


Craussinr; in Journal de Médecine, par Leroux. March, 1814. 

Verene, sur les Hernies des Poumons. Paris, 1825. 

1257. Ruptures of the Chest are very rare and no other part than the 
lungs can easily be contained in them (Hernia Pulmonum, Lat.; Lung- 
enbruch, Germ. ; Hernie des Poumons, Fr). They are either congenital, 
and resulting from imperfect development of the walls of the chest, or 
they occur subsequently, by destruction of the walls of the chest, without 
wound of the general covering; for instance, by extensive fractures of 
the ribs, by tearing of the intercostal muscles, by severe cough (1), by 
destruction of the ribs, and so on. After such injuries, the lungs, on 
account of great extent and mobility, more frequently form ruptures, if 


they are not adherent to the surrounding parts (2). 

[(1) Grarexup (a) deseribes a protrusion of the lung between the sixth and 
seventh rib on the left side, which occurred during coughing. The swelling was. 
soft and elastic, an inch and a-half long, and three quartes of an inch wide, and was 
painful at every inspiration. GrareLup returned it, and applied a pad with a ban- 
dage, after which the patient had no more ineonvenience, and recovered. 

(2) Ricurer says, that ‘‘Sasarizr told him of a soldier who at the battle of 
Rosbach was wounded in the chest. The corresponding portions of two ribs which 
had been shattered by the ball were lost. The opening however closed, but the 
broad soft scar soon yielded after the cure, and formed a bag which at every breathing 
alternately sunk and rose again.” (p. 4, 5.)] 

1258. If a pulmonary rupture occur after any of the just-mentioned 
occasional causes, a soft elastic swelling is produced, which gradually 
enlarges, often brings on a painful dragging, which ceases when the 
swelling is returned. Its enlargement corresponds with the movements 
of the chest in respiration. 

1259. Such rupture may be easily kept back, by means of pressure, 
but no radical cure is to be hoped for, because the disease is grounded 
in a solution of continuity of the ribs or intercostal muscles, which cannot 
be restored. 


(a) Ricutgr’s Abhandlung von Bruchen. Edition, 1785. 
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{As the lungs are occasionally found out of their proper cavity in consequence of 
deficient formation of the chest and other causes, so'is also the heart; and this con- 
dition, whether it be simply unnatural position within the chest itself, or actual re- 
moval from it in a greater or less degree, is called displacement of the heart (Ectopia 
Cordis, Lat). When the congenital displacement is within the chest, the heart may 
be situated cither, a, horizontally, which is very rare; b, vertically in the centre of 
the chest, as quoted by Brescuet (a); c, vertically with its apex upwards and be- 
tween the lungs, and its base with the large vessels as low as the navel, as in De 
Torrtzs’ case (6); or d, the heart may be more or less to the right side, and its 
apex pointed in the same direction, or it may be placed completely on the right 
side, with or without transposition of the viscera of the belly, as in Brescuer’s four 
cases (c). Similar examples have also been noticed by other writers. 

When the heart is congenitally displaced without the chest, it may be either on 
the surface of the body, or beneath the skin. Of the former kind Brescuer speaks 
of cases “connected with deficiency in the diaphragm and abdominal muscles, in 
which the heart, liver, and stomach, sometimes also the lungs and all the abdominal 
viscera are contained in a sac, sometimes covered only by perttoneum, sometimes 
by an extension of the common integuments, and sometimes occupying the sheath 
of the umbilical cord, forming a variety of umbilical rupture.” (p. 25). O’Bryen 
has also given an account (d) of partial displacement of the heart, consequent on 
absence of the ensiform cartilage, and part of the rect? muscles and diaphragm, in 
which a portion of pericardium, containing the tip of the left ventricle, preternatu- 
rally lengthened, protruded, together with part of the arch of the colon immediately 
beneath the integument. The child lived three months, and the heart appeared to 
be insensible to the touch. Or the protrusion may depend on fissure, or deficiency 
in the ribs or breast-bone. Of the latter kind of displacement Ramru (e) mentions 
a case in a girl of ten years, in whom the keart was placed below the diaphragm in 
the situation of the stomach. Drscuamps (/f) relates the case of an old soldier, in 
whom the heart was found ia place of the left kidney. Brescuer gives an account 

f three cases in which the heart was found in the neck. 

Displacement of the heart after birth may occur at any period, most commonly 
by various kinds of diseases; but Sroxes has related (g) a ‘‘ease of probable dis- 
location of the heart from external violence,’”’ in which the person having been 
crushed between a water-wheel and the embankment supporting it, had two of the 
lower ribs on the left side, the fifth, sixth, and seventh on the right side, and the 
right clavicle and humerus broken. For the first three hours he was completely in- 
sensible. He afterwards felt great pain in the right side of the chest, with a sen- 
sation as if a foreign body preventing respiration had beem introduced into the right 
lung; the pain was accompanied with violent throbbing and heaving, and it was 
soon discovered that his heart was pulsating at the right side of the sternwm. The 
person himself is quite positive that before the accident his heart beat on the left 
side, and was the first to notice its altered position. He recovered, and was sub- 
sequently able to follow his usual habits of hunting and shooting. 

Actual protrusion of the heart (Hernia Cordis, Lat.; Herzbruch, Germ.; Hernie 
du Ceur, ou Cardiocele, Fr.) is very rare, even congenitally. Cwaussier gives the 
account of one case, 2 female infant in whom there was a soft roundish swelling 
about an inch high, and two and a quarter inches broad at the upper and fore-part of 
the belly, in which on the slightest inspection, the form and various movements of 
the heart and the dilatation and contraction of its ventricles were observed. Its 
size varied according to the different states of respiration; when the child inspired, 
the heart rose and seemed partially retracted into the chest, but when she expired 
the heart was driven forwards and downwards and the motions of the ventricles 
were very manifest. The swelling gradually increased in bulk, and enlarged when 
the child cried, especially when she was held upright; but it became softer and 


(a) Sur Ectopic du Coeur; in Repert. (d) Transact. of Provine. Med, and Surg. 
Génér. d’Anatomic et de Physiologie Patho. Assoc., vol. vi. p 374. 
logiques, &c., vol. ii. p. 9. Paris, 1826. Ato. (e) Journal de Médecine, vol. xlix., p. 
(6) Philos. Traus., vol. xli. p. 776, 1741. 423.. 
(c) Mémoire sur l’Ectopie du Coeur; in (f) Journal Génér..de Meéd., vol. xavi. pa 
Repertoire Général d’ Anatomie. 275. 
(g) Edinburgh Medical amd Surgical Journal, vol. xxxvi. p. 44. 


31* 


36% RUPTURES OF THE BRAIN. 


smaller when she was quiet and laid down. Gentle pressure also diminished the 
size of the swelling. As far as could be ascertained there was a large opening on 
the left side of the chest, below the edge of the fourth rib: some of the ribs below were 
deficient at the aperture. The child was well and healthy. Cuaussier also men- 
tions the case of a soldier, twenty-seven years old, in whom all the breast bone was 
deficient below the first pair of ribs. The five following pairs of ribs had no carti- 
lages, but the seventh pair had cartilages, and united with each other at the mesial 
line. The interspace thus left on the front of the chest was large oblong, and 
seemed covered only by skin, and all the movements of the heart could be perceived 
through it: but there was not any protrusion. ‘The man was perfectly healthy, had 
served several years, and sustained the ordinary fatigues of a soldier’s. life (a).] 


41].—Or Ruprures oF THE BRAIN. 


Corvinus, Dissert, de hernia cerebri. Argent, 1749. ‘ 

Sresoip, C., Collectio observationum medico-chirurgiearum. Fasc.i. art.i. De 
hernia cerebri. Wiirzeb., 1769. 

Ferranp, Mémoire sur l’Encephalocéle; in Mémoires de l’Académie.de Chirur- 
gie, vol. ik. p. 61. ; 

Orcume, Dissert. de morbis recens natorum chirurgicis. Lips., 1773. 

Hexp, Dissert.:de hernia cerebri. Giess.. 1777. 4to. 

Sauinevuve, Dissert. de hernia cerebri. Gdtting., 1792.  8vo. 

Niemeyer, De hernia congenita. Hale, 1833, 

Tuiemic, Dissert. de hernia cerebri. Gétting., 1792. 8vo. 

Earue, Henry, in Med.-Chir. Trans., vol. vii. p. 427. 
Lirescuirz, Encephaloceles aequisite cum abscessu cerebri observ. Regimontii. 
1828. 

Orro, A. W., Lehrbuch der pathologischen Anatomie, vol. i. Berlin, 1830. 

Becx;, in Buscu, von Grarre und anv. Encyelopadisches Worterbuch, vol. xvi. 
p- 169, 1837, Article Hernia Cerebri (6). ; 


1260. Cerebral Rupture (Herma Cerebri, Lat.; Hirnbruch, Germ.; 
Fernie du Cerveaw, Encephalocele, Fr.) is a swelling, depending on the 
protrusion of the brain through an opening in the bones of the skull, and 
overspread by the external coverings. It is either congenital, or may arise 
accidentally after birth ; in the former case, the brain protrudes through 


some place corresponding to the sutures; in the latter, through an open- 
ing caused by loss of substance. 


[Thedefinition just given of this ailment, which is the true one, shows that the term 
hernia cerebri, as used by English surgeons, is most improperly employed, inas- 
much as the disease which they so name has no resemblance to a rupture or protru- 
sion of the brain from its proper cavity and enveloped in its natural coverings, but 
is consequent on a tearing through of its investing membranes, and a luxuriant 
granulating process of the brain itself, for the repair of a direct injury, resulting from 
external violence, by which that organ has been wounded; or to fill up the defi- 
ciency which the ulceration excited by irritation and subsequent suppuration, conse- 
quent on inflammation and ulceration of the dura mater, set up by necrosis of the 
neighbouring skull-bone, has produced. The hernia cerebri of British surseons 
upon which the best paper is that of Srantey (c), is in fact, no brain-rupture at all; 


(a) [have extracted these cases from Hurn- (b) I have freely availed myself of this ex- 
tanp und Hares’ Neves Journal der prak. cellent article, which is the best T have met 
tischen Arancikuvde, &c., who quote them with on a subject little attended to in this 
from a paper of Craussier’s in Liroux’s country.—s. F. s. 

Journal de Medecine, March, 1814; but I (c) Cases of Hernia Cerebri, with Obser- 


cannot tind it there, or in the neighbouring vations; in Med.-Chir. T'rans., vol. viii p. 12. 
volumes.—J. Fs. ie 


Sa 
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it is merely a luxuriant, or so-called ‘* fungous” growth of a brain-ulcerto fill up its 
cavity, and is nothing more than a neglected active healing ulcer, of which the at- 
tempts for its self-cure being too vigorous, assume effectually an unnatural condition, 
-and thus prevent the reparation of the injury they were intended tocure. This state 
of the brain has been already noticed (par. 450, vol. i. p. 425); and it must not be 
confused with that now under consideration, of which a very excellent account has 
been given by Beck (a); nor with the blood-swellings of the heads of newly-born 
children, which will be noticed hereafter.—s. F. s.] 


1261. Congenital Cerebral Rupture is the consequence of an incom- 
plete or retarded formation of the skull-bones, the interspace being filled 
only by fibrous membrane, through which the brain, when in a diseased 
state of expansion, as in hydrocephalus, protrudes (1). It occurs most 
commonly in the middle of the occipital bone, in the region of the great 
occipital hole, or at the posterior fontanele ; it may be, however, at any 
other part of the skull, where the bones are still separate. It 1s character- 
ized by a swelling of various size, covered by the integuments of the 
skull, which are thinned on the top of the swelling, and deprived of hair. 
The aperture, by which the brain protrudes, is irregular, and the swelling 
usually fluctuating, can rarely be much diminished by pressure, and recurs 
when left alone; the edge of the bone is felt at its base, and the swelling 
has usually some pulsation. The symptoms vary according to the size 
of the rupture; if it be small, there is generally no particular disturbance, 
when the swelling is properly protected from external violence. In large 
cerebral ruptures, there arises from the weight of the swelling, tearing of 
the brain, and so on, pain which the child shows by slight moans and 
sighs, and which may be relieved by proper support and covering of the 
tumour. Children, with large cerebral ruptures, commonly die early, and 
pass their, short life in continual stupefaction; are often sick, badly nou- 
rished, and are frequently convulsed. The swelling may inflame and 
burst, and the patient then soon dies. Several cerebral ruptures ‘may 
exist at once. Those affected with cerebral rupture often live long, and 
frequently, without any disturbance of the bodily or mental powers being 
thereby caused. 

Hewp (b) saw a cerebral rupture, in a girl of twenty years; Guynnor (c), ina 
man of thirty; Ricnrer (d), ina man of sixty; Latuemanp (e), in an imbecile 
girl of twenty-three years; Werpemeirr (f), ina young man of eighteen, who was 
sma}], imbecile, and almost speechless. 

On. examination of congenital cerebral rupture, the galea aponeurotica and dura 
mater, are found tolerably united together beneath the external skin. In the sac 
formed by them is a large or smal] portion of brain, covered by the tunica arach- 
noidea and pia mater; the entire surface is moistened with serous vapour; and fre- 
quently there is a considerable quantity of serous fluid. No adhesions have been 
hitherto observed in this rupture. The condition of the displaced brain is similar 
to that within the skull, but surrounded at its base with a groove. A part of the 
ventricle, expanded with water, may be contained in the rupture. Not unfrequently 
is cerebral rupture accompanied with spina bifida. 

[(1) Orro observes (g) on this point, that it (Watery Rupture of the Brain; 
Hirnwasserbruch, Germ.; Hydrocephalocele, Fr.) ** seems to depend rather ona dis- 
eased partial enlargement of the brain, which, if not in all, certainly in the greater 
number of instances, depends on hydrocephalus, rather than on deficient development 
of the skull-bones, which seems only to be consequent on that condition.” (p. 409.) 


(a) Above cited. (e) Bover, Traité des Maladies Chirurgi- 
(b) Ibid. cales, vol. v. p. 201. 


(c) Ferranp, above cited. (f) Von Grarre und von Watruer’s Jour- 
(d) Comment. Soc. Guetting, vol. xv. p. nal, vol. ix. p 126. 


9] (g) Above cited. 


~ 
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And “althoughin some cases, perhaps,a simply hypertrophy of the brain may cause 
cerebral rupture, yet hydrocephalus is usually its cause; therefore almost all the 
well-observed cases of cerebral rupture have distinetly shown this; and I have also 
noticed it in the cases which I have observed. In Penapa’s case (@) much water 
constantly trickled from the cerebral rupture; and in Earue’s case (0) the water 
again collected after having been drawn off. Baron (c) has related an instance of 
a female child who was born with a remarkably latge head, which at the end of a 
month measured twenty-nine inches incircumference. ‘The circumference did not 
farther enlarge, but a swelling began on the top of the head, over the posterior fon- 
tanelle, which, in the space of another week acquired the magnitude of a goose’s 
egg. At this period of the disease the mother, on going one morning to take up the 
child, was very much surprised to find that the swelling had become much smaller, 
and perfectly soft. She observed likewise a constant dribbling of water from the 
urinary passages, and that the bed was soaked with the discharge. It continued, in- 
cessantly for three days and three nights. By this time the swelling had entirely 
disappeared, the head was considerably smaller, and the integuments which before 
were very much distended, now fell in large wrinkles over the child’s forehead, so 
as actually to cover the eyes.”? (pp. 51, 2.) After two months the discharge by the 
urinary organs diminished, the head acquired greater size than before, ‘ having on. 
this occasion extended itself over the whole of the head and face. * * * A watery 
discharge, tinged with blood, was seen to ooze from the nostrils and mouth. It con- 
tinued without ceasing for three days, when the swelling on the top of the head had 
vanished, and the head itself was much smaller. The fluid never again accumulated 
in the sack on the outside of the head, nor did the head ever gain its former magni- 
tude, because the discharge from the nostrils was kept up, with slight intermission, 
til] the time of its death,” (pp. 52, 3,) which occurred about eleven months after. 
Baron observes in explanation, that ‘the expansion of the brain, its membranes, 
and of the cranium, seems to have gone on till the parts would stretch no longer, 
when the rupture took place which caused the first swelling and established a free 
and large communication between it and the interior of the brain.” (p. 55.) 

In very rare cases the fluid is contained between the brain and its membranes, 
and protruding, the latter forms its only contents as in Texror’s (d) and THomp- 
son’s (€) cases. 

Sometimes a portion of the cerebrum, sometimes a part of the cerebellum is con- 
tained in these ruptures, and an instance is given in which the whole cerebellum 
was found in_a rupture through the occipital bone (f). There is also usually fluid 
on which account the disease has been named hydrvencephaiocele. 

Congenital cerebral rupture is considered by Mrcxet (g) to arise either from col- 
lection of fluid in the brain, or on its surface, in which case a portion of the brain 
and its membranes are protruded. And as to its more frequent occurrence on the 
occipital bone than elsewhere, Orro says, that this happens because “the occipital 
bone consists of several pieces of bone, which only at a more advanced period 
unite, and that the water collected in the posterior horn of the ventricle can act more 
powerfully upon the four pits formed by the dura mater in the occipital bone than 
upon the other parts, which rather form an inclined plane.” (p. 412.) And he 
says, that in this case “the brain penetrates through the enlarged occipital hole, 
and the cleft upper vertebra of the neck, or through special holes in the shell of the 
occipital bone, or at its upper angle.’ (p. 410). Among the more rare positions of 
this rupture must be mentioned the cases mentioned by Moreau (h) and Ricu- 
TER (7) in which the swelling appeared at the root of the nose and sti!| more rarely, 
where it protrudes into the orbit, the nostril and the sphenoidal sinus. 

These swellings sometimes are much larger than the head itself, of which a case 


_ (a) Saggio d’Osservazioni e Memorie, vol. (e) London Medical Repository, vol. ii. p. 
1,p. 15, Padova, 1793.’ 8vo. 353. 1824. 
(6) Medic. Chir. Trans., vol. vii. p. 427. (f ) Korsmann in Sirzoty’s Journal fiir 


(c) History of a case of Rupture of the die Geburtshulfe, vol. iv. p. 150. 1823.. 
Brain, and its Membranes, arising from the (g) Handbuch dr Pathologischen Anato- 
accumulation of fluid in a case of Hydroce- mie, vol. i. p. 301. Leipzig, 1812. 8vo, 
phalus pple in Med.-Chir. Trans, vol. (h) Dictionnaire de Médecine, vol; viii, 
vill. p. 5], p. ol. 

(d) Neue Chiron., vol. i. p. 469. 


(7) Comment. Soc, Gotting, vol. xv. p. 29. 1804. 
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has been recently mentioned by Forcemon (a); in this instance the circumference 
of the head above the ears was only 26 centimetres, whilst that of the tumour was 
30 centimétres. 

Congenital cerebral rupture sometimes appears to be double, either in consequence 
of the little yielding of the falciform process of the dura mater, and of the longi- 
tudinal sinus; or by a tendinous band dividing it into two halves, as in Weprer’s 
case (6), which lived till six years old. These, however, must not be confounded 
with the actual duplicity of the hernial tumour, “twice noticed” by Orro “at its 
commencement in one case, and perfectly formed in the other, where the one was 
again divided into two halves. And in Brunarp’s case (c) the scar above the her- 
nial rupture appeared to have been a second rupture.” 

The cure of these ruptures has been denied, but Orro cites two instances, Brn- 
LARD’S, just noticed, and one of Mecxet’s (d), in which it occurred; ‘scarred spots 
being found where in the fwtus the water had escaped, and the brain seemed to have 
fallen together.” (p. 412.)] 


_ 1262. In Accidental Cerebral Rupture, the brain protrudes gradually, 
by means of its alternating pressure, at the spot where a previous injury 
of the skull has formed an opening, which is only closed by a cellulo- 
fibrous substance. As the scar has not the extensibility of the cover- 
ings in congenital rupture, so accidental rupture never acquires its size. 
The swelling always pulsates, increases somewhat during expiration, and 
lessens somewhat during inspiration. If the swelling can be returned, 
the edge of the opening in the bone may be felt. 


[‘* The acquired cerebral] rupture is,’’ says Becx, “‘so rarely observed that nothing 
decided can be mentioned as to its progress. If the case mentioned by Lipsius be 
considered as hernia cerebri acquisita, it may be concluded from it, in reference to 
other cases, that the danger of this condition depends on the disposition of the 
brain to ulcerative destruction, formation of abscess, and secondary fungus.” (p. 
176). 

This, truly, is not saying much, and indeed Cuetius’s observations are not more 
to the purpose. JI do not know of any instance where, after the filling up of the 
opening in the skull which has been consequent on the loss of bone, either by the 
violence itself which has broken it, by the surgical operation which has removed it 
to relieve the brain from pressure, or by exfoliation, the result of direct injury or 
constitutional disease locally affecting the skull bone, the protrusion of the brain 
with iis cellulo-fibrous covering has taken place. Indeed, when from either of these 
causes an aperture has been formed in the skull, and the corresponding wound of 
the soft parts around it has scarred by its edges inosculating, if the term may be 
permitted, with the exposed dura mater, of which the surface first granulating, 
either itself becomes converted into a thin skin, or is covered with skin shooting 
from the surrounding scalp; in such cases, instead of any protrusion of the brain 
and its covering membranes, there is a seeming depression, which, however, is 
really only correspondent to the thickness of the bone lost, and not an actual drop- 
ping into the cavity of the skull of the cellulo-fibrous substance, which fills up the 
hole left by the deficient bone. The edge of the bony aperture in these cases is 
almost invariably thin, scaly, and sharp, as if there had been an unsuccessful attempt 
to convert the cellulo-fibrous substance into bone. The pulsations of the brain 
are, when the patient is unexcited, sometimes, though not always, distinctly per- 
ceptible through this substance for some little time after the scarring has been per- 
fected; but sometimes, even whilst the dura mater is granulating, little or no beating 
of the brain is observable. As, however, the scar becomes older and tougher the 
pulsation becomes less and less perceptible, and at last entirely ceases. But though 
such is the case under ordinary circumstances, yet if, from any cause, the patient be 
agitated and the circulation quickened, the throbbing of the brain against the cel- 
lulo-fibrous scar is distinctly visible, and subsides only as the agitation passes off. 


(a) Bulletin de Acad. Roy. de Médecine, (c) Traité des Maladies des Enfans nou- 
vol, x. p. 1024, 1845. veauxnés, &c. Paris, 1828. 8vo, 

(b) Obs. de Affect. Capit., p.46.Scaphusii,  (@) Descript. monstroram nonnullorum, p. 
1717, 57. Lips., 1826, 
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This I have frequently observed, as every one must, who has seen Jarge apertures 
in the skull, from whatever cause resulting, scarred over. ) 
The cellulo-fibrous scar has a very smooth and highly polished surface, at first of 
a reddish colour, but subsequently as white or whiter than the surrounding skin; 
and more or less small blood-vessels are seen meandering upon it,-which often re- - 
main after the general vascularity of the scar has diminished, and it has become 
white. Like all other newly-formed parts, its vitality is not great, and consequently, 
it not unfrequently ulcerates superficially, heals up slowly, and again and again 
ulcerates and heals up in like manner. Although tough and resisting, it is not suf- 
ficiently stout to protect that part of the brain it covers from pressure ; and therefore, 
if the fingers be applied on it sufficiently firmly, the brain being pressed, its func- 
tions are disturbed, and convulsions, with the ordinary symptoms of compression, 
are produced. On the other hand, a sudden and large impulse of blood may so in- 
crease the bulk of the brain as to drive it against the cellulo-fibrous scar with suf- 
ficient force to burst through it. A very remarkable instance of this kind is men- 
tioned by Jamirson (a) in a girl of thirteen years, who, having fallen from the roof 
of a house, “broke and shattered her cranium at the»place where the sagittal and 
coronal sutures meet, making a depression of the bone of about four inches in dia- 
meter;’’ for which she was trepanned, and ‘‘the depressed pieces of bone being all 
found separated from the neighbouring sound bone, were all brought away, and so 
left a terrible chasm in the cranium.” (p. 217). In three months the integuments 
were cicatrized, but she continued to wear a plate of lead which had been applied 
over all the dressings on the fifth day after the accident, for five months, “ but then, 
thinking herself secure, she laid it aside, and continued well seven months more, 
when the kink-cough, (whooping cough,) then epidemic in the place, seized her, 
and was so violent one night when she was in bed, that the czcairiz in her head 
was lacerated, and the brain was pushed out at the tezuments. Being instantly 
called for, I found above two ounces of the brain lying on the scalp.’ (p. 218). 
Entire paralysis of the limb ensued, but she had still the use of her reason and 
tongue ; was much inclined to sleep, had a low depressed pulse, anaxietas cordis, 
and involuntary discharge of urine. After continuing in this state for five days, 
she died; but unfortunately no examination of her body was permitted.—s. F. s.] 
1263. Accidental cerebral rupture is distinguished from the so-called 
_ fungus of the dura mater, by its origin; further, by its usually only oc- 


eu nne in more advanced age, and is preceded by pain, stupor, and the 
ike. . 

The congenital cerebral rupture may be distinguished from the blood- 
swellings of new-born infants, especially by the latter, in general, being 
seated on the sides of the head, and being anaccompanied with any 
symptoms of disturbed cerebral functions; whilst congenital cerebral 
rupture always arises on the region of the suture. Both cerebrum and 
cerebellum may be protruded (), and the greater part of the brain con- 
tained in the swelling (c). 

Trew (d), Le Dran (e), and others, have described ‘cases of cerebral 
rupture occupying the right parietal bone, but they are the less to be 
relied on, as in neither case was there any anatomical examination. 
The occurrence, however, of cerebral rupture in other parts than the 
sutures, is proved by anatomical examination (/). 

Cerebral rupture is distinguished from watery cysts on the head of 
newly-born children, with which it agrees in reference to its seat, and by 

(a)The Brain forced, by coughing, through (c) IsenrtamM sin Archives Générales de 


the cicatrice ‘of a wouud of the head, &c,; Médecine, vol. iv. p. 229.—Gaz. Méd.. 18 

in Medical Essays and Observations, pub-  p. 667. ; tn Phe Aah 

lished by a Society in Edinburgh, vol. ii. p. (d) Sanson; in Sanatinr, Médecine Opé. 

his ratoire, vol. ili. p. 409, i. 
(6) LatiemManp and Barros; in Ricuer- (e) Commere. lit. Noric., an 1738 p. 412, 

AnD, Nosographie Chirurgicale. Fourth (f) Observations de chirurgie. : Paris, 


Edition, vol, ii, p. 318—Boyer, above 1771, vol. i, obs, i, 
cited, 
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pressure on it causing cerebral symptoms, by its pulsation and great 
firmness; the deagnosis, however, ts difficult when, as frequently, a col- 
lection of water occurs with cerebral rupture (a). 

1264. The treatment of congenital and accidental cerebral rupture, 
consists in returning and retaining the swelling within the skull, for 
which purpose a sufhcient degree of compression is employed by ban- 
dages dipped in astringent fluids, or by apparatus of leather, or less 
suitably, of metal, to such extent, as not to produce any symptoms. 
Small congenital cerebral ruptures may thus be radically cured, which 
is not to be expected with those arising from accident (6). If the cere- 
bral rupture be large, and the reduction impossible, the swelling must 
be supported and protected from external pressure. In such cases the 
puncture of the swelling has been proposed in order to discharge the 
fluid and lessen the bulk of the swelling. ‘This practice is always very 
dangerous, although it has been practised with success. The puncture 
should be made with a fine needle or lancet, and after emptying, the 
aperture is to be closed to prevent the entrance of air. 


Punctures have been made very frequently with successful result (c) (1). 

Tying the swelling (Scuneiper) (d), and incision with the view of extirpation, 
under incorrect diagnosts (LALLEMAND) (e€), and the removal of part of the protruded 
brain (Sran.ey) (f) (2), have had fatal results. Opening the swelling has sometimes 
first discovered the incorrectness of the déagnosis, and a dry dressing, with slight 
pressure, has been employed till the brain has returned, and complete scarring of 
the hole in the skull (¢) has taken place. 

([(1) Henry Harve mentions (2) the ease of a female ehild born with transpa- 
rent globular tumour at the back of the head which in eight days had increased to the 
size of a billiard-ball ; it ‘‘appeared to be in its nature similar to the disease termed 
spina bifida, and to consist of an expansion of dura mater, containing serwm, in con- 
sequence of a deficiency of bony or other support at this part.” He made three 
punctures with acommon needle, and let out three drachms of fluid. The punctures 
had not healed two days after, and pressure again discharged the same quantity of 
fluid. Two days after, the punctures had healed, and the sae was again full; it was 
then pricked with a very fine trocar-made needle and canwla, and an ounce of serum 
drawn off. Five times after, at intervals of from two to four days the puncture was 
repeated, and at the last little fluid was evacuated, and the sac, having collapsed, 
thickened. For sixteen days the case went ‘on well, but then the sac inflamed, 
patches of skin.came away, and a thin ichor discharged from the whole surface. 
Three days after, the tumour was as large as ever, but. opaque and very vascular; it 
was then punctured with a lancet, and half an ounce only of fluid discharged. 
Twice afterwards, the tumour was again emptied with the lancet; but two days 
after the last puncture, the surface of the swelling inflamed, and on the day follow- 
ing, the flap of the last opening began to ulcerate, and in two days more extended 
down to the cavity of the sac by a sinall aperture through which the serwm continued 
to ooze. Three days after she died, without any symptoms of inflammation or ef- 
fusion on the brain. Apams mentions a case which was punctured seven times, the 
skin gradually thickened, the secretion of fluid diminished, but protrusion, probably 
a small portion of the cerebellum, remained. ‘The child recovered. : 

Puncture is not, however, free from danger. Corvinus mentions a case (7) in 


(a) Horruine, Zwei Fille von Hirnbruch; —Compare Guzctte Medicale, vol. iv. -p. 
in Casrer’s Wochenshriit, 1835. No 23, 299. 
Compare also NatcrLe. Ueber den ange- (d) Ricurer’s chirurg. Bibliothek., vol. 
bornen Hirnbruch und dic Kopfblutge- vill. p. 269. 
schwulste Nengeborner in diagnosticher Hin- (¢) Boyer, above cited. 
sicht; in Huresanp’s Journal, 1822, May, (f) Above cited, p. 24. 
p. 1, (g) Ricnrer’s chirurg. Bibliothek,, vol. iy. 
(b) Santneuve, above cited.—Marrin1;_ p. 551}; and Sranuey, above cited, 
in Frorier’s Notizen, vol. si. p. 222. (h) Above cited. 


(¢) Froreie’s Notizen, vol xxsyi. p. 346. (1) Above cited, p, 336, 
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which the large swelling was opened by Friep, and death ensued. Setter (a) 
performed this operation, and the child died comatose on the third day. Von 
Graere (2) punctured with a trocar and canula, and left in the latter to allow the 
escape of the fluid; but the swelling becoming painful, and assuming a dusky 
colour, it was withdrawn, convulsions ensued, and the child died. be P r 

Pirscuarr (c) relates two cases of suppurating protrusions in children, in-which 
some of the brain oozed out, and which were cured by the application twice a day 
of linen-spread with honey, with large compresses dipped in decoction of oak 
bark; and the internal exhibition of acorn coffee and cooling diet. The children’s 
intellect was uninjured. : 

(2) Srantey’s cases are improperly introduced here; they were all fungous 
growths of the brain, soon after the removal of portions of the skull which had been 
depressed. 'T'wo of the boys died and one lived.—s. F. s.] 


C.—Or Pro.aPsEs. 


1265. <A Prolapse (prolapsus, Procidentia, Lat.; Vorfall Germ.; 
Chute, Fr.) is the partial or complete protrusion of an organ out of its 
cavity, so that it comes into immediate contact with the external.air; in 
which consists the difference between prolapse and rupture. 

1266. The common causes of prolapse, are tearing or relaxation of 
the natural attachmenis, or of the openings, and diseased changes of the 
organ itself. 

1267. As the prolapse of the brain, lungs, and bowels have been 
already considered with their respective wounds, there remains only to 
be here considered, prolapsus of the vagina, of the womb, and of the 
rectum. 


I.—OF PROLAPSE OF THE WOMB. 


(Prolapsus Uteri, Hysteroptosis, Lat.; Vorfall der Gebdrmutier, Germ.; Chute de la 
Matrice, Fr.) 


Cuopart, Dissert. de uteri prolapsu. Paris, 1722. ‘ 

Sturm, Dissert. de procidentia uteri. Erf., 1744. 

Sazatier, Sur les Deplacements de la Matrice et du Vagin; in Mém. de l’Acad. - 
de Chirurg., vol. iii. p. 361. 

Kuince, Commentatio de uteri procidentiad usuque pessariorum in hoc. morbo. 
GOtting., 1790. 

Forur, Dissert. de procidentia uteri. Stuttg., 1793. 

-Bacumann, Dissert. de prolapsu uteri. Duisb, 1794. 
j Meissner, Die dislocationen der Gebarmutter und der Mutterscheide von Seiten 
oe Entstehung, ihrer Kinflusses, und ihrer Behandlung dargestellt.. Leipz. 1821, 
vol.'i. Sip ' 

Crovie.uier, J., M.D., Anatomie Pathologique. Paris, 1828. fol. 

Crarxe, Sir C. M., Bart., Observations on those Diseases of Femalés which are 
attended by Discharges. Part I. Third Edit., 1831. Large 8vo. 

Boivin, Madame, et Duek’s Maladies de |’ Uterus. Paris, 1833; 2 vols. 8V0.5 


(a) Rusv’s Chirurgie, vol. viii. p. 411. (c) Hure.anp und Osann’s Journal fir 
(6) von Grarre und von Wa.titers Jour- praktischer Heilk, 1832 Oct., p. 56: 
nal, vol. xix. p. 162. ; pe 
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and translated by G. O. Hemmine, M. D., as On the Diseases of the Uterus ; with 
Notes. 2 vols. 8vo. London, 1834. 

Ramssoruam, F. H., M.D., Lectureson the Morbid Affections of the Puerperal 
and Pregnant States, the Organic Diseases of the Uterine System, &c.; in London 
Medical Gazette, vol. xvi. p. 529. 1834-5. 

Biunpext, James, M.D., Observations on some of the more important Diseases 
of Women. Edited by Castir, T., M.D. London, 1837. 8vo. 

Wvysranp Henprixsr, Descriptio historica atque critica variarum uteri prolapsum 
curandi methodum. © Berol., 1838; with three copper-plates. 

Ricuter, A. G. Chirurgische Bibliothek, vol. iii. 

Uxsamer, M.D.; in Buscu, von Grarre und anp. Encyclopaedisches Worter- 
buch. Article, Gebdrmutter Dislocationen, vol. xiil., p. 557. 

[Geppines. Observations on the Operative Procedures employed for 
the relief of Procidentia Uteri. American Journal of the Medical 
Sciences, vol. 26, p. 8357. Philada. 1840.—e. w. n.] 

Besides the works on Diseases of Women by E. v. Stezoxp, Jore, Dewees, and 
others. 

1268. Prolapse of the Womb designates that displacement of, the 
womb in which it descends more deeply into the vagina. According 
to its greater or less considerable descent, is it called complete or incom- 
plete prolapse. It may also be accompanied with inversion of the womb. 


[‘* The descent of the womb,” says Saparier, ‘thas three different stages, to 
which have been given the names relaxation, descent, and fall or precipitation. 
When it is only in its first, or even in its second stage, the womb descends more 
or less in the vagina; a pear-shaped tumour is felt, around which it is easy to carry 
the point of the finger, and which is pierced at its extremity by a transverse aper- 
ture. This tumour is situated higher in relaxation, and lower in descent of the 
womb. When, on the contrary, the disease has arrived at its third and last stage, 
the womb is precipitated completely out. It carries with it then the vagina, doubled 
upon itself, and a part of the bladder which is very adherent. Many even of the 
floating bowels of the lower belly sometimes sink into the kind of cu/-de-sac formed 
by the vagina, and render the tumour monstrously large.” (p. 362.) 

To the same effect are BLuNDELL’s observations. ‘* There are three varieties,”’ 
says he, ‘ of this complaint, relaxation, prodapsus, and procidentia. When the womb 
protrudes beyond the os externum, the disease is called procidentia ; when it remains at 
the outlet, prolapsus; when it scarcely subsides below the brim, it then constitutes 
what is denominated relaxation.” (p. 33.) It will be readily perceived that Biun- 
DELL’s procidéntia is our -Author’s Complete Prolapse, and that his prolapsus and 
relaxation are included under Incomplete Prolapse. ] 

1269. In Incomplete Prolapse of the Womb, (Prolapsus Uteri incom- 
pletus,) that organ descends more or less into the vagina, and forms a 
pear-shaped swelling, which protruding only whilst the patient stands, 
can, on examination, be swept round by the finger, and at its lower 
part a transverse cleft, the mouth of the womb, is felt (1). Or the 
womb, with its neck, descends between the external generative organs, 
in which case the vagina is at the same time inverted, and descends 
with it (2). astra 

The symptoms presented by incomplete prolapse are, dull but constant 
pain in the rump, loins, and flanks, a weight and pressure in the vagina, 
frequent need of going to stool, often violent urgency, and difficulty in 
discharging the urine (3). All these symptoms increase if the patient 
standing long, have exerted herself; and diminish or disappear entirely 
if she continue for a long time in the horizontal posture. If the neck 
of the womb have descended between the external generative parts, the 
movements of the body are hindered, and all great exertion rendered 

VoL. 11.—32 
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impossible. The irritation which under these circumstances affects the 
womb, and the other organs of the pelvic cavity, may be participated 
in by the bowels; and the functions of the alimentary canal are often 
disturbed (4). At the time of menstruation all these inconveniences 
increase ; it becomes irregular; considerable flooding frequently occurs, 
and is accompanied with a copious discharge of the whites. 


[(1) “Of the descents of the uterus, the most common, perhaps the most ob- 
secure and the most troublesome, is, says BuunpeL, “that variety in which the 
uterus descends but a little way, aninch or two into the pelvis, technically called 

relaxation of the uterus.” The symptoms attending this condition, he observes, 
often lead the woman, if married, to suppose herself pregnant. If the medical 
attendant have any doubt of the case, ‘ that doubt is to be set at rest by making a 
careful examination. If the disease exist, you will observe the upper part of the 
vagina to be very relaxed, and the womb to protrude; and were you to introduce a 
catheter, you would find there is a tendency to an obstruction and distortion of the 
urethra.’ (pp. 39, 40.) 

(2) The more advanced form of incomplete prolapse BLunpELL speaks of as ‘a 
more frequent disease than procidentia, complete prolapse,) and therefore still more 
important to be known; in which the womb comes down to the external parts, but 
not beyond them, and called prolapsus uteri.” The symptoms, he observes, ‘‘ are 
worse at night, because the womb comes down in the evening, the patient haying 
been about all day ;”’ this observation may indeed be also applied to relaxation. 
**On the whole, I should say,” he continues, ‘that there are few diseases which 
are better characterized than prolapsus uteri”? by its symptoms. If examinations be 
thought necessary, they ‘‘are better made in the evening than in the morning, for 
in the morning the womb is almost always in its place, whereas, in the evening, 
it is considerably descended, so that the displacement is easily recognised. To this 
character may be ‘added, first, the laxity of the vagina, which, in its upper half, is 
much more capacious, so that, perhaps you might puta pullett’s eg@ into it there, 
though the lower part of it may be tenser; secondly, a bearing on the recilwm, pro- 
ducing irritation; and, thirdly, if you introduce a catheter into the bladder, you will 
find the passage more or Jess distorted, the instrument moving about, and perhaps 
turning round completely by being thrown out of the ordinary line.”’ (p. 37-9.) 

(3) The disposition to frequent voidance of the urine may arise either simply 

, from the irritation produced by the displaced womb pressing against the neck of 
the bladder, or from the ‘pressure preventing the complete emptying of that organ, 
or from the womb dragging it down and bending the urethra upon itself backwards 
and downwards to a greater or less extent. Upon this point RamsporHam observes: 
—‘*The more vehement the woman’s efforts to accomplish the relief of the bladder, 
the more perfect does the obstruction appear. Nor is this difficult of explanation ; 
because, under these forcible endeavours, the diaphragm and abdominal muscles 
both being called into strong action, propel the wlerws even lower; and in this man- 
ner the pressure before existing is increased.”’ (p. 530.) 

(4) The irritation of the rectuzn is in either of the two stages now under conside- 
ration merely attributable to the pressure of the womb, and not to any dragging. 


1270. In Complete Prolapse, or Falling out of the Womb, ( Prolapsus 
Utert completus ), the organ projects entirely out of the external parts of 
generation; the vagina is thereby drawn afterit and doubled; the organs 
connected with the womb are entirely dragged out of their place; the 
intestines sink into the sac produced by the inversion of the vagina, and 
therefore a void is always noticed in the lower part of the belly (1). 
All the symptoms mentioned in complete prolapse here exist in a 
greater degree; voidance of the urine is specially attended with conside- 
rable difficulty, and often entirely prevented (2); qualmishness, sickness 
spasm in the belly, sometimes fainting, severe febrile symptoms often 
occur, especially when the prolapse has taken place suddenly, The 
swelling formed by prolapsed womb has an oblong, nearly cylindrical 
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form. (3), terminates below in. a narrower part, on which is found a 
transverse opening, (the mouth of the womb), from whence during men- 
struation blood flows, and into which a probe may be introduced not 
more deeply than two inches (4). ‘The base of the swelling is attached 
to the inner skin of the dabia, by which the introduction of the fingers, 
near the swelling, is prevented. The tumour has at first a reddish 
colour, and is sensible; but by contact with the air, friction, and the 
moisture of the urine, and so on, it becomes inflamed ; a copious secre- 
tion of mucus takes place on its surface, and it becomes gradually insen- 
sible, and overspread with a thick skin, like other parts (5). The in- 
flammation may be severe, and run on to ulceration, and even to morti- 
fication (a). ; 

(1) In reference to the size of the prolapsed womb and vagina and the. contents 
of the sac formed by the latter, BLunpeL obsérves :—‘‘ I have seen several cases in 
whieh the vagina has been forming a large tumour lying forth between the limbs; 
this cyst containing not merely the womb, but in part the bladder, the small in- 
testines, the ovaries, and perhaps the rectum; for where you have procidentia, it 
very rarely happens that the womb only descends, generally the other viscera come 
with it, in a larger or smaller mass. A case of thiskind if you are incompetent, 

ou may mistake for polypus, inversio uteri, not to mention a large descent of the 
bladder only; but when you examine the tumour with care, you will frequently 
discover, first, that on the surface of the tumour, the ruge of the vagina are more or 
less conspicuous; secondly, that you can introduce a catheter into the tumour, pro- 
vided the bladder be come down; thirdly, that on passing a finger into the rectum, 
it may perhaps descend into the back of the cyst; lastly and above all, that at the 
lower part of the cyst, the os uteri may be found. Sometimes theos uferd is so con- 
spicuous that you can see it at the first glance; but at other times it appears under 
the form of a very minute aperture, the usual tubercle being wanting.”’ (pp. 33, 4). 

CruveiLuier says he has seen one cise of prolapse in the living subject in which 
the bowels descended into the inverted vagina, but has never met with it after death. 
He also observes that in consequence of the peritoneal doubling or pouch between 
the vaging and bladder being much shallower than that between the vagina and 
rectum, the vagina may be completely inverted in front, whilst it is scarcely ever so 
behind; and that, consequently, the vertical extent of the swelling is greater before 
than behind. [This observation seems to me the very contrary of what might be 
expected.—s. r. s.] For the same reason, he says also, that the front pouch is too 
slight generally to receive intestines into it, whilst the hind one may receive a large 
quantity, and that under such circumstances the prolapse may become as large as a 
man’s head (b). (This does not appear to me a more satisfactory statement than 
the former, for did the hinder pouch still remain, the protruded swelling would have 
the form of a double sae, separated by a cleft, the front one formed by the womb 
itself, and the hind one by the peritoneal sac containing intestines, and thus in fact 
becoming a vaginal rupture. But this is not the case, at least in the few cases J 
have seen (as they generally fall to the lot of the man-midwife, rather than the sur- 
geon); for in them the prolapsed part was smooth and regular, the whole circumfe- 
rence of the vagina having been included in the protrusion, and thus forming a 
common funnel into which the bowels descend.—s. F. s. 

' **Many months, or even years, may elapse,” says CLARKE, “whilst the wferus is 
making this descent; for when the uterus has descended so far that it can rest upon 
the perineum, there it not unfrequently remains, resting upon it as upon a shelf, the 
violence of the symptoms abating, the parts which suspend thewlerus above, although 
much lengthened, being no longer put upon the stretch. From this circumstance it 
should appear that the greater number of the inconveniences attending this complaint 
depend less upon the pressure of the uterus in the vagina, than upon the dragging of 
the parts above.”’ (p. 68). 

(a) Hausmann, Dissert. de Uteri Proci- _Viteb. 1728,—Saviarp,_ Observ. chirurg. 
dentia. p. 58,—Sapatier, above cited, p. Paris, 1784, Frorier’s chirurgische Kupfer. 
362. tafeln, Pl. Ixi,,' 

(b) Livr. xxvi. p, 2. 
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(2) Although difficulty in voiding the urine and frequently even retention are 
consequent on prolapse of the womb, yet CruveiLHier has given (a) instances in 
which incontinence has ensued. And in the case above mentioned, in which the 
rectum was displaced, he states that there was involuntary discharge of the stools. 

(3) Crarxke says that “after some time the breadth of the tumour increases, So 
that it becomes of a globular form.” (p. 71). And farther that'** the vagina, when 
dragged down by the uéerus, sometimes undergoes such a degree of distention that 
its diameter will be greater than that of the pelvis itself. In the case of W ATKINS, 
who died in Kensington workhouse, the tumour measured more than fifteen inches 
in circumference, and its length was six inches and a half.’ (p. 125.) : 

(4) Cruvertnter confirms Biunpexx’s observation in reference to the altered form 
of the mouth of the womb, its front lip being sometimes effaced whilst the hind one 
is very prominent. Its direction also is sometimes changed, the long axis of its 
aperture being from before backwards, instead of from side to side; and occasion- 
ally itis so small as to seem scarcely large enough to permit the escape of the men- 
strual fluid (6). 

CruveILuier states (c) that he has invariably observed in prolapse of the womb 
an elongation of that organ, accompanied with great contraction and narrowing, 
which occurs principally at the junction of the body with the neck. Cuxoguer also 
gives (d) an instance of the same kind. Cruveruier farther notices (e) that some- 
times this elongation and at other times the descent of the womb is greatest. In 
some instances he found the lengthening so great that when seen within the pelvis, 
the womb appeared to occupy its proper position; and under these circumstances he 
considers that the disease commenced with the inversion of the vagina. ‘The 
lengthening of the womb,” he observes, *‘can only be effected by previous soften- 
ing, in consequence of which the organ becomes in some degree ductile; this soft- 
ening may be perhaps, purely and simply the result of the slight pull upon the 
womb” (f). 

(5) Ramsporuam observes :—*‘ It is worthy of remark, however, that although the 
local inconvenience is much more distressing when the womb protrudes without the 
fabia than when it is still retained within the pelvis, yet the system in the former 
case does not suffer so much ; and the reason is obvious. While the vaginal mem- 
brane is protected from the external air, its secretion is kept up, and sometimes in 
an extensive degree; but when exposed to the atmospheric influence it ceases to 
secrete, and a proportionate quantity of power is therefore saved.’ (p. 531.) 

“Tt seldom happens,” remarks Cuarxe, ‘that the vagina remains long exposed 
to the action of the air without ulceration taking place upon its surface. This ulcer- 
ation does not attack the whole of the exposed surface at once; small spots or 
patches inflame and ulcerate, and these sometimes run ‘into each other, but the 
whole surface is seldom covered by them. The ulcerations are generally not deep, 
and they have the appearance of healthy sores, which readily heal upon the replace- 
ment of the prolapsed parts. Whenever ulcerations are met with, the vs uter? seldom 
escapes being attacked by one of them.” (p. 83. 

Sometimes it happens after displacement of the bladder, consequent on prolapse 
of the womb, that stones form either in the fundus, of which CLogurr mentions (g) 
two instances, and CruveiLuier, one; but the latter pathologist has found a stone 
in that part of the bladder which had not been dragged down (A). 

Although the rectum is less likely to be pulled from its place than the bladder, 
yet this has also happened. CruverLuter, relates (7) an instance in which the 
recium, dilated and filled with stool, was drawn forwards a little above its extremity, 
and formed a funnel-like lengthening. And Cxroguer figures (4) a case in which, 
with great enlargement of the recfum, a considerable finger-like process descended 
into the cavity of the inverted vagina. ] 


1271. The Causes of prolapse of the womb are predisposing and oc- 
casional. ‘The former consist in relaxation of the natural attachments 
of the womb by copious, long-continued flow of mucus, by frequent de- 


(a) Livr. xxvi. p. 3, (f) Liver, xvi. p. 2. ‘ 
(b) Ibid. (g) Pathologie Chirurgicale. 

(c) Livr, xvi. pr 2. (hk) Livr, xxvi. p- ah 

(d) Pathologie Chirurgicale. (4) Livr. xvi. p. 3. 


(e) Livr. xxvi. p. 2. (k) Pathologie Chirurgicale. 
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liveries, specially if they be very quick, or difficult, and require artifi- 
cial aid (1)... The occasional causes are severe exertion, by which the 
abdominal muscles are violently contracted, raising heavy weights, 
violent pressure in going to stool, long-continued standing, and so on. 
They cause the prolapse the sooner they operate after delivery; and 
therefore the disease occurs most commonly in women of the lower 
classes who have often borne children (2). In those who have not borne 
children it is but rarely observed, and then severe violence must always 
Operate, or the attachments of the womb be relaxed by great previous 
flow. of mucus (3). During pregnancy the womb cannot easily protrude, 
and a ‘considerable prolapse 1s itself removed by the ascent of the womb. 
Cases are mentioned (a) in which prolapse has occurred during preg- 
nancy, and even during delivery (4); im such, violent straining must 
have operated, and the diameter of the pelvis have been‘of great size. 
Any diseased change of the womb which increases its weight; for in- 
stance, polyps and so on, or swellings which press upon it, may favour 
its prolapse (5). 

[(1) Among the causes of prolapse of the womb, BiunpeLL notices especially, 
a large pelvis ; and he observes, that *‘this descent of the wlerws, to which all females 
may be subjected, when the parts are relaxed, oceurs certainly most frequently 
where the pelvis is capacious, and not only in the earlier but sometimes in the later 
periods of gestation.” (p. 116). 

(2) Ramsporuam observes, that ‘‘in the hicher circles, indeed, these (Jast) causes 
do not obtain; and in them, therefore, we more often find it consequent on miscar- 
riage or accompanying a broken state of health. All women are aware of the ne- 
cessity of confinement after delivery of a mature fwtus, and consequently if they 
have it in their power, they willingly follow the course prescribed for them. , But 
when they have passed an ovwm of only two or three months’ age, as they have 
suffered but little pain and less discharge, and as they had scarcely been sensible 
of any enlargement in their person before the miscarriage commenced, they con- 
sider the occurrence of little import; they think confinement to the horizontal 
-posture for two or three days quite sufficient, and feel a longer restraint irksome, 
and in spite of advice and remonstrances will busy themselves about their domestic 
affairs, while still the wferus is much too bulky and heavy to be sustained by 
its natural supporters.” (p. 530). 

He also states that ‘a violent fit of coughing occurring soon after labour o1 
abortion, or an attack of sneezing, although the woman may still retain the re- 
cumbent posture, is likely to produce pro/apsus; and it may be occasioned by a 
rupture of the back part of the vagina and perinwum.’” (p. 530.) 

(3) A remarkable instance of prolapse of the womb in a young woman (a 
virgin) was under Exxiorson’s care in St. Thomas’s Hospital, in 1828 (0). She 
stated that ‘‘ whilst lifting a person out of a corch, she suddenly felt intense pain in 
her back, and the uterus descended and protruded beyond the os externwm ; its de- 
scent was accompanied by profuse hemorrhage. She was immediately, placed in 
bed and a surgeon sent for, who replaced the womb. In a month afterwards, feel- 
ing herself quite well, she married, and ever since (five months) that peroid has 
suffered exceedingly from pain in her back,and from repeated descents of the wlerus, 
accompanied with hemorrhage.” (pp. 733, 34). Samurn Cooper states (c) that he 
has seen two instances of prolapsed womb in maidens, in the course of seven or 
eight years. Ramsgoruam has known it twice in unmarried girls about twenty, 


(a) Harvey, Exercitationes de Partu, p. vol. xlv. p. 242.—Miininer, Wahrnehmung 
518.—Fasricius, Progr. de foetts vivi ex- ciner summt dem Kinde ausgefallenen Ge. 
tractione, ntero prolapso. Helmst., 1748. barmutter. Nurnberg, 1771. 

—Hauver’s Disput. chir. sel., vol. iil. p. (6) Lancet, 1827-28, vol. ii. 

434,—Saviarp, above cited, p. 66,—Ducreux (c) Surgical Dictionary, Seventh Edition, 

and Porrar; in Sasarier, above cited, p.  p. 1838. 

368.—Journal de Médecine, yol. xiii, p. “fabs , 
293 
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years of age. And other eases are related by Mauriceau, Saviarp, Monro, and 
CRUVELHIER. ; 

(4) Uxusamer (a) mentions, that he had observed ‘prolapse of the womb to be 
in one village, as it were, endemic, in almost all the women who had borne one or 
two children; and when its cause was subsequently ascertained, it was found that 
the midwife of the place, who had never been instructed, put all the women, as‘soon 
as they had ‘the slightest labour pain, into the labour-chair, which was her only 
mode of assistance, and let them go on and strain, till either the birth were effected 
or the woman could go on no longer.” (p. 561.) This cause of prolapse is not 
likely to occur in this country, our women being put in the recumbent posture in- 
stead of on the labour-chair; but the fact is worth observation. ~ 

5) Degeneration, accompanied with increased size of the neighbouring organs 
within the belly may, although rarely, cause prolapse of the womb, .as dropsy, or 
hardening of the ovaries, of which an interesting example is mentioned by 
Kuun (0). ; 

Cxarke observes that “ procidentia. uteri and separation between the bones of the 
pelvis may exist together in the same patient,” and mentions an instance of a young 
lady who, after her second confinement, was thus affected. ‘* During and after this 
Jabour there was a considerable discharge of blood, but in other respects she was 
well. At the end of a fortnight she found herself incapable of standing, and all the 
symptoms returned, as after her former labour,”’ (pain in the baek and groins, un- 
easiness in the region of the stomach, and impaired digestion, hysteria, and mucous 
discharge from the vagina, which were diminished by the use of a pessary, astrin- 
gent injections, sea bathing, and tonic medicines.) By the use of the means above 
mentioned, the fresh water bath being used of necessity instead of the sea bath, the 
symptoms all left her, excepting the pain in the back, and the incapability of stand- 
ing for half a minute unless supported on each side. Whenever she made the at- 
tempt to stand she placed her hands upon the sides of her hips. Thisled the author 
to make a firm pressure there with his own hands; and as long as this was firmly 
applied the patient could stand, but as soon as this support was withdrawn she was 
in danger of falling.?? (pp. 78-80.) She was cured by wearing for some, time a 
leathern belt, an inch and a half wide, applied as tightly as she could bear it with- 
out pain. Crarxe states that he has met with many similar cases, which recovered, 
but that the ‘‘progress of such cases towards health is always exceedingly 
slow.’’] 


1272. The prognosis of prolapse of the womb depends on its degree 
and causes; it is, however, always doubtful in reference to a radical 
cure. The symptoms may be very dangerous, especially if the prolapse 
have occurred quickly. 

1273. The treatment consists in the return of the prolapsed womb, 
and in the prevention of its reprolapse. 

1274. In incomplete prolapse the return is unaccompanied with diff- 
culty ; the womb usually returns of itself, when the patient is in the re- 
cumbent posture. But if this do not take place, the womb, after empty- 
ing the bladder and rectum, must be pushed back with the fingers, which 
are to be placed upon it, in the axis of the pelvis. In complete prolapse 
the reduction is generally more difficult, especially in fat persons, and ma 
be impossible if the womb be considerably swollen and inflamed (1). In 
these cases the attempts at replacement must be made in the horizontal 
position, with the rump raised ; warm bathing, bleeding, relaxing applica- 
tions, and the use of cooling remedies, having been previously resorted to; 
and the reduction must always be carefully made, so as not to increase the 
symptoms. Ifthe womb prolapse during pregnancy, it must be returned 
as quickly as possible (2). If this cannot be done without efforts which 
may be dangerous to mother and child, it is to be feared that in the in- 


(a) Cited at head of this article. 
(6) Allgem. Medic. Annalen, part ii. p. 841. Altenburg, 1812, 
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creasing size of the womb its circulation may be so prevented as to cause 
gangrene; in which case nothing remains but to diminish the size of the 
womb by breaking the membranes, and drawing off the waters; or the 
womb remains lying in front of the external genitals till the completion 
of the delivery, which in many instances (which happens also in those 
prolapses occurring during delivery) is effected merely by the natural 
powers, in some,by artificial assistance, and even by cutting into the 
mouth of the womb (a). After delivery the bulk of the womb dimi- 
nishes, and the reduction is easy. 


{(1) “ Ruyscx forbids the reduction of the prolapsed womb when it is ulcerated ; 
but,” observes Sapatier, ‘‘as this complication is only accidental, as it is only 
caused by the continual rubbing to which the tumour is exposed, and by the acridity 
of the urine with which it is bedewed, no danger is to be feared from this practice. 
We perceive, on the contrary, that as that which causes and sets up the ulcers with 
which the vagina and womb are affected ceases by its reduction, the ulcers will 
heal of themselves, when the womb is in its natural place ; and experience supports 
the truth of this reasoning.’ (p. 365). 

(2) ‘* When prolapse occurs during the course of pregnancy,”? SaBaTier says 
that **its reduction must be attempted, which is sometimes tolerably easy, the preg- 
nancy being but little advanced, if the reduction be made at once, and care have 
been taken previously to empty the bladder and rectum by the catheter and by 
elysters, and by putting the patient in a proper position. If, on the contrary, preg- 
nancy be far advanced, or if the prolapse have existed some time, the reduction be- 
comes very difficult and in this case it is more prudent to leave the part hanging out 
rather than to weary the mother and child by unavailing efforts. The womb, how- 
ever, must not be left to itself; it must be supported by proper bandages, and the 
patient even kept in bed to the ordinary termination of pregnancy. If the prolapse 
happen at the time of delivery, reduction becomes useless, and even dangerous. 
We must then occupy ourselves with the delivery of the child by gradually dilating 
the womb, which must be carefully supported during the operation, which though 
troublesome, presents no greater difficulty than when the womb is in its natural 
position. The extraction of the placenta requires much care. It is easy to perceive 
this must not be left to nature, and still less that the cord should be pulled in the 
usual way. ‘he hand being introduced into the womb, the placenta must be de- 
tached according to Levrer’s method. After which the womb gradually contracts, 
and the reduction is tolerably easy.” (pp. 369, 370.)] 


1275. When the prolapse has been returned, the ailment is only of 
slight extent; and if it have not long existed, the patient requires to be 
kept several weeks on her back; in passing her motions, she should 
avoid all straining and sitting up, and she should use local and _ general 
strengthening remedies, as volatile frictures of the belly, astringent in- 
jections into the vagina, strengthening baths, especially tan baths, and 

-soon(1). In this lesser degree of the disease, sponges moistened with 
astringent remedies may be introduced into the vagina (2). In com- 
plete prolapse the womb must, after proper reduction, be retained in its 
place by a mechanical contrivance, the so-called pessary. 

[(1) Cuarxe says that “in procidentia utert, cold water ought to be applied to 
the female parts, to the belly, and to the back, by means of a sponge, three or four 
times a day; and the water for this purpose should be used as soon as it has been 
drawn from the spring. The water may be rendered still colder by the addition of 
some matter which is passing from a solid to a fluid state, as ice or salt. Cold 
water may also be thrown into the vagina by means of a syringe, or a piece of ice 

_may be introduced into the vagina and suffered to dissolve there. In very slight 
cases of the disease, when the symptoms are just beginning, and when they are 


(a) Ephémérid. Natur. Curios., dic. um. an il. p. 375.—JALOusET ; in Journal-de Méde- 
cine, vol. Lxili. 
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known to proceed from the causes which have been mentioned, they will be re+ 
moved by attendance to these rules, assisted by the horizontal posture.” (p. 95). 

“In procidentia of the uterus,” Ciarke farther observes, “astringent applications 
to the vagina become very serviceable, by diminishing its diameter, and thus 
rendering it less disposed to receive the displaced uterus; and also by restraining 
the mucous discharge.” (p. 98). ‘A mixture of alum and sulphate of zine, in 
such proportions as the nature of the case may seem to require, will sometimes fulfil 
the intentioas of the practitioner better than either employed alone; and so of all 
the other mineral astringents which have been in use.” (p. 101). Of the vegetable 
astringents, ‘ cortex querciis, cortex granati galle, possess a great degree of astrin- 
gency. They give out their astringent properties to water more readily by boiling 
than by infusion, and therefore the decoctions of them are to be preferred; they. may 
be used alone, or some of the mineral astringents may be dissolved in them: By 
these means are procured astringent fluids of such strength, that the vagina may be 
so much contracted as to even render the introduction of the pipe of the female 
syringe difficult. Astringent injections should be thrown into the parts twice or 
thrice a day, or oftener, and they should be used cold.” (p. 103). 

Upon the subject of injection, CLARKE states, that ‘* whenever it is found neces- 
sary to inject fluids into the vagina, and important that they should remain there for 
any time, the operation should be performed when the woman is in a recumbent 
position; and if a pillow is previously placed under the hips, in order to raise them 
a little, the fluid will be less likely to escape. The syringe to be employed should 
be capable of holding as much fluid as will fill the vagina.” He objects to the 
mode in which the holes are generally made in the syringe, by which either the 
fluid passes out too quickly, or little or none reaches the upper part of the vagina, 
“but if the holes are all placed at the extremity of the pipe, the injection will be 
thrown to the upper part of the vagina, and will be sure of return by the sides.” 
(pp- 95-7). 

**When ulceration has attacked the vagina, in consequence of exposure to air 
and pressure,” Crarke recommends that ‘¢a small quantity of some warm ointment 
be applied to the parts affected by it, such as the following :—® bals. Peruv. Sij., 
ung. cetacet 3). M.”” (p. 103). 

(2) Crarke objects to the use of sponge, as “the worst material which can be 
employed for pessaries ; it is porous, and wil] very quickly imbibe the moisture of 
the parts. The piece of sponge must be large, compared with the size of the 
vagina, or it will be useless; and if it is large, the vagina (the dilated state of 
which was one of the causes of the disease) will be still farther dilated; and 
although whilst the sponge is warm, the uferus will rest upon it, and the symptoms 
may be relieved, yet when it is removed the disease will return in an increased 
degree.”? (p. 112.)] 


1276. Pessarfes, (Mutierkrdnze, Germ.; Pessatre, Fr.,) in reference to 
their form and substance, are very various; they are oval, round, globu- 
lar, cylindrical, furnished with a stem, and so on; they are made of 
wood, or cork, caoutchouc, and covered with wax or varnish (a). 

1277. The oval pessary, made of cork overspread with wax, and 
provided in the middle with an opening not too large, is the most 
serviceable. It keeps its place whilst the two ends of the oval thrust 
against the sides of the vagina and pelvis. It is to be applied in the 
following way. ‘The patient, her rectum and bladder having been pre- 
viously emptied, lies on her back, with the rump raised, her thighs 
apart, and bent towards the belly, the Jadia are to be separated with 


(a) Hunoxp, Dissert de Pessaries. Marb., Paris,1833.—Zimuermann,Erfihrungen und 
1779.— Bernstein, systematische Darstell- Mitheilungen bewahrter Aértze und Wund- 
ung des chirurgischen Verbandes, p. 352.— aérzte neurer Zeit dber Prolapsus und Car- 
Meissner, above -cited.—Hrrrez pe Cue. cinoma Utcri nebst einer griindlichen Be- 
GOIN; in Mémoires de Académie de Méde- leuchtung der Pessarien, Leipzig, 1834. 
cine, vol. ii. p. 319.—Mad, Ronpevr, Mémoire fol. No. 148.—Gemeinsame Zeitschrift fir 
sur l’cmploi des Pessaires de caoutehouc. die Geburtskinde, vol. vi. pt. i. ii. 
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two fingers of the left hand, and with the right hand the pessary, held 
flat, is to be thrust so high into the vagina, that the mouth of the womb 
may meet its aperture when it is brought horizontal, and its two ends 
jut on both sides against the pelvic bones. The patient must remain in 
the horizontal posture some hours after the introduction of the pessary 
to ascertain if it still keep its proper place. A large pessary must be 
chosen if the womb again prolapse; and a smaller one, if that intro- 
duced cause too much pressure. At the same time the strengthening 
remedies, already mentioned, (par. 1275,) must be used. If pregnancy 
occur, the pessary should be removed about the third or fourth month. 
The patient must then keep herself quiet, avoid all exertion, and, in de- 
livery, all pressure and excitement of labour-pains. . 


[ When the prolapse is so great that the globular pessary, which Crarxe thinks 
is the best, will not be retained, neither ean be kept in the vagina by any common 
bandage, he recommends ‘a pessary to be chosen of the size which the case 
requires, and a small slip of brass to be attached to it by its two ends, leaving a 
space between the instrument and the centre of this piece.of brass; a belt of leather, 
long enough to go round the patient’s body, is also to be prepared; to the centre of 
which behind, a brass wire, as thick as a common quill, is to be attached by ascrew. 
This wire is now to be properly bent, and the pessary being introduced into the 
vagina, the wire is to be passed between the pessary and the piece of brass attached 
to it; and being brought up between the thighs, it is to be attached to the fore part 
of the circular strap. The reduced parts are by this means supported by a pessary, 
and this is kept in its place by the unyielding piece of metal.’’ (p. 127.)] 

1278. The use of the pessary is frequently accompanied with much 
inconvenience, as it causes pain, inflammation, stinking discharge, sup- 
puration, and even degeneration of the generative organs; in many 
cases it cannot be worn, and in many the prolapse cannot be kept up 
for any time (1). In such cases the only help consists in an organic 
narrowing of the vagina with or without excision of its walls, by means 
of the suture, Elythroraphy (Hati, Berarp,) Colpodesmoraphy, (BEt- 
Lint,) or by junction of the Jabia by means of the suture, Episioraphy, 
(FrickeE,) or by the introduction of a ring (2). 

[(1) The usé of pessaries has of late years gone much out of fashion, on account 
of the many inconveniences which they cause; and in theirstead many of our lead- 
ing accoucheurs prefer the use of a modified T-bandage upon the belly and perineum. 
Among these, Dr. Huix’s utero-abdominal supporter is perhaps the most known and 
commonly used in this country; and I have seen it employed very successfully 
several times in my own hospital patients, for whom it has been prescribed by our 
obstétric physicians. It does not appear certain that Huix was the real inventor of 
this bandage; at least, one very similar to it had been long previously made by 
Suevpraxe of Leicester Square, and another and more simple had been invented 
many years before by Kine, a Surgeon at Clifton. Iam not aware, however, that 
any good explanation of the way in which such bandages act had been given, till 
‘Hout brought out his apparatus. He. considers ‘* Prolapsus Uteri, not as a displace- 
ment of the womb merely, but as a loss of that perfect equilibrium between the 
upper and lower portions of the abdomen which is essential to the preservation of 
the relative situations of the viscera it contains, and also a dislocation of the uterus 
and bladder; and in some cases, as especially dependent upon a pouch-like relaxa- 
tion of the whole perineal region. His method of cure consists in giving the 
weakened and relaxed portions of the muscular walls of the abdomen adequate me- 
chanical support, which directly replaces the viscera, and gives back to the weakened 
walls their lost tone.’ (a). 

(a) This extract I have taken from “A Published by Wetss, of the Strand, who is 
brief account of the application and uses of agent for these bandages, The original 
the Utero-Abdominal Supporter, for relief pamphlet, published in America about ten 
and cure of Procidentia and Prolapsus Uteri, years ago, I have in vain endeavoured to 
patented by A. G. Hutt, M.D.” London, procure.—4J. F.s. 
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The apparatus consists of a broad soft elastic pad, covering the whole hypogastric 
region, upon the middle of which the front end of a spring, like that of a common 
truss, acts, and from the hind end a strap passes round the opposite side of the body, 
and fastens on the pad. “The effect of this pad is to give the weakened lower 
portion of the abdominal muscles a congenial support, which, at the same time 
that it diminishes their labour, stimulates them by the well-known power of me- 
chanical pressure upon muscular tissue, to a permanent renewal of their vigour. Tt 
reduces the distended hypogastrium, aids the upward forces of the belly, and by its 
direction, upwards and backwards, directly relieves the pelvic viscera from the unna- 
tural pressure of the downward forces.” That portion of the apparatus above described, 
is not always ‘competent to the entire relief of all cases of this species of uterine 
displacement; the perineum sometimes losing so much of its muscular and organic 
contractility, as not to resume its natural dimensions and situation, even when the 
downward forces are stayed by the hypogastric pad. In cases of this character, al- 
though the abdominal support of the apparatus does certainly relieve many of the 
distressing sensations of the patient, yet the distended floor of the pelvis remains a 
cul-de-sac for the reception of the viscera, whenever that apparatus is removed for a 
length of time. To obviate this liability, as also to give tone to the vagina by the 
stimulus of mechanical pressure, thereby to diminish its calibre, and restore it to 
its natural situation, the doctor applies against the perinzwm, externally, a prism- 
shaped pad or cushion, made of sponge, firmly encased in cloth, which is held in 
its place by a strap passing between the thighs, and over the perinzal region, in the 
manner of a ‘T-bandage. This perineal cushion, with its rising and sinking in 
perfect accordance with the respiratory motions of the diaphragm and abdominal 
walls, keeps up an equal, firm, and, to the patient, agreeable pressure upwards, is a 
good substitute for the intervaginal pessaries.”” ; : 

SHELDRAKn’S bandage is very similar to Huxu’s, but without the spring. 

Kine’s bandage is very simple, and I am informed very efficient; it is, in fact, a 
‘T-bandage, of which the circular part is in two pieces, one passing round the back 
of the pelvis from below, the upper front spine of one hip-bone to the other, and its 
ends connected in front by an elastic strap, rather wide in the middle, to which is 
attached a perineal strap, also elastic, and padded more or less thickly in the peri- 
nzum, according to circumstances. 

(2) Puitures (a), inva case of prolapsed womb, for the relief of which the patient 
could not bear the use of «any pessary, attempted to produce a scar of the vagina 
by destroying its mucous surface with caustic, for the purpose of causing such con- 
traction of the passage as would prevent the descent-of the womb... Having intro- 
duced a three-pronged speculum vagine and freely expanded it, he liberally applied 
lunar caustic upon two of the exposed surfaces, and afterwards washed out the 
vagina with warm water. The application gave very little pain, but its effect did not 
extend beyond the epithelium, and when this peeled off there was not any appear- 
ance of granulating surface. Six weeks after he ‘“‘used the fuming nitric acid, 
brushing it over a larger surface by means of a camel’s-hair. pencil. The pain it 
occasioned was greater than that which followed the use of the nitrate of silver, 
but still it was not severe nor long-continued. The inflammatory action was much 
more decided, the whole thickness of the mucous tissue sloughed, and a fair granu- 
lating surface, yielding a considerable purulent secretion, was established.” (p. 495.) 
The descent of the womb did not at first appear to be much checked, and it was 
thought of bringing the sides of the vagina together with suture, to which however 
the patient would not assent. Gradually the descent of the womb diminished, and 
for eight months had entirely ceased, the capacity of the vagina having diminished 
to that of a woman who had never borne children. : 

If pessaries be used, they should be occasionally removed to cleanse them of any 
acrid or gritty substance which may have become attached and be likely to excite 
inflammation and ulceration. CuarKe also remarks, “that instances too have oc- 
curred, where parts of the instrument have been destroyed by a spontaneous change 
taking place in it, and angular portions of it haying been left, which have produced 
similar bad effects ;”? of which he gives an instance. And he also mentions a re- 
markable case, in which “a supposed schirrous tumour surrounding the os uteré 
was found to be a cork pessary, introduced many years before, and rendered very 


(a) London Medical Gazette, New Series, 1838-39, vol. ii. 
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rough. by calculous matter deposited on its surface. It was withdrawn, and all the 
symptoms subsided in the course of a week.” (pp. 116, 17.)] 


1279. According to Haut (a), after the womb has been forced down 
by the patient’s efforts as much as possible, two parallel cuts should be 
made along the whole length of the vagina, from the neck of the womb to 
its entrance, through the mucous membrane, which is to be separated, so 
that an interspace of two and a half inches is laid bare between the 
two incisions. A stitch is then to be put in through both edges of the 
wound near the neck of the womb, the womb itself to be returned, and 
the threads tied firmly together. Several ligatures may in the same 
way be gradually applied (1). 

IreLanp (b) has successfully practised Haxz’s method, which he. has only modi- 
fied with the view of avoiding more certainly the bladder and rectum, by making 
the incisions on the sides nearly parallel, but-converging at their extremities, by 
removing the flaps above and below, and applying all the sutures before returning 
the womb. Vexpeau and Berarp have performed IreLanpn’s modified operation, 
but they also removed a third slip from the front of the vagina (c).. 

{It has been a dispute with whom this operation <originated. Vexpeav, in his 
Clinical Lecture just cited, says, that ‘the first idea of this operation is due to GE- 
RARDIN who described it in a memoir which he presented to the Société de Médecine 
de Metz ou de Nancy, which however was never published. He proposed to con- 
tract the vagina, and if necessary even to obliterate it, in women in whom the cata- 
menia had ceased. He found many opponents to his ideas, which were rejected.” 
(p. 276.) Ve.peau does not mention in what manner it was proposed to effect the 
contraction of the vagina, neither does Gérarpvin himself in his letter to the Académie 
(d), in which he says, that “before 1823 he had proved that the pessary might be 
replaced by and the cure of prolapsed womb radically effected by a surgical opera- 
tion.”’ It is therefore just possible, though not very probable, that MarsHaLn HaLn 
might have been aware of GrrarpINn’s suggestion before he proposed and had his 
operation performed by Hemmine (e) in the autumn of 1831.—s. F. 8. 

(1) Drerrensacu (f) made use of the actual cautery for the cure of prolapsed 
womb; but not being satisfied with it, has laiditaside. Lawrie of Glasgow, how- 
ever, mentions (g) the case of a girl of eighteen, who had prolapsed womb sud- 
denly produced by carrying a heavy tub; nitrate of silver was freely applied, 
astringent injections and other remedies used, and strips of the mucous membrane 

’ dissected off the sides and back of the vagina, but without benefit. He then, having 
diJated with Wess’s speculum, applied the actual cautery on either side of the 
vagina, nearly as high as the womb. ‘The operation was very painful, the external 
parts became edematous, she had retention of urine, some pain in the belly, and 
hysterical symptoms, which readily yielded to mild treatment. She was kept in 
the recumbent posture for six weeks; and left the hospital nine weeks after the 
operation, without the least tendency to the renewal of prolapse ; but having a cir- 
cular contraction of the vagina, just below the womb. Nine months after, the pro- 
trusion recurred, after long standing and unwonted exercise. The actual cautery 
was again applied, the same symptoms produced, but subsided, after one bleeding, 
aperients, fomentations, &c. She was kept in bed for nine months; then allowed 
to get up, wearing a compress in the perineum, and a T-bandage, and was perfectly 
cured. 

Ker (2) mentions a case of prolapsed womb, which would not yield to the usual 
means for its return, but was treated effectually with ergot of rye. The woman 


(a) London Medical Gazette, vol. ix. p. (f) Medicinische Vereinszeitung, 1836, 
2699 1830, 6% | No, 13. 

(6) Dublin Journal, vol. vi. p. 486, 1835. (g) Medical Gazette, vol. xxviii. p. 757, 

(c) Archives Genérales, vol. viii, p. 515, - 1841. 


Second Serics.—Journal Hebdom,, vol. ili. p. (A) Efficacy of the Secale cornutum in a 
975; $835." case of Irredueible Prolapsus Uteri; in Lon- 
(d) Gazette Medicale, vol. iii. p. 53%. don Medical Gazette, vol. xiv. p. 604. 1834, 


(e) London, Medical Gazette, 1835, vol. i. 
p. 266. 
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had had external prolapse for three years, which returned when she lay down; but 
at last a complete prolapse of the wterus took place, which could not be returned. 
‘Sixteen hours after, the wferus was considerably enlarged, little if at all, below 
the size of the fetal head; indeed, ina condition decidedly edematous.” Attempts 
at reduction, mild aperients, warm fomentations and injection, all failed ; and after 
having been persisted in for twenty-four hours, it was determined to give the Secale 
cornutum in scruple doses every three hours. After taking the first dose she com- 
plained of a great deal of grasping grinding pain in that which was down, very 
much resembling labour, and these pains increased on each succeeding dose. On 
examination, a material diminution in the size of the prolapsed womb was found to . 
have occurred, so much so that the ruge of the vagina were perfectly manifest, and 
without any great effort the reduction was effected. } + 


1280. Betuimi (a), witha pair of hook forceps, grasps the upper. seg- 
ment of the externally-protruded vagina, draws it down, and giving the 
forceps to an assistant, begins at the outer edge of the vaginal commis- 
sure, upon the left side of the swelling, with a flat curved needle armed 
with two threads, to unround it, and with the thread form a half-circle, 
in the form of a horse-shoe, or an ™, and thrusting the thread in and out 
at intervals of two lines. To prevent injury to the rectum, the forefinger 
of the left hand must be introduced, for the careful direction of the 
needle, which should be passed no deeper than the walls of the vagina, 
and with every stitch only one line of it is to be taken hold of. When 
the upper part of the swelling is reached, it must be surrounded with 
four stitches, and the needle carried in the same way downwards, to 
complete the horse-shoe. ‘The ends of the threads are now to be drawn 
together, so as to fold up the prolapse, and then fastened with'a loop 
knot. The after-treatment consists in rest, blood-letting, cold fomenta- 
tion, and diet. After two or three days, the threads may be drawn 
tighter. A portion of the mucous membrane of the vagina, separates 
after ten days, a scar forms in the vagina and prolapse never recurs. 

1281. Episoraphy is performed, according to Fricke (6), in the fol- 
lowing manner:—After the patient has been -properly placed, the sur- 
geon takes hold of one Jabiwm with one hand, thrusts in a pointed bis- 
toury about two fingers from the upper commissure, and a full finger’s 
breadth from the edge of the dabiwm, and carries it down to the 
Jrenulum, where he brings it out again in a small curve, so that a 
portion of the dabiwm of a finger’s breadth width is separated, and then 
the upper still attached part of this portion of skin is to be completely 
cut through in an oblique direction. ‘The same proceeding is to be 
adopted with the other side, and so carried on to the frenulum that a 
part of the latter is removed, and both cuts brought together at an 
angle, at a finger’s breadth from the frenulum. After the bleeding 
from the spouting arteries has been stopped by torsion, and from the 
little vessels by cold water, both edges of the wound are to be brought | 
together with from ten to twelve stitches. It should be previously con- 
sidered whether the prolapse can be kept up merely by quiet position or 
not; and in the latter case, previous to putting in the. stitches, a piece 
of oiled sponge, upon which a thread is attached, should be introduced 
into the vagina. ‘The patient, after the operation, is to be laid on her 
side, with the rump somewhat raised, and the knees tied together. Ap- 


(2) Balletino delle Scienze Medica. Nov., (6) Annalen der chirurg, Abtheilung des 
Dec., 1835. Krankenhauses zu Hamburg, vol. ii. p. 142. 
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plications of cold water or lead wash should be made to the wound, and 
the “urine drawn off by the catheter, for the first few days. Though, 
however, no perfect union ensue, yet usually the prolapse is partially 


‘kept up. The vaginal mucus and the menstrual blood eseape, and coitus 


can be effected by the opening remaining at the upper part. Should 
pregnancy ensue, the adhesion may be divided, or cuts on the sides 
made at the time of delivery (1). 


(1) Kocx (a) uses the quill-stitch in episcoraphy. 

Puaru (0) gives the account of a birth after episioraphy. A bridge still existed; 
in delivery the lower opening dilated, and was still farther enlarged by three cuts 
on the sides. The result was completely satisfactory. 

[Geppines of Maryland (c) has performed successfully the operation of epistora- 
phy four times in the following manner. The patient being placed in the ordinary 
position for lithotomy, and the prolapsus reduced, one./abiwm was put on the stretch 
by an assistant, and an incision was commenced, with a common scalpel, about a 
finger’s breadth from the upper commissure, and the same distance from the edge 
of the Jabium. The incision was carried downwards with a bold sweep, and ter- 
minated by a slight curve inwards, and at a little distance behind the fourchetie. A 
slip of the labium, of a finger’s-breadth in thickness, was thus severed from the 
external parts, taking care not to cut through the mucous membrane of the vagina. 
Making traction on this slip downwards and inwards, the mucous membrane of the 
lateral portion of the vagina was then dissected up to the extent of an inch and a 
half, and detached with the excised /abium. The same was repeated on the opposite 
side, the incision being so directed as to intersect the first cut at an acute angle, and. 
remove the fourchette with the other parts. After the slight hemorrhage had ceased, 
an oiled sponge was introduced into the vagina, and the two raw surfaces brought 
into apposition by the quilled suture of five stitches. A compress of lint, and a 
‘T-bandage were applied, and the parts kept cool with cold water. The sponge 
which had been introduced to keep up the womb till adhesion had taken place, was 
generally removed about the fifth or sixth day ; and the sutures were taken out, as 
the parts seemed to have united. ] ‘ 


1282. For the purpose of holding the labia together, and thereby pre- 
venting prolapse, a hinge ring, about the size of a large ear-ring, should 
be used; it is to be drawn through the lower part of both /abia and 
closed, so that it may lie in the region of the frenulum (d). 

1283. An old prolapse oftentimes cannot be returned without causing 
anxiety, pain in the belly, costiveness, and other symptoms (e). In this 
case, the womb must be supported with a bandage, and care must be 
taken for the proper emptying of the bladder and rectum (1). If the 
completely prolapsed womb be so changed by disease, as for example, 
by schirrhus, that its removal is indicated, this must be effected by the 
ligature (2) or by incision; the latter at least has been done successfully, 


by Lancenseck (/) (3). 

[(1) When, in consequence of the altered position of the bladder often attending 
prolapse of the womb, the urine cannot be voided, and it becomes necessary to in+ 
ttoduce a catheter, the altered direction of the wrefhra must not be forgotten ; and 
according to the directions of CruvVEILHIER, the instrument must be directed down- 
wards and backwards with its concavity downwards, and thus it ‘first enters the 


(a) von Grazre und yon Wattuer’sJour- denzblatt des Wirtemb, urztl. Vereines., 
nal, vol. xxv. p. 667. ‘ July, 1843, Nov. 20.—Hryrevper, Das chi- 
(6) Hamburger Zeitschrift, vol. ii. pt. il. rurg. und Augenkranken Clinicum der Uni- 
(c) American Journal of Medical Science, vers. Erlangen, 1843, p. 40. 
vol. 26, p. 364, 1840; also BrarrHwaitTe’s (e) Ricuter’s Chirurg. Biblioth. vol. iii. 
Retrospect, vol. iii. p. 151. 1841. Second p. 141. Hs , ‘ 
Edition. (f) Neue Biblioth. far die Chirurg. und 
(d) Kraus; in Medicinischen Correspon= Ophthalin,, vol. is p. 551. 
Vou. 1.—35 
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displaced part of the bladder and is afterwards raised by a lever-like movement into 
that portion of it still remaining in its natura] situation” (a). 

(2) The removal ofa prolapsed schirrous womb was effected with the ligature by 
Recamier and Marsouin; but the woman died from some cause independent of the 
operation. CruveILH1eR, who mentions this case (b), objects to the treatment as 
being accompanied with great risk of including a portion of the bladder in the liga- 
ture. He recommends, in preference, cutting through the back of the vagina, into 
the doubling of peritonewm between it and the rectum, then drawing the womb 
through the aperture and detaching it from its cellular connexions with the bladder. 

(3) In Lancensecx’s operation, the womb, after cutting across the vagina, ‘was 
drawn down, separated from the peritoneum without opening its cavity, and cut off, 
excepting a small portion of its fundus, which being healthy, was left undisturbed.] 


Il.—OF PROLAPSE OF THE WOMB WITH INVERSION. 


(Prolapsus Uteri cum tnversione, Lat.; Vorfalle der Gebdrmutter mit Umstulpung, 


Germ.; Chute et Lenversement de la Matrice, Fr.) ‘ 


Sapatier, above cited, p. 375. 

Fries, C. F., Abhandlung von der Umkehrung oder eigentlichen, in version der’ 
Gebarmutter. Miinster, 1804. 

Herzoe, E. B., Dissert. de inversione uteri. Wirceb., 1817. 

Newnnam, W., An Essay on the Symptoms, Causes, and Treatment of Inversio 
Uteri; with a history of a successful extirpation of that organ during the chronic 
stage of the disease. London, 1818. iio elt 

Crossr, Jonn Green, An Essay, literary and’ practial, on Inversio Uteri; in 
Ri of the Prov. Med. and Surg. Assoc., New Series, vol. i. p. 285. 1845. 
ovo. 

1284. Under the term Prolapse ofthe Womb with Inversion is under- 
stood the dropping down of the fundus of the womb into its cavity, and 
the sinking down of the fundus and body into the mouth of the womb, 
into the vagina, and even its protrusion at the external generative parts. 
It is, therefore, distinguished as incomplete: and, complete inversion ; in 
the former case the fundus of the womb protrudes more or less through 
its mouth, and forms a semicircular swelling, which is encompassed by 
the mouth of the womb; in the latter the whole womb is protruded, 
from its fundus to its neck, through its mouth, and lies in front of the 
external generative parts in shape of a pear-formed swelling. 


‘ 


[Crosse observes :—* Inversion of the uterus is either partial or total; the latter 
can exist only in ~one degree, and admits of no subdivisions. Partial inversion, on 
the contrary, comprises very many degrees; and there are both physiological and 
practical reasons for noticing and describing three, by way of classification; namely, 
depression, introversion, and perversion. a 

Depression, the first division and slightest degree of partial inversion, is present 
when any portion of the entire thickness of the walls of the «wterws* becomes Gonna 
towards its cavity or interior, without going to the extent cf being invaginated, or - 
brought within the grasp of the rest of the uterus, supposing it to contract by the 
action of its muscular coats. The interior convexity is answered by a concavity of 
the same extent on the exterior surface of the womb. The posterior, lateral, or even 
perhaps the anterior part of the body of the organ, may be thus displaced after par- 
turition ; but usually the fundus is the part affected. * * * The palpable evidence 
of this degree of inversion is obtained by examination through the parietes of the 
abdomen, or by the hand in utero meeting with a convexity of more or less firmness 
according to the atonie or contracted state of the part, and giving the idea of a pla- 
cenfa still remaining, after the entire placenta has been removed. If the placenta be 


(a) Livr. xxvi. p. 2. (6) Livr. xvi. p. 4, 
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still adherent, its attachment is to the inverted portion, and any attempt to remove 
it by traction will increase the inversion. ; 
Introversion is when so great a part of the fundus is displaced, as that it comes 
within the grasp of the portion of the uterus, into which it is received. The great- 
est degree of this displacement consists in the fundus and continuous part of the 
body of the uterus being received into the remainder of its body and cervia, the 
convexity of the fundus being palpable at the os tince. The inverted portion is in 
‘a situation to be resisted, supported, compressed, and otherwise acted upon, by the 
uninyverted, by which it is always surrounded. In proportion to the degree of intro- 
version is the depth and extent of the peritoneal pouch opening towards the abdomen. 
The uterine ligaments are in part drawn intothis pouch, and the ovaria approximate. 
the marginal eircle corresponding to the angle of inflexion. On examining above 
the pubes, the circular margia of the wterus-can be felt forming the boundary of the 
inversion, and the wferws and part of the body of the organ’ are wanting; in a thin 
patient, and where the abdominal pardetes are relaxed and yielding, the fingers of the 
accoucheur may even enter the orifice of the peritoneal pouch, pressing those pa- 
rietes before them. If the placenta be still attached, it is felt at the os t¢nce, or in 
the cavity of the uterus, and judged to be of unusual size; if partially detached it 

allows of great hemorrhage, which may cease on its removal, if the inverted fundus 
contract, and be felt firm to the touch; but hemorrhage continues if the inverted 
mass be soft, indicating that it is still ina state of znertza. , ; 

Perversion is when inore or jess of the inverted portion of the wterus projects 
through the os tincx ; in its greatest degree the whole body of the wlerus as well as 
the fundus, passes inverted through the os, the cervix only remaining in satu, encir- 
cling the contiguous or highest part of the inverted portion, all the rest being un- 
eompressed and unsupported by the wterus. ‘The peritoneal powch is lengthened, 
and the proper uterine cavity nearly obliterated. Where “ the inverted part is sur- 
rounded by the cervia, it may constrict it, producing congestion and even sirangula- 
tion in all the rest of the inverted organ below. The angle of inflexion (so first 
named by Raprorp of Manchester) is always below the middle of the body of the 
uterus. 

in considering the successive steps of the inverting process, we trace the descent 
of the fundus through the uterine cavity until it projects at the os, fills the vagina, 
and reaches the external /abia ; and the process may go on in the same direction te 
its completion, the inverted fundus and even body of the uterus prolapsing externally, 
until the encircling cervix descends, under expulsive efforts, toa level with the labia, 
and becomes apparent under ocular examination. But if the Juba resist sufficiently 
the farther descent of the fundus, and part of the body of the uterus remains still un- 
inverted, may not the process be carried to its campletion by ascent of the cervix 2 
No author fias hinted at this view of the subject, and yet its correctness must be ad- 
mitted, in order to explain the well-established fact, that where the inverted fwndus 
and body of thewferus are still in the vagina, the cervix is felt high above the pubes, 
even near to the navel, sometimes taking the situation the fundus would normally 
occupy, the vagina being proportionally stretched and carried upwards,—changes 
which can only be explained by supposing that, at a certain stage, the inversion 
eeased to progress by descent of the fundus, and was continued and completed by 
ascent of the cervix. Ifthe placenta be still adhering, it precedes the fundus, is felt 
in the vagina, or observed at the external labia, giving the attendant an impression 
of its being firmer than usual, and of greater size. * * * If the placenta be already 
away,,.a convex tumour occupies the vagina, of a greater or less size, according to 
the proportion of the body of the organ inverted, having a soft, slightly nodulated 
surface, bleeding easily under the touch, its highest part encircled by the cervia. If 
the cerviz only remain uninverted, the fundus and body of the uterus may be so large 
as to fill the bony pelvis, distend the vagina and render it difficult, if not impractica- 
ble for the accoucheur to reach the cervix; but as often’ as the inverted mass pro- 
lapses at the oulva, the encircling cervix can be felt. * * * Examination above the 
pubes may enable the accoucheur to detect the orifice leading to the peritoneal pouch, 
formed by’the inverted fundusiand body of the uterus, or in the case of external pro- 
lapse at the vulva, to convince himself of the absence of the organ from the abdo- 
men. (pp. 283-99.) 

“In all degrees of inversion,” says Crosse, “there is a concavity or pouch lined 
with pertioneum, and open toward the general peritoneal cavity. In simple depress 
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sion the intestines rest in the concavity; and as the pouch or cul-de-sac increases, 
the intestines may, if the opening into it be large, occupy this pouch, so that in 
total inversion, with prolapse, they may actually descend beyond the external. /abza, 
still resting in the peritoneal bag, which the inversion has occasioned.” (p. 308.) ] 


1285. The inversion of the womb occurs either suddenly, or gradu- 
ally; the former is possible only during delivery, when it quickly fol- 
lows if the woman be in the upright posture, and strain very violently 
at the moment when the child is forced out; or it may occur from pull- 
ing at the navel-string, from too short or coiled up navel-string, and so 
much the more as the pelvis is wide (1). The inversion may be pro- 
duced gradually by polypous growths. at the fundus of the womb (2), 
by a slight inbending of the fundus, which remains after previous de- 
livery, and gradually increases; in which case there is generally only 
imperfect inversion (3). . 

(1) According to Hacumann, (a), there may be spontaneous inversion dependent 
on spasm, probably from deficient contraction of the womb, analogous to partial 
contraction, which is observed in stricture of the womb, in which case, for instance, 
the relaxed and toneless fundus, sinks inwards, is grasped by the contracting body, 
and descends completely down.to the mouth of the womb. 

[(2) On this point CLarxe observes :—‘‘It is said that inversion may be pro- 
duced by the weight of a polypus attached to the fundus of the uterus. ‘This cause 
may, of course, render unmarried women the subjects of this disease; but it will 
be rarely met with, first, because polypus itself is infrequent; secondly, because the 
polypus must be very large and heavy, that it may have the power of drawing down 
the uterus; thirdly, because an unimpregnated wlerus is unyielding and firm; and 
fourthly, because the polypus, to produce that effect, must be attached to the fundus 
of the wlerus.’’ (p. 150). 

Crosser, however, says :—‘* Next to pregnancy, the most frequent cause of en- 
largement of the uterus is a polypous tumour, which, when attached, as often hap- 
pens, to the internal fundus of the organ, may occasion its inversion in all the different 
degrees that have been referred to. Any of the various tumours that progress to- 
wards the uterine cavity, and take the polypoid form, may induce inversion; but 
the vesicular polypus, being softer and of less density than others, and having usually 
a narrow neek, is less likely, in the progress of its growth and of \its expulsion, to 
-cause uterine inversion, whilst the polypus of great density, and with a broad basis 
and particularly the fibrous, is not unfrequently followed in its later stages by the 
displacement in question.”” (p. 321). Inversion of the womb from polypus is as 
various as from, any other cause. ‘At first so partial,’ says Crossn, ‘that. the 
polypus is still situated in the uterus, and next it descends into the vagina, bringing 
the inverted fundus to the os ;. then the polypus protrudes at the labia, the displace- 
ment being carried to the greatest degree of partial inversion, and filling the vagina 
whilst the cervix alone continues zn sztu, or is itself inverted with part of the vagina. 
‘A farther stage remains, in which the uterine inversion is total, and prolapses ex- 
ternally, bringing with it the vagina, also inverted. (p, 331). If the polypus be 
attached to any part of the fundus, at the terminating opening of either of the Fal- 
lopian tubes, or in the interspace between those openings, it may determine a 
partial and limited inversion, whilst still remaining wholly or chiefly within the 
uterus. ‘The symptoms are the same as a polypus produces, without inversion, and 
eannot be considered characteristic, although generally more severe, such as ‘un- 
oy in the uterine region, forcing pains, /ewcorrhea, and menorrhagia.” (p. 

(3) “In addition to what has been already stated, we may,” says Crossr, * enu- 
merate coagulated blood accumulated in the uterus, and an hydatidous crowih or 
mole, oceupying its cavity, each of which has been known to cause uterine inver- 
Sion.” (p. 338). Of the majority of the cases referred to the former cause, Crosse 
has considerable doubt. ‘Some,’ he says, “are unsatisfactory, others. evidently 


(a) Einige Falle von krankhafter Lage- zin der Auslind Literatur. a 
verinderung des Utérus; in Hamb. Mage: p. 352, Date? pe eee 
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stated in error, the epoch of the inversion having manifested itself to the unsuspect- 
ing or uninstructed observer, (perhaps some seven or ten days after delivery,) not 
being the commencement of the displacement, which was coincident with the ter- 
mination of the labour. With more correctness may we regard distention of the 
uterus from blood as a cause of the relapse of inversion.’ (p: 339). As to the cases 
uncomplicated with pregnancy, ‘‘ where blood was the primary cause of enlargement 
of the uterine cavity,” he says, ‘I cannot quote any so objectionable as the case 
related by Mr. Warxinson (a), in which a woman of fifty years of age had inver- 
sion take place under protracted and very severe menorrhagia, in which, as Wat- 
KINSON supposed, in a relaxed state of the os wler?, and perhaps of the uterus itself, 
owing to protracted hemorrhage, the organ became inverted on the expulsion of 
coagula, At the expiration of four or five years the inverted womb hung half way 
down towards the knees, with a neck formed by the inverted vagina, about the size 
of one’s wrist. The patient was reduced to imminent danger of life by sloughing 
and abscess, when the uterus was removed by incision below a ligature placed on 
the vagina with a fatal result. Of inversion following the expulsion of hydatidous 
masses, he mentions the case recited by Dr. Tuarcuer, of Edinburgh, in his 
lectures, in which the woman acknowledged that she had pulled away a. protruding 
mass, which consisted of an immense accumulation of hydatids, firmly cemented — 
by nearly cartilaginous bands, and had thus produced the same result as from in- 
judiciously pulling the umbilical cord for the extraction of the placenta after deli- 
very. ‘There was ‘‘every diagnostic mark of the inverted uterus, with the os wtert 
clear and defined, surrounding its upper base.’’. Attempts to return it were fruitless, 
and ‘tat midnight the wferus was close down on the os exrternwm. Next morning 
it was found fully protruded atthe vulva, in shape and size like the largest caout- 
choue bottle for injection.”? It could not be returned, and therefore, on the third 
day ‘‘a ligature of silver wire was applied close to the 03 ufer¢, with the double 
canula as for polypous. The ordinary means for supporting strength and preserving 
cleanliness were used. On the third day from the application of the ligature sepa- 
ration was nearly effected, and the slightly remanent portion was divided with the 
scalpel.” (pp. 340-42.) ] j re , a 

1286. The quick-formed inversion of the womb ts commonly accom- 
panied with severe pain, bleeding, inflammation, and swelling. of the 
prolapsed part, and if it be complete, with sickness, fainting (1), con- 
vulsions, depressed powers, small and scarcely distinguishable pulse, 
and with danger of mortification and death; in a complete inversion, 
however, all the symptoms may be absent (Hacumann).. The slowly 
forming inversion of the womb prevents the discharge of the urine and 
stools, causes irregular menstruation, bleeding, inflammation of the 
womb and neighbouring parts, pain in the belly, hemorrhoidal incon- 
veniences, whites, hardening, excoriation and ulcers of the womb (2), 
bad nourishment, dropsical swellings, hectic fever, and so on. 

((1) Upon these symptoms Dartriez (b) makes the following interesting ob-~ 
servation:—* A loop of intestine may follow the fundus of the womb, insinuate 
itself into the cavity, of which the entrance is at first very large, become strangu+ 
lated, as has been observed after bursting of the womb, and give rise to new symp-. 
toms, which have hitherto been merely regarded as sympathetic. he intestinal 
pains, the swelling of the belly, the sickness, vomitings, hiccough, so frequently 
attributed to reversion of the womb, may actually depend in some women only on 
this strangulation.” (p. 80). > ; - 

(2) ‘Whilst the inverted uferus remains in the vagina, the discharge (excepting | 
at the periods of menstruation) will be of a mucous kind,” observes Cuarke ; ** but 
if the uterus falls lower, so as to protrude beyond the external parts, the exposure of 
that surface, which, ina natural state, lined the cavity, to air, as well as to.occa- 
sional injuries, may induce inflammation and ulceration over a part, or the whole of 
its surface; and the mucous discharge may be changed to one of a purulent kind,\so. 
considerable in quantity as to debilitate the constitution, and to cause all the common, 


(a) London Medical and Physical. Journal, vol. vii. p. 435, (b) Thése, 
33% 
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symptoms of weakness. If there are any ulcerations upon the surface of the upper 
part of the tumour, formed by the inversion of the vagina, they will be cireumseribed, 
and rarely cover its whole surface.’’ (p., 155.)] ; A 

1287. Inversion is distinguished from »prolapse of the womb ‘by the 
pear-shaped swelling, broad below, on which no opening is found (par. 
1269). The distinction from a polyp of the womb is always difficult, 
and depends on the following circumstances ; in the complete inversion, 
the form of the swelling resembles indeed that of the polyp, but it is 
enclosed at the upper part by a fold, and neither the finger nor a probe 
can be passed up between the swelling and this fold, as it can in polyp; 
the completely inverted’ womb has also at its upper part, from being 
hollow, a soft and yielding eharacter. But this distinction is especially 
difficult in an incomplete and slowly produced inversion. When the 
inverted womb still lies in the vagina, itis broader above than below, 
but the polyp has the directly contrary form; the swelling of the pro-. 
lapsed womb has a more definite feel than the polyp, which last is more 
moveable and its surface smoother than that of the prolapsed womb. 
The simple inbending of the womb may in‘some degree be felt through 
the skin of the belly. The diagnosis is considerably assisted by the 
origin of the ailment after previous delivery. But all these circum- 
stances may, in certain cases, lead to. no definite results; for the form of 
polyps as well as their sensibility and mobility varies; both swellings. 
may present a smooth or uneven surface; the polyp may appear soon 
after birth; the examination of the belly in stout persons gives no result. 
It seems to deserve particular attention that the polyp, when it has once 
penetrated the mouth of the womb, grows remarkably quick. 

1288. The first. indication, in inverted womb, is to return it to its 
place as soon as possible because otherwise by the quickly ensuing in- 
flammation and swelling, its replacement is difficult and impossible. If 
the inversion be incomplete and recent, it is sufficient to thrust up the 
bottom of the womb gently through its mouth with the fingers of the 
right or left hand collected in a conical form. If the inversion be com- 
plete, if it have continued some hours or days, the fundus must: be 
grasped with the whole hand, and whilst gently compressed, should be 
pushed up. in the axis of the pelvis. In difficult cases the object may 
perhaps be attained, if two fingers be passed by the side of the protruded 
JSundus of the womb into its mouth, enlarging it and then first returning 
that part next the mouth and afterwards the bottom of the womb. After 
the reduction is completed, the hand is to. be kept in the womb till, by 
simultaneous rubbing and sprinkling the belly with cold water, it have 
perfectly contracted, and the after-birth, if still retained, have been thrown 
off (1). Quiet in the supine posture with the rump raised, and the 
avoidance of all exertion, are favourable to keeping the returned womb 
in place (2). If the replacement be impossible, from the inflammation 
and swelling, or if on account of the increase of dangerous symptoms, 
especially of convulsions, it cannot be undertaken, then, after the womb 
has been gently thrust into the vagina, it must be attempted to diminish the 
swelling by suitable-antiphlogistic treatment, and by simultaneous empty- 
ing of the bladder and rectum, before proceeding to its return (3).. At- 
tempts at replacement must not be continued too long, nor too violently, 
because thereby the most dangerous symptoms arise; but should be re- 
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peated after a. suitable pause. In one such case the womb has been 
seen to return by the ensuing contraction (a). 


(1) If the placenta remain still attached to the prolapsed womb, its separation 
must be first effected, before any attempt at replacement, because the reduction to- 
‘gether with that of the placenta is considered impossible; but as this is contradicted 
by experience, the removal of the placenta renders the reduction doubtful, and dan- 
gerous bleeding may be easily produced; so the greater number of modern accou- 
cheurs agree to attempt its reduction, together with that of the placenta, and only to 
remove it when it adheres very slightly. 

(2) In‘chronic inversion, it becomes more difficult to preserve the womb in its 
place, because it has lost its power of contractility. To effect this, some have re- 
commended the introduction of pessaries, (Rousser,) of several pieces of sponge, 
(Jére,) of a caoutchoue bottle, (Fries,) and of peculiar supports for the womb, 
(Loerrver, SieBoip). ; ‘ 

[‘* Ina case where the wlerus has been long inverted, and lies in the vagina, (the 
latter cavity having undergone no change, except from distention,) it will not be 
advisable,” says Cuarkez, ‘tto recommend any other remedy than the injection of 
some very mild astringent fluid three or four times a day, into the vagina», Some 
restraint will thus be placed upon the quantity of the discharge, and the parts will 
be kept clean by it. Pessaries are useless; the vagina being already so completely 
filled that nothing more can be retained in it.”’ (p. 156). ¢ 

(3) In the treatment of revent inversion, CuarKe lays down, that ‘ the uterus is 
to be first returned to tts usual state and natural situation; and the case then becoming 
simply one of a retained plucenta is to be treated as such; but if, neglecting this 
order of proceeding, the placenta should be first removed, a number of bleeding ves- 
sels will be exposed before the ulerws can contract, so as to restrain the hamor- 
rhage ; and the chance is, that the patient may die from its effects.” (p. 152). 

Inversion of the womb “is occasionally met with in the chronic state,” says 
Cuarke, attended bya mucous discharge. The symptoms of the chronic state re- 
semble those ‘of procidentia uteri; and, an examination being made, a tumour is 
found either in the vag7na or hanging out of the external parts. Sucha tumour may 
be mistaken for po/ypus ; but in the latter disease, the os uterz encircles the tumour ; 
in inversion of the uterus, the os uteri forms a part of the tumour itself. Moreover, 
the inverted uterus is sensible ; polypi of the uterus, on the contrary, are void of feel- 
ing.” (ps 153.)] 

1289. If the return of an inverted womb be impossible, dangerous 
symptoms must be prevented by properly emptying the bladder and 
rectum by the avoidance of all effort and so on, and by the ‘introduction 
of a pessary to prevent, if possible, the farther descent of the womb. 
But if the inversion be accompanied with threatening symptoms, if the 
replacement be in nowise possible, if the womb be in a state of cancer- 
ous or other kind of degeneration, then may the cases related (0) of suc- 
cessful removal of the womb, determine us to its removal with the knife, 
after previously applying a ligature; or with the ligature, in which it is 
best to apply two ligatures with a single needle and to tie them on each 
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side to prevent slipping; it must, however, be borne in mind that the in- 
testines may have descended in the place of the inverted womb. 


[When the inverted womb falls out of the body, drawing with it the vagina, and 
increasing weakness is produced by the quantity of the discharge, ‘if this case 1s 
left to itself, the woman,” observes Cuarke, ‘‘either drags on a miserable existence 
for a number of years, or her life is cut short by the constant drain. Cases of this 
kind can receive very little benefit from external applications ; and it is obvious 
that not much is to be expected from internal medicines. Powdered chalk or lapis 
calaminaris, sprinkled upon the part, may check the discharge a little; the oxide of 
zine may in some measure abate its quantity; but it will not remove it altogether ; 
and the same observation will apply to astringent applications generally. The fol- 
lowing application may have a beneficial effect:—F /2q. caleis Ziv. muctl. sem. eydon. 
3vj. M. * * * It may be considered more prudent, if the discharge diminishes in 
consequence of such applications, to persevere with them, rather than to_risk any 
danger which may arise from an operation.’ In those cases of inversion of the 
uterus, where the woman has passed the menstruating age, where her comfort is de- 
stroyed by the disease,'and where the profuseness of the discharge threatens her 
with death from the debility which it produces, it may be advisable to recommend 
the performance of an operation, which has been in many instances attended with 
suecess, and from which the author has known a patient recover after she has at- 
tained the age of sixty; this operation is the removal of the inverted uterus itself. 
Although it is not expedient to subject a patient labouring under a chronic inversion 
of the wferws during the menstruating portion of her life, under ordinary circum- 
stances, to the danger of the removal.of the organ, the system of a woman may be 
so drained by the excessive discharge as to warrant the performance of the opera- 
tion.”? (pp. 157, 58). : 

It does not appear that the removal of the inverted womb by ligature is danger- 
ous; the cases treated by Cuarxe himself, as well as those he quotes, did well; so 
also Biunpexu’s case, and he observes:—‘‘Indeed I have not heard even of any 
cases in which.the operation has been followed by fatal consequences ; though such 
eases must, I presume, occasionally occcur.’”’ (p. 145). In one of Crarxe’s cases, 
“a strong silken ligature was used,and although nearly three weeks elapsed be- 
fore the wferus was separated during which symptoms. of inflammatory action pre- 
sented themselves in full force, with vomiting and diarrhea, the result was most 
successful, and perfect health was restored. (p. 159). In another, in which the 
operation was performed by Cuevatier, “‘a ligature was applied round the con-- 
tracted part of the tumour, that is, where the w/erus terminated, and the vagina 
began. It was tightened daily, until about the eleventh or twelfth day, when the 
parts included in the ligature were absorbed, and the wéerus fell off. During this 
time the patient complained of very little pain.” (p. 163). BriunpeLu:‘‘applied the 
ligature with Hunrer’s needle, as in the case of polypus, and in eleven days the 
uterus came away; it sloughed, and softened down, so as not to separate bodily, in 
the form of uferws, and the recovery of the patient was complete.” (p. 144). In 
Dr. Josep CLarxKe’s case (a), ‘the pressure by ligature, which the partially in- 
verted uferus bore for many days, not only with impunity, but with decided benefit. 
to the future health, constitutes the leading feature of this case. When the ulerus 
became completely inverted, its amputation became an easy operation, and the 
patient’s previous good health suffered no diminution.” (p. 161). 

Dr. Symonps of Oxford () applied a ligature in a case of inverted womb in a 
young woman, eighteen years of age, two years and a half after the delivery of a 
living child. The placenta had been long retained, and was brought away with 
great violence. The ligature was tightened every other day, and the patient did 
not suffer much pain till this had been several times repeated. The tumour sepa- 
rated on the fifteenth day; three or four days after, dangerous symptoms appeared ; 
and on the sixth day after, she died. On examination, about a quart of pus was 
found in the peritoneal cavity; the bladder and omentum were adherent; and there 
was a free and open passage between the vagina and the abdominal cavity; of a 
cireular form, capable of admitting the finger, and consisting of the ring of the os 


(a@) Edinburgh Medical Annals, vol. ii. p, (6) North of England Medical and Surgi- 
419, and also quoted as above by CLarkE, cal Journal, vol. i. p..149, ‘ a 
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uteri, and about three lines of the cervix, close upon it were the ovaries, of natural 
appearance, and the remains of the Fallopian tubes. : 


-IIL—PROLAPSE OF THE VAGINA. 
(Prolapsus Vaginz, Lat.; Vorfall der Muterscheide, Germ.; Chute du Vagin, Fr.) 


Scuracer, Dissert. de prolapsu vagine uteri. Lips. 1725. 

Srrocuiin, J. G., Dissert. de relaxatione vagine, prolapsu et inyersione uteri. 
Argent., 1749, 

Sazatier, above cited, p. 390. 

Loner, J. C., Prog. i—iii. de vagine uteri procidentia. Jen., 1781. 

Meisner, above cited, p. 212. 

Cxarke, Cuar es, above cited, part i. p. 142. 


1290. When the canal of skin which forms the vagina protrudes 
wholly or entirely from the dabia, it is called Prolapse of the Vagina. It 
may consist either of the internal membrane alone, or of all the mem- 
branes of this canal; in the former case only is it possible for the womb 
not to descend at the same time. ‘The prolapse is either complete or in- 
complete ; in the former, the whole of the vagina descends; in the latter, 
only a part at one or other side, and usually on the front. 

{The prolapse which Cuxtius treats of more especially, must be-considered as 
the anterior prolapse of the vagina, and differs decidedly from the form described by 
Ciarke, who says, “ the term _procidentia vaging is here meant to imply a relaxa- 
tion of the posterior part of the vagina, so that this part is lower than the natural 
defined edge of the perineum.” (p. 142). From this description, it may be fairly 
distinguished as the posterior prolapse of the vagina. 

Joun Burns (a) says, that ‘the rectum, in every degree, is more or less drawn 
down, and brought forward, sometimes so much so as to form a kind of pouch in 
the protruded vagina.” (p. 78.)] 

1291. The Complete Prolapse is at first characterized by a soft bluish 
red, slightly wrinkled or smooth ring which, by its gradual lengthening, 
acquires a cylindrical form, and, at its lower end, has. an aperture into 
which the finger may be introduced, and the mouth of the womb felt. 
The prolapse is increased by standing, and generally returns in the hori- 
zontal posture. If it have existed for some time, the condition of the 
skin is changed, it becomes dry, and similar to the common tegument; 
it may inflame, pass on to ulceration, and so on. Inconveniences are con- 
nected with prolapse of the vagina similar to those accompanying pro- 
lapse of the womb, only in a slighter degree; the patient feels, especially 
if the prolapse have occurred suddenly, a pressure in the vagina, a con- 
stant disposition to void the urine and stools; she is subject to a 
copious flow of whites, the menstruation becomes irregular, and on 
every violent exertion prolapse of the womb is to be feared. Imperfect 
Prolapse forms a blind sac, at the under end of which there is not any 
opening, and at the side of which the finger may be passed into the 
canal of the vagina. 


The prolapse which depends on vaginal rupture, has been already mentioned 
(par. 1248). . The diagnoszs between prolapse of the vagina and that of the womb 
is easily determined by the symptoms mentioned, by the excrescences in the vagina, 
and by examination. 


(a) Principles of Midwifery. Ninth Edition. 
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[** Very few symptoms attend this complaint,” says CLarxe; ‘some pain in the 
back is present, but this is not considerable; some transparent mucus comes away 
from the vagina, and the woman complains of a relaxation in the parts, and of some- 
thing projecting from them.” (p. 145). ‘In the earlier stage,” Buunpext (a) ob- 
setves, ‘the tumour is very small, perhaps not larger than the ball of the apex of 
the fore-finger, forming at the back or front of the vagina, or laterally, or in all 
three positions at once, protrusion by no means uncommon. These protrusions, if 
small in size, may be Jooked upon as natural to the part; but they often show a 
disposition to increase, and then begin to attract attention.” (p. 29.)] 


1292. The following circumstances predispose to prolapse of the 
vagina; relaxation, and slight cohesion of the vagina, and its surround- 
ing cellular tissue in cachectic subjects after a violent flow of whites, 
after frequent deliveries, especially if the perinéum be torn, after too 
frequent coitus, onanism, and the like. The, occasional causes are, 
violent exertions in lifting heavy weights; in viglent vomiting, shriek- 
ing, and the like; violent efforts in delivery, especially-in improper pos- 
tures, in going to stool and so on; also pressure from the parts sur- 
rounding the vagina, for instance, from large stones in the urinary 
bladder, ftom retention of urine, dropsy of the belly, and so on, may 
produce prolapse. -It arises in general suddenly or slowly. 


[Cxarxe’s form of prolapsed vagina is considered by him to arise from the habi- 
tual constipation of the bowels, to which women subject themselves, in consequence 
of which ‘the lower part of the intestinal canal becomes so distended sometimes as 
to make the posterior part of the vagina approach near to the anterior part of the 
pelvis, and in this way the diameter of the vagina may be much diminished. This 
extreme distention of the gut at length diminishes, or takes off the power of con- 
traction upon its contents, and the strength of the sphzncfer muscle is increased by 
its frequent resistance to the contraction of the intestines and abdominal muscles ;, at 
length, when, by the operation of purgative medicine, or by the natural strong ef- 
forts of the intestines, or by manual assistance, (which is sometimes required,) the 
lower bowel is emptied of its contents, the pouch formed by it, and the posterior part 
of the vagina continues, so as to form procidentia vagine. If the fore-finger of the 
surgeon is passed into the anus, under such circumstances, and carried forwards, it 
will be directed into the pouch so formed. This disease appears sometimes to be 
produced by piles, acting in the same manner as habitual costiveness. * * * The 
complaint may also be produced by cysts belonging to diseased ovaries, falling 
down into the hollow between the rectum and the posterior part of the vagina. In 
one case where this happened in labour, it was only ‘‘ terminated by opening the 
child’s head, by means of which operation the life of the woman was saved. After 
the labour, the cyst went up again into the cavity of the abdomen; and the vagina 
being no longer pressed down, regained its natural situation.’? (pp. 143, 44.) 
Cxarke farther observes, that ‘* when the patient is in the horizontal posture, the 
tumour made by the prolapsed vagina is somewhat smaller than when she is erect 5 
but it never goes away altogether. Its size is sometimes as large as a hen’s egg. 
Very few symptoms attend the complaint.” (p. 145.)] 


1293. A small and recent prolapse of the vagina is easily returned if 
the patient being put in the horizontal posture, on her back, with the 
rump raised, the protrusion be pressed back with the finger well oiled, 
and the skin of the vagina also pressed every where on the sides. If 
the replacement be prevented by inflammation and swelling, or the pro- 
lapse be of long standing, luke-warm baths, softening applications, a 
longer continued supine posture, and attention to the free voidance of 
the urine and stools must be employed. 

[For curing the posterior prolapse, CLarKe says :—‘‘ The practitioner is to direct 


proper means to keep the rectum empty, and thus to remove one of its causes; after- 
wards he is to endeavour to restore the tone of the gut. Without attending to the 


(a) Above cited. 
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first of these objects, the second cannot be accomplished ; and unless the tone of the 
bowel is restored, the mere emptying of it will be useless. Purgatives given by 
the mouth, and clysters thrown into the rectum, are the means by which the first of 
these objects is to be attained: If piles are present, the class of resinous purgatives 
is to be avoided. * * * As in some instances, the gut is so much distended as en- 
tirely to have lost its power of action; neither clysters nor purgatives will be of any 
avail; the clyster-pipe, as it passes into the rectum, will be blocked up by feces ; 
and purgatives will only bring a large quantity of feces down, whieh will add to the 
bulk, already too great. Nothing remains in this case but to empty the rectum by 
manual operation. * * * The patient being placed on her left side on a bed, her 
knees being drawn upwards, the fore-finger of the right hand of the surgeon, covered 
with oil, is to'be introduced into the vagina ; a marrow-Spoon, or the small end of a 
common table-spoon, covered with oil, and warmed, is then to be introduced into the 

rectum; and by means of it, assisted by the finger in the vagina, the fxces are to be 

scooped away. A large clyster is then to be thrown up; and if any feculent matter 
should be lying in the sigmoid flexure of the co/on, it will be brought down into the 

rectum, where it may be easily removed. For the purpose of giving tone to the 

rectum, the same means sare to be employed as are calculated to produce similar 
effects in other parts of the body. Bandages are not applicable to this case. The’ 
object is to give support to the posterior part of the vagina and to the weakened 

rectum. A globular pessary answers both of these purposes very well, and it 

should be carefully adapted to the size of the vagina. * * * Costiveness in future 

is to be carefully prevented.” (pp. 146-48.) ] 


1294. To prevent the reprolapse of the vagina, the introduction of 
pads filled with astringent substances, and steeped in red wine, or 
sponges cut in conical form, moistened with astringent fluids, should be 
used previous to employing the pessary. The patient must for a long 
time observe rest and a horizontal posture; and employ the remedies 
advised (par. 1275) for strengthening the relaxed parts. In old pro- 
lapses, which cannot in any way be kept up, the operation already men- 
tioned in prolapse of the womb, (par. 1278,) by narrowing or closing 
the vagina, can alone get rid of the evil. 


*]1].—OF PROLAPSE OF THE BLADDER. 


(Prolapsus Vesicx, Lat.; Harnblasenvorfall, Germ.; Chute de la Vessie, Fr.) 

Cuiarke, C. M., above cited, part. 1. p. 130. 

Buunvety James, M.D., above cited, p. 31. 

[Prolapse of the Bladder may be easily mistaken for prolapse of the 
vagina, and has been confused, though with less cause, with that of the 
womb, although some of the symptoms are common to both. The pro- 
lapsed bladder falls back, just behind its neck, carrying with it, into the 
cavity of the vagina, the front of that passage, and the two together de- 
scend less or more completely, and appear at the os externum in form of 
a convex or hemispherical swelling, which fills up the orifice, and 
sometimes protrudes between the /abia, the transverse folds of the 
vagina being less or more distinct upon it, according as the bladder is 
full or empty. 

The sensation of bearing down is less great than in prolapsed womb; 
but it is in some women greatest in the horizontal posture; in the night, 
therefore, the patient is much annoyed with this sensation, which is fre- 
quently accompanied with a perpetual desire to make water. The dis- 
comfort and protrusion is greatest when the bladder is full; but it rarely 
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happens that that organ can be completely emptied, the muscular fibres 
forming the pouch or tumour not appearing to-have the power of con- 
tracting completely. The peculiar symptom of ‘prolapse of the bladder 
is a pain referred to the navel, with a sense of tightness there; the pain 
greatest when the bladder contains the largest quantity of urine, dimi- 
nishing as the water is. voided, and ceasing when the bladder is nearly 
or entirely emptied. This symptom is especially noted by CrarKe, who 
thinks it may be accounted for, perhaps, by a stretched state of the um- . 
bilical ligament, (the remains of the umbilical arteries,) or by the drag- 
ging upon the navel itself. The pressure of the back of the bladder on 
the front of the vagina lengthens the cellular tissue, connecting it with 
the front of the cervix uteri; but, as it does not yield readily, it drags 
down with it the anterior lip of the os u¢eri, and lengthens it very much. 
Hence, ‘the os uferi,”? says CiarKe, ‘instead of being found in the 
centre of the pelvis, opens directly backwards, and lies in contact with 
he posterior part of the vagina; so that the space between the elon- 
gated anterior lip of the os uteri, and the posterior part of the vagzna Is 
very small ;”’ and sometimes, indeed, the os is patulous. There is often 
a discharge of mucus in these cases, and rarely it is profuse.» ' 

Prolapse of the bladder is distinguished from prolapsed womb, by the 
absence of the stomach symptoms, which rarely, if ever, occur when 
there is mere displacement of the bladder (CLarKe). There is not any 
aperture in the protruded part, as in prolapsed womb; but the swelling 
has a regular form, filling up more or, less completely the cavity of the 
vagina, but admitting the finger to be passed up between itself and the 
hind wall of that passage, to the mouth of the womb. CuLarKE says 
that, on tracing the tumour in the vagina ‘‘to its origin, it may be felt 
lying between the os pubis before, and the uterus behind; and a practi- 
tioner can hardly fail to discover that it is formed by fluid.” The latter 
part of this observation is correct; but its relative condition with regard 
to the womb will depend upon the extent of the dropping down of the 
bladder, and the position of the womb is rather above than behind the 
tumour. ‘The diminution of the size of the swelling when the bladder 
is emptied, is also another characteristic, and distinguishes the disease 
from the encysted or other tumours which occasionally, though rarely, 
form in the neighbourhood of these parts. 

If the catheter be introduced, it can be easily felt within the cavity of 
the swelling, (an excellent indication of the disease,) and, under volun- 
tary urging, the swelling is found to increase considerably in size. B 
these two marks the disease may be readily known (Biunvett). If the 
prolapse occur during labour, care must be taken not to mistake it for 
the descending portion of the membranes, by which irreparable mischief 
has been inflicted (Castte). 

The treatment consists in keeping the bladder constantly empty, in the 
injection of astringents, and in wearing a pessary, either globular, 
or egg-shaped. The latter is, perhaps, the most preferable, ‘ particu- 
larly,” says Clarke, ‘where the diameter of the vagina is but little 
increased by relaxation.”? All exertion which might force the bowels 
down upon the bladder should be avoided, and the patient should be 
kept quiet; and, perhaps, if confined to the recumbent posture upon 
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her face, with a catheter in her bladder, so that the urine might pass off 
without being retained in the bladder, and thus the disposition of that 
organ to contract encouraged and kept up till the vagina had recovered 
sufficient tone to resist the pressure of the protruding bladder. 

The use of the pessary and astringents is said to be generally sufficient 
for the cure of prolapse of the bladder; but sometimes the instrument , 
cannot be borne, and the downward pressure of the swelling is so great, 
and inconvenient, that the woman is incapable of any exertion, or even 
of moving about without much distress. Under such circumstances, it 
will be advisable to take out a portion of the front wall of the vagina, 
and thus diminish its disposition to yield to the pressure of the bladder. 


Cases of prolapse of the bladder do not often fall under the surgeon’s care, in 
this, country, except when the ordinary treatment with pessaries and injections fail, 
and it becomes a question whether the patient can be relieved by an operation. One 
such instance has come under my care, and been considerably relieved; for, al- 
though not entirely cured, the patient has been enabled to resume her ordinary occu- 

ation. 
J Casse.—M. A., aged twenty-five years, a fair-haired, hysterical, well-formed, but 
not stout single woman, came under my care, 

Oct. 24, 1837.—She began to menstruate when sixteen years old, and for the first 
year had good health; but since that period has been continually ailing, and suffered 
very much at her monthly times. The menstrual discharge has been scanty, and 
not lasting more than two days, when she has been so unwell as to be quiet; but, 
when engaged in her occupation as housemaid, and able to be about, it has been 
plentiful, and lasted four days. She has always had much bearing down, and, 
within the last three or four years, -has suffered much from leucorrhwa, and the 
bearing down has so increased, that, for the last twelvemonth, she has’ been unable 
to follow her usual employment, and been compelled to give up her place. Five 
months ago the protrusion was as’ large as a cowrie-shell, and, when she exerted 
herself, it became much larger. She did not usually void her urine ‘for twelve or 
sixteen hours, and then the protrusion disappeared. Micturition was always accom- 
panied with sharp. smarting pain; it was long before she could void any water; 
sometimes not for eighteen or twenty hours. By repeated efforts, however, she 
was at last enabled to empty her bladder, and never required the introduetion of a 
catheter. Last spring she attempted wearing an Indian-rubber pear-shaped pessary ; 
but it was useless, as, whenever she walked about, it immediately dropped out. 
For the last three months she has kept in bed, used astringent injections, and worn 
a sponge pessary, which has kept the swelling up, but without any actual im- 

provement. ; , ; as) 

'- Nov. 11.—I made an examination with the view of ascertaining the feasibility of 
removing some horizontal slips of the front of the vagina, as suggested to me by 
my friend Dr. Lococx. As she had not made water for three hours, the bladder 
was partially filled, and a swelling, about the size of a cowrie, protruded through 
the os externum vagine, and just appeared in front of the furcula. Some of the 
ruge of the vagina were very distinct, and the swelling began a full inch behind 
the orifice of the meatus, which canal was not at all displaced, and allowed the 
ready entrance of a catheter into the bladder. Slight pressure returned the tumour, 
and the os uter? was then found depressed to within an inch of the os externum. 
On expanding the vagina with the speculum, it was seen to be so drawn off from 
the front of the neck of the womb, that no appearance of neck remained; but from 
the plane of the os uteri to the front wall of the vagina, was one continuous and 
very open curve; but the cul-de-sac, behind the neck, was, on the contrary, very 
deep. Having withdrawn the speculum, I could, without difficulty, nip up an inch 
and a half of the vagina from the back of the bladder; and having ascertained this, 
it was determined to remove a slip or two of the lax part. ; 

Nov. 12.—Having bound her, and put her ina position for lithotomy, as there 
was but little protrusion, and her efforts failed of driving the swelling down, I com- 
menced, the operation by pinching up the front of the vagina, and passing a tenacu- 
lum through, drew it down; I then introduced a needle and ligature, about an inch 


VoL. H.—3d4 


394 PROLAPSE 


below the os uter?, and half an inch above the tenaculum, for the purpose of draw- 
ing down the vagina after the removal of the proposed slip, and to prevent difficulty 
from its retraction. The portion of the vagina included on the tenacudum was then 
drawn down, and having been felt to be separated from the bladder, I made a hori- 
zontal cut, about an inch and a half in length, carefully separated the vagina from) 
the bladder, first with the blade, and after with the handle of the knife, till I could 
hold the slip with my thumb and finger, and withdrew the fenacu’wm. I then,sepa- 
rated the flap till it was an inch in depth at the middle, but tapering to a point at 
each end, and cut it off horizontally below with a pair of scissors. There was pretty 
free bleeding, but only one small vessel could be found to tie, and it ceased after 
sponging with cold water for about a quarter of an hour, I then introduced, three 
platina sutures upon very small needles, the middle one first, and having brought 
the edges of the wound close, twisted them together. She was then put to bed 
upon ‘her face, a catheter introduced, and the urine directed to be withdrawn hourly. 
The.operation was not difficult, nor very painful; butthere wasa little awkwardness 
in getting the sutures through, perhaps from the small size of the needles. 

Nov. 13.—Last evening there had been a little oozing of blood; but during the 
night.a considerable quantity ; one sheet having been soaked through, has been re- 
moved, a second is in much the same state, and there is about eight ounces of clot 
in the hair of the pubes. She feels rather faint, but her face is much flushed. She 
has passed plenty of water, both through and by the side of the catheter; but she 
complains of much pain in the chest and loins, with great tenderness of the belly, 

As it did not seem well to permit the continuance of the bleeding, I removed the 
catheter, cleared away all the clotyand introduced the speculum. No clot was found 
in the vagina, but there was a free oozing from between the lips of the wound. 
Failing to.find any vessel, I removed the right suture, upon which the wound gaped, 
and seizing its upper lip whilst she strained, I drew it down, and carefully examined 
the whole surface, from whichthe-oozing was very free. After considerable treuble,. 
I found and tied three small bleeding vessels, which, however, I believe to be veins, 
and the bleeding being checked, I passed a silk suture, and again introduced the 
catheter. ' 

Nov. 15.—She has not had any more bleeding, and the pain and tenderness of the 
helly have diminished, but the latter still continues about the region of the bladder. 
There is a little fetid discharge from the vagina, and some small thin flakes. of ad- 
hesive matter in the urine. Onexamining with the specw/uwm, I found all the sutures 
had begun to ulcerate, and therefore removed them; the metallic ones with some 
difficulty, as they did not readily untwist. ‘The wound did not gape, but the extent 
of the union could not be-ascertained. On the front of the vagina, near the neck of 
the womb was a seemingly ulcerated spot, perhaps where the first thread for drawing 
down had been passed. 

She hada tolerably good night, and. next morning drew off about halfa pint of 
very ammoniacal urine, with much adhesive flakes; this evacuation was followed 
with great pain in the bladder and pudendum, for about half an hour, and then gra- 
dually subsided. In the course of the day, the quantity of water drawn off in- 
creased, and became quite clear. She had not any febrile excitement, but still ’ 
complained of much pain in the left breast, across the pit of the stomach, and 
over the whole belly, which is probably only hysterical. She bad an increase 
of the throbbing in the wound, which has been constant since the operation. 

Nov. 17.—The throbbing has diminished, and the sdischarge from the vagina 
has increased, and is distinctly purulent. She has still much pain in the region 
of the bladder, and the urine is much loaded with adhesive matter. ~ 7 

Nov. 19.—Is better, and has passed plenty of urine, which yesterday was scanty, 
and the sediment in it mucoid. Less throbbing in the vagina, ‘but the discharge 
increased. Complained of pain and soreness, with beating in the umbilical re- 
gion, and,some tenderness on pressure, as also about the region of the bladder; and 
also pain in the upper part of the thigh,: Her bowels are kept regular-with castor, 
oil. In the course of the evening she became very hysterical, and it was necessary 
to give her some ether and tincture of henbane, with camphor mixture. But next 
day she had recovered herself, and her bowels having been freely moved, the ab- 
dominal pain almost entirely ceased. : ; 

Nov. 22.—The specu/um was intrcduced to examine the state of the parts, but. 
being inefficient was withdrawn, and the os eaternum being held widely apart with 
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the fingers, she was desired to bear down. | This brought the wound into view, 
which had not yet united, but was healing by-granulation. There was a free 
leucorrhea. : 

Jan. 6, 1838.—Up to the present time she has been kept in bed, and the wound 
has healed. The discharge, continues very profuse, and she has much pain in the 
joins. On examination the bladder was found still falling back as previous to the 
operation. * 

A fortnight after, she was allowed to get up and walk about; the descent of the 
bladder soon became as.at first, and protruding between the /abia when she exerted 
herself. The operation had therefore been unavailing.’ In the middle of March, 
after going about more than usual, the bladder protruded to the size of an egg, and 
on the following day still more; but a few days rest in the recumbent posture re- 
stored the old condition. : 

As she continued very delicate, it was determined she should go to the sea-side for 
the improvement of her constitutional powers, and she went to Brighton in April, 
wearing a globular pessary, which kept the bladder up; but after a month as it 
caused much pain in the region of the bladder, it was thought advisable to remove 
it, which was done with much difficulty, and in course of the following week the 
protrusion returned. For some weeks she used a cold salt water hip-bath daily, 
and the recumbent posture ; and afterwards, sea-bathing three or four times a week, 
but without diminution of the discharge, and with no benefit to her health. 

The vagina was then cauterized with the caustic potash thrice, at intervals of a 
week ; from the first application there was little sloughing, the second caused much, ' 
and the third less, but more than the first; and during the separation of the sloughs, 
she used injections of cold sea water continually, and took forty drops of the tincture of 
muriate of irontwiceaday. She Jeft Brighton in September without any material im- 
provement and returned home to her usual employment. ' Soon after, the dragging 
pain in her loins and the protrusion increased, and if she walked a short distance, 
these became worse, and were accompanied with pain in the upper part of both 
thighs. - In December, a ring pessary was introduced to relieve the protrusion, but 
its pressure upon the rectum was so great, that she could not pass her motions, and 
after having been worn three days, it was necessary it should be removed. 

She came under my care again in January, 1839, much cut of health and spirits ; 
nothing therefore was done but to improve these, and I did not make any examina- 
tion till the middle of Aprz/. The bladder was then still fallen, but less than be- 
fore, merely appearing at the os externwm, and returned with the least pressure witli 
the fingers; the scar on the front of the vagina, of which the shortenme was very 
decided, was quite visible, and though not hard was tender ; the position of the womb 
and the state of its lip was nearly the same as.at first. Thinking, as little pressure 
kept the bladder in place, a small oval pessary might be useful, I introduced one; 
but the next day the bladder had slipped down between it and the pubes, and she 
had so much pain that it was necessary to remove it. 

Although kept in the recumbent posture, she still had severe dragging paim in the 
loins, equally as when she was about; and as she objected to the application of 
caustic again, but was willing to submit to an operation, I determined on removing 
a vertical piece of the vagina, which was done 

May 18.—She was now placed standing with her body bent at right angle with 
her legs, and resting upon a table, with the pelvis rather higher than the shoulders, A 
pewter speculum, slit lengthways and the edges widely opened, was introduced into 
the vagina, with the gap towards its front; a catheter was introduced ; the labia held 
apart by assistants, and the perineum pressed up with the speculum. I then seized 
the front of the vagina with Braumont’s needle and drew it down till I could con- 
veniently pass a fenaculum through it, which done, the needle was withdrawn. 
Pulling up the vagina with the tenaculwm as far as I could, I cautiously made two 
simi-ellipticle cuts about an inch and a half in length, from half an inch below the 
neck of the womb to about. the same distance behind the wrethra. 'The right cut 
was made freely with a common scalpel, but the left required a little more care and 
was made by’short portions, cutting upwards with a phimosis knife which was very 
convenient; and the insulated piece was then dissected off the bladder, leaving a 
gap about half an inch wide, which was increased to an inch by paring the edges 
of the wound. There was as in the former operation, very free oozing of blood, and 
it became necessary to tie two small arteries. Three sutures were put in very 
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readily with Beaumont’s needle, and the speculum having been withdrawn they were 
tied and the operation completed. She was put to bed on her face, an elastic male 
catheter introduced, so that the urine might escape as soon as it entered the bladder ; 
and twenty drops of laudanum, thrice a day in mint water, were ordered for the pur- 
pose of keeping the bowels costive. 3 : 

May 23.—Excepting a little discomfort from position, she has been tolerably 
well. There is now a little purulent discharge, and on gently separating the 
parts one suture was found separated, but there was little inflammation about the 
wound. 

May 26.—She was rather flushed and feverish, and had not passed water for som 
hours; the catheter was withdrawn, found to be clogged,and when introduced 
again, a pint of high-coloured urine passed, which greatly relieved her. Another 
suture and one of the ligatures came away in the evening, and on the following day 
the remaining suture and ligature. 

June 7.—The catheter having caused some irritation to the bladder, was removed, 
and a common female instrument given her to pass frequently, so as to prevent dis- 
tention of the bladder. Up to this time the urine has been more or less turbid, with 
flakes of adhesive matter, as after the first operation. 

June 18.—Having now been on her face for thirty-one days, latterly without 
much inconvenience, she was allowed to lie on her side. 

July 22.—An examination was made; there was less protrusion, but the bladder 
still falls back into the vagina. The wound ‘is perfectly healed; but there is ten- 
derness about the neck of the bladder. The discharge continuing, a small bag 
partially filled with powdered oak bark was introduced into the vagina. The . 
bark swelled so much with the moisture that it was necessary to diminish its 
quantity. : 

Aug. 5.—The discharge is materially diminished, but the vagina slips below the 
bag. 

so 25.—Was allowed to dress herself, but still kept in the recumbent posture. 
The bark bags were left off, and a saturated solution of alum in elm bark was 
ordered to be injected frequently during the day. + ee 

Sept. 5.—She has not gained much advantage by the injection; the bladder is just 
visible at the furcula. 

Sept. 20.—She returned home, being able to walk about much better than pre- 
vious to the operation, and had but little pain in the loins; the discharge, however, 
continued. She was directed to wear a pad in the perinwum, supporting it with a 
‘T-bandage, and to use the oak-bark bags. : 

On the whole I was fearful that she had not derived any material benefit by the 
ppainlions to which she had been subjected, but was agreeably surprised on seeing 

er in 

November, 1840, to learn that soon after her return home, she had been able to 
stand whole days at the ironing-table without any protrusion. For some months 
she has been able to go about without difficulty, and do any thing she has to do; 
but she says there is some protrusion. I examined her, however, and found, little 
or none. 

In the following January she married, and was confined in the ensuing December. 
She was taken in labour on the 16h, and delivered after forty-eight hours. She got 
up at the week’s end, and a week after there was protrusion about the size of a 
walnut, which continued increasing till at present, March 20, 1842.—The bladder 
again protrudes between the /abéa, about the size of a crown piece ; after standing 
up, the mouth of the womb descends behind; but both easily return when she lies 
down. Her health is now tolerable, and she manages with a little weariness to get 
through the usual occupations of a labourer’s wife. 

As with all the disadvantages which her continual standing whilst at the ironing- 
board, the protrusion had been materially checked, and she was capable of exertion 
which for some years before she was incapable.of making, it may be inferred that the 
latter operation was advantageous to her, and that probably had she kept quiet at first 
for some months, she would have recovered completely. I should not hesitate 
therefore to perform this operation in a similar casé.—s. F. s. . 

Licurroor of Neweastle-on-Tyne (a) has performed successfully Fricke’s ope- 
ration of episioraphy in a case of prolapsed bladder which descended through the 


(a) Lancet, vol. i. p. 322. 1841. 
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labia to the size of a fist. Six strong hempen sutures were put in; the limbs tied 
together, and the woman put on her side; a‘catheter was introduced, and not re- 
moved for two days; but the urine being found to escape: by its side, and cause 
Irritation, it was removed, and passed occasionally for the following five or six days. 

old water was applied, and the vagina now and then cleared and washed by’in- 
jecting cold water. Opium was given toconstipate the bowels. Two of the sutures 
were taken out on the fourth, and the others on the sixth day, at which time union 
by the first intention was complete.. Three weeks after the operation she left her 
bed, and walked about; and in a week after, she was able to resume her usual oc- 
cupation of household work. On examining her three weeks after, there was not 
the slightest prolapse; and when she was desired to strain violently, the ruge of 
the vagina were seen, but did not protrude. ] 
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1295. Prolapse of the Rectum appears under three forms; it may be’ 
either the rectum with all its membranes, or simply the internal mem- 
brane, or an inverted upper portion of the intestine (Volvulus , Intussus- 
ceptio). *s 

Although the rectum is pretty firmiy fixed in its place, its prolapse, with all its 
membranes,’ has been improperly doubted; it occurs rarely under this form, but I 
have distinctly noticed it (1). 

[(1) The opinion here disputed is Coprnann’s, who says :—* In almost every 
case of prolapsus ant, it is the internal membrane of the intestine only which de- 
scends through the sphincter muscle. The connexion of the external surface of the 
reclum is so firm with the surrounding parts, that it is almost impossible the whole 
should be protruded together; a separation or elongation of the union between the 
coats of the intestine must therefore precede the disease, and forms its essential cha- 
racter ;. whether it be produced by the, effusion of blood between them, or by con- 
tinued fenesmus, or efforts to pass the fwces, or peculiarity of structure, or any other 


cause. (pp. 74, 5.) 
a 34* 
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Syme does not agree with either Cuexius or CopeLann, as to what he calls pro- 
lapsus ani. He says:—‘* Such tumours consist either of the gut in its whole thick- 
ness, or of the mucous membrane alone in a state of morbid development. Being 
thus differently constituted, they should not be confounded together, as they usu- 
ally are, but carefully distinguished, since they have no resemblance to each other, 
either in the nature of their production, or the treatment which they require. In 
making this distinction, it is fortunately unnecessary to employ any new names, 
since if the title prodapsus be confined to denote those protrusions in which the whole 
thickness of the gut is concerned, the other forms of the disease may all be referred 
to the head of Hemorrhoids.” (pp. 88, 9.) fe 

Busug describes only ‘“ two forms of this disease. In one the mucous membrane 
is alone prolapsed; whereas, in the other, all the coats of the rectum come down. 
The first is by far the most common, in consequence of the great extent and loose 
connexion of the mucous tunic; while the firm union of the intestine itself, with 
the surrounding parts, the longitudinal direction of its strongest and most numerous 
fibres, together with the action of the devatores ani muscles, offer much resistance to 
the descent of the entire gut.”’ (p. 201. 

That cases do occur in which the whole gut is prolapsed,is put beyond all 
doubt, as VeLpeau mentions that the younger Brrarp dissected a tumour formed by 
invagination of the rectum through the anus of a female. The inversion of the in- 
testine was complete, for the peritoneum was included in the swelling.” (p. 128.) 
He also mentions Painiarp’s ease (a) and others cited by Ne.aron. | 


1296. In the prolapse of the internal coat of the rectum, consequent 
on relaxation and lengthening, merely a little reddish swelling first ap- 
pears, which gradually enlarges, increases in size, becomes wider, is 
rounded below, but narrowed above by the sphincter muscle, and at its 
free extremity has an aperture by which the stools eseape. The surface 
of the prolapse is, according to its different duration, and the degree of 
its girting by the sphincter, red, bluish, more or less tense or soft, 
covered with bloody mueus, and often divided into several lobes (1). 

In prolapse of the rectum, with all its coats, which I have only noticed 
in children, a more cellular swelling, which terminates pretty pointedly, 
projects directly, as in protrusion of the bowel from artificial anus; and 
if the finger be introdueed through the opening, the contraction of the 
intestinal walls is distinetly felt (2). J 

The symptoms which prolapse of the rectum especially produce, are 
various, according to its degree and duration, but generally they are not 
severe, because the rectum is not so very sensitive to the contact of air. 
If, however, the prolapse be considerable, it may inflame or become 
strangulated by violent contraction of the sphincter muscle, in which 
ease even gangrene may occur (3), : 

[(1) ‘* When the mucous membrane is alone prolapsed in the child, it assumes,” 
says Busne, ‘the appearance of a small pyramidal, red and coiled tumour; while 
in the adult it is less red, and generally takes the form, either of the two lateral 
flaps, or of a circular fold. In some of these cases, the portion of membrane thus | 
protruded comes from the pouch of the rectwm, while that within the sphincters re- 


mains in situ. When this is the ease, we can pass the extremity of the little finger 
between that portion of the membrane which adheres to the internal sphincter and 
that which is protruded.” (p. 204). 
(2) Syme’s prolapsus ani, in which the whole thickness of the gut is involved, 
“consists of a tumour generally round or oval, but sometimes cylindrical, varying 
in size from that of a small egg to that of the largest orange, exhibiting the slimy 
surface of a mucous membrane, and affording a eopious secretion of very similar ap- 
pearance to red currant jelly. It is obvious that the connexions of the lower part of 
the rectum must prevent it from descending, so as to present these appearances, 
which can be accounted for only by supposing that the higher part of the gut be- 


(a) Revue Médicale. 
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comes invaginated in the portion below it, so as to project beyond: the anus. In 
short, the derangement will be the same as that which is named intussusception, 
with this difference, that, in the latter case, the invagination occurs higher up the 
intestine, beyond the reach of sight and touch.” (p. 89). 

(3) “The symptoms of the prolapsus,” observes Syme, “‘ vary with the size of 
the part protruded, and the degree of vigour with which the intestine resents its 
unnatural position. They are, therefore, in general, more urgent in young persons, 
and less so in old people. There is always more or less uneasiness in the protruded 
part, and obstruction to the evacuation of the bowels; and, if inflammation com- 
mences, the sufferings of the patient become extreme, terminating even in his death, 
or mortification of the invaginated portion of intestine. Though the bad conse- 
quences are not always very rapid in their progress, the disease, if left to itself, can 
never be regarded as free from danger, and should, therefore, always be remedied 
as soon as possible.” (pp. 91,2). Busue also remarks that, ‘‘ when the protrusion 
is allowed to remain down, it becomes engorged with blood from the pressure which 
the sphincter exercises on the veins, as is manifested by its increase in size and 
fivid colour. If it be not soon reduced, inflammation sets in, and is attended not 
only with great local pain, but fever, and, in some rare cases, death ensues, in con- 
sequence of extensive peritoneal inflammation. In some other, and yet more rare 
cases, the protruding portion sloughs off, and a cure follows.” (pp. 204, 205). A 
ease of the latter kind is related by Sauveur and Ansiaux (a). 

Prolapse of the rectum is liable to be confounded with hemorrhoidal tumours, 
and with zntussusception. CopeLanp says ‘the prolpasus ani has so-many points of 
analogy with hemorrhoids, that it may, in some measure, be considered as the 
same disease in a more chronic and advanced state. (p. 73). And Syme thinks 
that the protrusion of the mucous membrane alone should be referred to the head of 
hemorrhoids. Busut observes, as to its diagnosis from hemorrhoidal tumours, that 
‘the semilunar form of the flaps, the extent of their base, our ability to glide the 
folded membrane between the finger and thumb, as well as their freedom from 
erection and hemorrhage, are characters so opposite to those which pertain to he- 
morrhoidal tumours, that a very cursory examination enables us to distinguish 
them.” (p. 162). In reference to intussusception, he says :—‘‘In protrusion of the 
rectum, we are not able to insert a probe or the finger higher than the border of the | 
internal sphincter, in consequence of the doubling of the mucous membrane; while, 
in intussusception, no resistance is offered to the ascent, of either one or the other.”’ 
(pp- 205, 206.)] 


1297. The causes of this. prolapse are either injuries which weaken 
the sphincter muscle and the natural attachments of the rectwm, as in- 
frequent hard evacuations from the bowels, the improper use of relaxing 
clysters or strainings, which drive the intestine down, as severe and 
continued bearings down in long-continued diarrhea, ascarides, hamor- 
rhoidal inconveniences, organic changes of the membranes of the rectum, 
stone in the bladder; farther, violent screaming and attempts at raising 
heavy weights, and the like. Rectal prolapse occurs most commonly 
in children, especially from diarrhea during teething, and in old weakly 
subjects. 

1298. Prolapse of the rectwm is always a painful ailment. In chil- 
dren, it is for the most part, soon cured, if the causes of irritation of the 
rectum be removed, and more power obtained by the continued develop- 
ment of the sphincter muscle. In grown persons the disease is always 
more severe, and easily returns upon every occasion. In old prolapses 
considerable changes occur in the structure of the rectum, continued 
discharge of mucus, and the like, occur (1). 

[(1) “When the descent of the bowel is often repeated,” says Busur, “the 


mucous membrane becomes indurated, loses its villous surface, and, in some in- 
stances, even ulcerates. This is more likely to be the case when the sphincter has 
& yf : 


(2) Anstavx, N., Clinique Chirurgicale. Second Edition, p. 179. 
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become ralaxed, from the repeated dilatation it. has suffered, and there is a con- 
stant nésus, causing the bowel to contract, and force out the mucous membrane.” 


(p. 205.)] 

1299. The ¢reatment consists in the reduction and keeping up of the 
prolapse and upon the removal of its causes. 

For its replacement, if the prolapse be recent and small, slight pres- 
sure with the flat of the hand is sufficient; but if it be considerable and 
have existed many hours, the patient must be placed, after having 
voided his urine, upon his belly, with the rump somewhat raised, and 
the thighs separated; or he must be put upon his knees and elbows, and 
then with the finger smeared with oil, placed near the opening of the 
rectum, it must be attempted to press back alternately the part of the bowel 
nearest the opening, during which the patient should refrain from all 
forcing and shrieking. If in this way the prolapse be returned into the 
cavity of the rectum, it must be attempted by the introduction of the 
finger to carry it higher and into its original situation (1). If the pro- 
lapse be large, of many inches length, and consisting of all the coats, 
especially in children, the practice just recommended for its return is 
insufficient. The fore-finger of the right hand must be introduced into 
the opening of the prolapse, with which the prolapsed part is to be 
thrust in and then kept up with the fingers of the left hand, placed at 
the edge; the fore-finger is to be somewhat withdrawn, and again intro- 
duced deeper, so as by repeated thrusting inwards to return the pro-- 
lapse. If the reduction be.very difficult, in consequence of spasmodic 
forcing, relaxing antispasmodic applications, opium internally and in 
clysters, are useful. If the prolapse be girt by the sphincter muscle, 

-and much inflamed and swollen, its return must be attempted after the 
use of blood-letting and cold applications. Some persons recommend 
also slight cuts (2). If this do not succeed and symptoms of danger 
ensue, the sphincter muscle must be divided at that part where the stric- 
ture is greatest, by means of a director introduced into it, and a button- 
ended bistoury, which is advantageously preceded by the use of a‘ 
speculum ant. If the bowel still cannot, on account of the great swell- 
ing, be reduced, it must be only gradually returned, as it is diminished 
by the use of proper remedies. 

{(1) The plan recommended by Bronte for the treatment of prolapsed rectum in 
children is the following :—‘*‘ Purge him with calomel and rhubarb-occasionally ; 

"be very careful about his diet, that he does not eat a great quantity of vegetable sub- 
stance, which tends to fill up the cavity of the bowel, while it affords but little 
nourishment, and every morning let some astringent injection be thrown up. That 
which I have generally used is a drachm of tinct. ferr. mur. in a pint of water, .and 
two or three ounces or more of this, according to the age of the patient, may be in- 
jected into the rectum every morning, the child being made to retain it as long as 
possible. I never saw a case of prolapsus of \the rectum in a child which was not 
cured in this manner.” (pp. 845, 46). : ie 

_ The treatment of prolapsed rectum in children, in whom it is frequently of con- 
siderable length, is a very troublesome matter. The attempt to reduce it gives 
the child pain, and causes him to ery, and thus force the bowel down repeatedly al- 
most directly after its return, the relaxation of the sphincter being so great, in gene- - 
ral, that it affords little opposition to the descent of the gut. I have not been in the 
habit of using injections ; but have merely kept the child as much as possible in the 
horizontal posture, and, having returned the bowel, have applied a pad either of 
linen alone, or of cork covered with linen, and of corresponding size to the breadth 
of the protruded gut, fastening it-with a T-bandage. If the protrusion can be only’ 
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a little restrained at first, it is pretty certain that continuing the same remedy will 
ultimately be effective, although but very slowly. Attention to the bowels, so that 
the stools should be thin, and passed with little effort, is a very important part of 
the proceeding ; and for this purpose I prefer a tea-spoonful of castor oil occasionally, 
which I think better than calomel, as less likely to produce the tenesmus so fre- 
quently following the use of that medicine. ‘he nurse, however, must be taught how 
to return the gut, and strictly enjoined to return it immediately after the motion has 
been passed, and not to allow thé child to sit straining on his chair, as is too com- 
monly permitted.—z. F. s. 

(2) Dupuyrren, with great propriety, objects to this practice. Hesays:—‘ Some 
persous recommend scarifications; but, as they cause wounds, and consequently in- 
flammation of the large bowel, they should not, as far as possible, be employed. 
The same objection applies to leeches, which may produce internal or external 
bleeding, and ulceration-of the gut.” (p. 159.)] 


1300. In order to prevent the reprolapse, it must be endeavoured to 
get rid, as far as possible, of the causes upon which the disease depends, 
to diminish the irritation of the rectwm, the bladder, or neighbouring 
parts, to extirpate the hemorrhoids and the like (1), and to restore to 
the rectum its natural powers by cold bathing, by cold or astringent 
clysters of red wine, and the like. 'To prevent the reprolapse, a piece 
of sponge dipped in cold water, is fastened with a T-bandage, or the 
application of large strips of adhesive plaster, from the region of the 
pubes, near to the aperture of the anus up to the region of the rump- 
bone, so that merely a space is left for the passage of the stools(a); the 
bandages of Juvinie (b) and Goocu (c), are to be preferred as most 
suitable; as also the application of a pad of lint, in such way as not to 
prevent the discharge of the stools, a hollow cylinder of ivory or of 
caoutchouc, by which it is hoped to keep the relaxed walls in their 
proper place, but which generally cannot be worn, and still farther 
weakens the sphincter. In women, the prolapse of the rectwm may be 
kept back by a pessary introduced into the vagina, only it must not press 
either too much or too little upon the rectum. 


Kern (d) recommends, as a very efficient remedy, even in very old prolapses of: 
the rectum, sprinkling a powder, consisting of equal parts of gum arabic and colo- 
phonium ; by the use of which the prolapse returns, and this is to be repeated as 
often as the prolapse recurs. I have not, however, noticed any particular benefit 
from it. Scuwarz (e) recommends the extract of nuw vomica, as a very efficient 
remedy in all cases of prolapsns ani, one to two grains dissolved in two drachms of 
water, of which from six to ten drops are to be given every four hours to children ; 
and to older persons, even fifteen drops; frequently he gives it in connexion with 
some grains of extract of rhatany. 

[(1) When an adult labours under prolapse of the rectum, ‘‘ consequent on a pro- 
‘trusion of piles, the first thing to be done,” says Bropm, ‘‘is to destroy the piles. 
‘Let the patient sit on a pan of hot water, and the sphincter muscle being relaxed, 
and the parts distended with blood, the piles and rectwm will all protrude together. 
You must then tie the piles, which you can easily do, your assistant holding the 
rectum on one side, while you apply the needles and ligatures on the other. Having 
tied the piles, you return the rectum into its proper place; and you will probably 
find that, in curing the piles, you have also remedied the prolapsus of the bowel ; 
but, if the patient neglects himself afterwards, as the piles return, so the prolapsus 
returns with them.” (p. 846.) ] 


(a) Niemann, in Knescxe’s Sammarium, (c) Horr, Lehrsitze des chirurgischen 
vol. x. pt. vi. ‘Verbandes, vol. ii, p. 384, pl. xvi. fase. 100. 

(6) Abhandlung, ueber die Bruchbinder, (d) Heidelberger klinische Annalen, vol. 
u. 8. w. p. 102, pl. xii. ii. pt. i. p. 110. 


(e) Hurexanv’s Journal, 1835, Feb, No, 4. 
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1301. All these modes of treatment are, for prolapse of long stand- 
‘ing, really fruitless, and accompanied with considerable inconvenience 
to the patient (1). In these cases, the treatment prescribed by Dupuy- 
TREN (a) is most effective; the patient is put upon his belly, his head 
and shoulders low, but his pelvis on the contrary much raised by one or 
several pillows, for the purpose of rendering the aperture of the anus 
more distinct. ‘'I'wo, three, four, five, or six, of the radiating folds sur- 
rounding the anus, which are either level, or more or less prominent, 
are to be seized with a pair of pincers, with somewhat flattened points, 
one after another, right and left, and even before and behind, and each 
fold, as raised, is to be taken off with scissors curved towards the 
surface, and the cut is then to be continued to the anus, or even higher 
into it; but it is ordinarily necessary only to continue the cut some lines 
upwards. In less relaxation, two cuts, in greater relaxation, several 
cuts are to be made on each side. Bleeding and other symptoms do 
not come on; but usually during the operation there is violent contrac- 
tion of the sphincter. The wound is to be simply treated, and after 
scarring, the opening of the anus has proper firmness, and the prolapse 
does not recur (2). 


The application of the aetual cautery, according to Puiiures (b), corresponds in 
its operation to excision; according to the state of the case, from one to four appli- 
cations must be made; and, indeed, if the disease be recent, it may be merely ap- 
plied to the edge of the anus, without touching the mucous membrane of the rectum ; 
but if the case be old, the white-heated iron must be carried over the mucous mem- 
brane. The length of the slough should be half aninch. Scarring produces such con- 
traction of the anus, that reprolapse is thereby prevented. 

{(1) The difficulty, and even impossibility, of returning the howel sometimes 
occurring in old prolapse of the rectnm, does not depend on the contraction of the 
sphincter, as might be supposed. This was first noticed by Hey, who observes :— 
‘Although the prolapsed part of the intestine consisted of the whole inferior extre- 
mity of the rectum, and was of considerable bulk, yet the impediment to the reduc- 
tion did not arise from the stricture cf the sphincter ani, for I could introduce my 
finger with ease during the procidentia; but it seemed to arise from the relaxed 
state of the lowest part of the intestine and of the’cellular membrane which con- 
nects it with the surrounding parts.”’ (p. 424.) 

(2) It has been disputed whether Dupuyrren is to be considered as the originator 
of this operation, or whether it is merely a modification of Hry’s. There can be 
no doubt that the principle was the same, that of diminishing the aperture of the 
anus; but the two operations differ from each other as much as CoprLann’s pre- 
sently to be described, and far preferable to either, differs from both.. Hry’s account 
of his operation will show its total difference from Dupuyrren’s; and that able 
French Surgeon is fully entitled to the merit of whatever credit belongs to its pro- 
posal ; although I must confess I think Copexann’s operation is best of the three 
recommended. Huy says:— The relaxed state of the part which came down at 
every evacuation, and the want of sufficient stricture in the sphincter ani, satisfied 
me that it was impossible to afford any effectual relief to my patient, unless I could 
bring about a more firm adhesion to the surrounding cellularmembrane, and increase 
the proper action of the sphincter. Nothing seemed so likely to effect these purposes, 
as the removal of the pendulous flap and other protuberances, which surrounded the 
anus. I hoped the inflammation caused by this operation would produce a more 
firm adhesion of the rectwm to the surrounding cellular substance; and I could not 


(a) Above cited, p. 163.—Journal Général _methode, den Mastdarmvorfall zu beseitigen ; 
de Médecine, vol. Ixxxii—Von Grarre und in Hecxer’s Annalen, March 1829, p. 261. - 
von Wauraer’s Journal, vol. v. pt. iii. p. —Macrarvane, J., Clinical of the Surgical 
524.—Von Ammon, Erfahrungen und Be- Practice. Glasgow, 1832, p. 151. 
merkungen uber Duruyrren’s Operations’. _ (b) London Medical Gazette, vol. xi. p. 384. 


OPERATIONS FOR. - 403 


doubt that the circular wound would bring on a greater stricture in the sphincter ani.” 
(pp. 443, 44.) 

It is not out of place to remark in reference to these operations, that VeLprau ob- 
serves:—‘* Very frequently a portion of the fleshy coat of the intestine is found ac- 
companying the mucous coat in prolapsed rectum. ‘There is no inconvenience in 
removing with the mucous membrane a portion of thé muscular tissue; on the 
contrary, the cure will be more complete, and I have some disposition to believe 
that the want of success which has occasionally followed the operation has depended 
on the omission of this precaution.” (p. 135). 

The only means of ‘restoring the disturbed union between the inner membrane 
of. the intestine and its external surface,” is, according to CoprLanp, ‘ by exciting 
a degree of inflammation on the external surface of the inner membrane, sufficient to 
produce a union and consolidation of the parts together.”’ He objects to the use of 
stimulating injections, as inflaming the mucous surface, causing great pain and dis- 
tress, ‘‘ without any material benefit to the disease; for the inflammation is propa- 
gated along the mucous surface, without extending to the deeper seated parts or 
external coat of the intestine.”? Having shown that the inner coat of the alimentary 
canal loses a considerable portion of its viJlous nature as it approaches its extremi- 
ties, that wounds at such points are less serious than when inflicted on the more 
interior portions of the canal, and that ‘the degree of pain is beyond all comparison, 
less in proportion as the part wounded or tied is more removed from the anus and 
the cutis surrounding it; an operation or ligature which would be vjolently painful 
at the circumference of the anus if it involve the smallest portion of the skin, being 
spoken of as little more than uneasiness, or not calling forth any expression of pain, 
when performed on.a part of the membrane more removed from the seat of external. 
sensation; and the consequent fever and inflammation having the same relation to 
the part,’’ he proceeds to observe, that ‘the only effectual means then of producing 
this desirable union between the coats of the intestine, is by a wound, or a removal 
of a small part of the inner membrane which protrudes at the anus, and constitutes 
the disease.” * * * That the removal of the (entire) protruded portion is not 
very essential to the cure of the disease, I think will appear evident, if it be con- 
sidered how very small a part of the inner membrane being cut or tied away, in 
proportion to the whole bulk, will be sufficient to prevent the remainder from pro- 
truding. I have, in some instances, been obliged to repeat the operation on the 
opposite side of the gut, when the adhesion formed by the wound was not sufficient 
to support the whole circumference of the canal. But in one case I removed the 
ligature immediately after it had been very tightly applied, and returned the in- 
testine. ‘The cure was complete; but I do not know whether the part sloughed or 
not to which the ligature had been applied. ‘This injury done to the inner mem-~ 
brane of the intestine, then, is the most certain mode of producing that degree of 
inflammation, and consequent adhesion, which produces the cure of the disease, and. 
in which, in fact, the cure consists. 

““The mode of performing the operation which I thinl® is most advisable, and 
which I have very frequently performed without any one unfavourable circumstance, 
is, the bowels, being well emptied previously, and the time chosen when the pro- 
jection is considerable, to pass a tight ligature round a very small portion of the 
inner membrane, at a part not immediately in the vicinity of the anus, that is, above 
the union of the cutés with the mucous membrane, and to return it, together with 
the ligature, into the gut. This is not, for the most part, a painful operation; but 
it is advisable that a grain of opium, or a few drops of laudanum, be given to pro- 
cure ease, and also that the bowels may be somewhat confined for a day or two 
after the operation; for an evacuation during the active stage of the inflammation 
would give considerable uneasiness, and interrupt the adhesions which we depend 
on for the cure. Nevertheless, the cure has not been less complete, because the - 
parts have come down in a more swelled and painful state for several days after 
the operation. The patient must be directed to keep his bed, should live very 
sparingly, and cloths dipped in Gou.arp water, or laudanum and water, should be 
applied when the pain or inflammation require it. In two or three days, if the 
bowels have not acted spontaneously, some mild aperient shouldbe given. In 
about five or six days the’ ligature comes off, and shortly afterwards the part will 
heal, and cease to come down, or come down, only in a much less degree than be- 
fore the operation.”’ (pp. 77-84). 
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This mode of treating prolapse of the rectum is now pretty commonly employed ; 
and from my own experience, J may add that Copenanp has very faithfully and 
truly described its simplicity, its almost entire freedom from pain, and its great ad- 
vantages. I have never had occasion to perform Hxy’s operation, or its modifica- 
tion by Dupuyrren; and I believe that in almost all cases Copeiann’s method will 
be found amply sufficient, and infinitely less painful.—s. F. s. 

M‘Cormac says (a), that ‘reflecting on the procedure in question, (Dupuy TrEn’s 
operation), it occurred to him that the same result might in a measure, at least, 
whilst the child went to stool, be secured by careful manual traction. * * * Ac- 
cordingly when the child went to stool, the ‘skin, anterior to the anus, was drawn 
to one side by means of the fingers extended around. The little girl submitted to 
this with some reluctance, and complained that she could not evacuate her bowels. 
She was encouraged, however; a stool was obtained ; from that day and date, now 
a month since, the bowel has not once descended. * * * The little girl requires 
comparatively little attendance, her mother, in fact, is only required to stand by, 
and in a short time, it is to be hoped, her onerous and anxious ministry will wholly 
cease.”’ (p. 417.) ] 

1302. In an old prolapse of the rectum, a considerable enlargement, 

and at last hardening of the prolapsed part, is often gradually produced 
by the contact of the air, rubbing, and so on. If in such case the return 
be not possible by continued supine posture, by: keeping up pressure 
and the use of cold applications, or if doubtful symptoms arise, the pro- 
truded part of the rectum must be cut off at its base. In doing this 
considerable bleeding is always to be feared, for which plugging, em- 
ployed in the way prescribed, (par. 939,) is no certain remedy, as it is 
easily thrown off, or displaced, by violent forcing, and, as I have seen, 
fatal bleeding ensues. It is preferable, after the removal, to touch the 
bleeding part with the actual cautery, by which the bleeding is more 
certainly stanched, and the elastic power of the rectum increased. In 
order to meet the danger of bleeding in cutting off a degenerate prolapse 
of the rectum, Satmon (0) has proposed the following proceeding, which 
he has found by experience to be sufficient. The patient being pro- 
perly placed, and the buttocks separated from each other by an as- 
sistant, he thrusts one or more stout straight needles from above down- 
wards, through the base of the swelling. As the needles penetrate the 
muscular coat, they prevent its return after the tumour is cut off. He 
now takes hold with the hook, or with forceps, of a portion of the swell- 
ing, draws it gently tewards the opposite side, and cuts it off with one 
stroke of the scissors, as deep as the line between the mucous and mus- 
cular coats, which must be spared, as otherwise there will be slight 
difficulty in going to stool.. In the same way all the other portions are — 
to be removed. After the removal, the bleeding is to be stanched by 
the usual means; cold water is usually sufficient; most commonly it 
stops of itself. If the vessels are to be tied, it may be done easily, as 
the wounded surfaces are kept out by the needles. The néedles are 
to be left in for an hour; and the wounded surface should be anointed 
with oil. 

In irreducible prolapse, which causes severe and dangerous symptoms, the appli- 
cation of the actual cautery was early recommended by Leonipas, Severinus, TuL- 


pius, Levret, and others. ; , 
[The use of the actual cautery to produce sloughing of an obstinate prolapsed 


rectum was recommended by Anstaux (c) in consequence of the cure he had noticed 


(a) Dublin Journal of Medical Science, vol. . (6) Practical Observations on Prolapsus of 


Lapin Mad the Rectum. London, 183 
(c) Above cited. ondon, 1831. 8vo. 
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to result after a natural slough of the protruded gut; he operated on three women at 
the different ages of sixty-two, thirty-five, and sixty years, with success. Dupuy- 
TREN objects (a) to the cautery, that ‘independent of the severe pain it causes, it 
may produce violent and more or less serious inflammation of the intestine and of 
the neck of the bladder.” (p. 161.)] 


1303. The prolapse of an unsheathed upper intestine, of the lower 
end of the colon, of the cecum, even of the dewm,is usually distinguished 
by its having some inches of length, and by its condition. The only 
aid consists in the return of the prolapsed part into the rectum, and in 
keeping it up. If the finger be insufficient for its return, an elastic tube, 
and even the dashing of cold water (Boyer) must be used. A ver 
large portion of ensheathed intestine of considerable length has been 
observed to ‘separate and to be thrown off. 


{In connexion with prolapse of the rectum it may be well to notice here two con- 
ditions mentioned by Busuer. : 

1. Relaxation of the Anus, which “depends upon a want of contraction in the 
sphincters the causes of which are :—disease or injury of the brain or spinal cord, 
exhaustion attending weak health, sedentary habits, protracted diseases or old age, 
excessive or repeated dilatation of the anus, produced by straining in chronic dysen= 
tery, the introduction or extraction of foreign bodies, and the growth of tumours 
from within the intestine, and finally operations performed for fistula, fissure, &c. 
The consequences of this affection are proportionate to the want of power in the 
sphincters; thus, when they are completely paralyzed from disease, or injury of the 
brain or spinal cord, the fxces are discharged involuntarily; whereas in that dimi- 
nution of tonicity in their fibres, which depends upon constitutional exhaustion, the 
discharge of mucus attended perhaps with slight excoriation of the verge of the 
anus, is the most troublesome symptom. It not unfrequently happens that the mu- 
cous membrane is protruded, and should the dilatation be considerable and prolonged, 
especially in elderly persons, the surrounding skin will lose its elasticity, which it is 
not very apt to recover, even though the sphincters be restored to their primitive 
condition, The treatment will depend upon the cause; if the brain or spinal cord 
be at fault, these must be looked to; if there be hemorrhoidal or other tumours, 
they must be removed ; and if the general health be impaired, it must be improved. 
“The best local remedy,’’ says Busun, ‘‘is the injection of half a pint of cold wa- 
ter, three times a day.”’ Stimulating vapours and compresses dipped in astringent — 
washes are recommended by some practitioners. (pp. 213, 14.) 

2. Relaxation of the rectum with invagination of the mucous membrane ‘is dis+ 
posed to by repeated distention of the bowel with faces, or injections. When the 
rectum is empty or relaxed, and the individual strains violently to effect a motion, 
the mucous membrane may be forced into the inferior part of this intestine, and thus ~ 
partially obstruct it, so that the fecal matter lodged above can be but imperfectly 
discharged. If the finger be introduced, the nature of the case will be easily disco- 
vered. The bowels are confined; the calls to defecate are frequent, urgent, and 
generally ineffectual, nothing being voided but mucous or puriform matter, often 
streaked with blood; finally, the pain is always considerable, but occasionally vio- 
lent. A ‘well-reguiated diet, gentle aperients, emollient followed by astringent in- 
jections, and the use of the inflated gut, or bougie, will generally suffice for its re- 
moval. If, however, the nature of the case be not detected, one of two things must 
follow: either a complete prolapsus will ensue,.or what is worse, the displaced 
membrane will, from irritation and inflammation, become thickened and indurated, 
and the opening through it contracted. (pp. 215, 16.) 

The case quoted by Saumon, and which was under the care of Sommer (b), ap- 
pears to me to have originated in this relaxation, though the young woman is stated 
to have been “ long affected with a contraction of the rectum, three or four inches 
above the anus; and the bridle forming the ring, hard, callous, and so contracted, 
that it only allowed liquid matters to pass, whence arose obstinate constipation and 
colic ;”’ for Somme continues :+*‘ I tried dilatation with bougies, which had momen- 


(a) Above cited, (b) Etudes sur Vinflammation. Paris, 1830. 8vo., 
VoL. 11.—35 
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tary success.” Now if a stricture had formed, the bougie would not have passed, 
but if, as seems probable, the obstruction was caused by the descent and ensheath- 
ing of the mucous membrane, the introduction of the bougie would carry it up and 
unfold it, and thus the obstruction be got rid of for the time. That this was really 
the case seems to be proved by her becoming attacked some time after with severe 
constipation, which lasted three weeks, accompanied with vomiting, swelling, and 
pain in the belly, violent colic and fever. She was treated for enteritis, the consti- 
pation overcome with clysters, which were followed by copious sanguineous diar- 
rhea. Subsequently the evacuations became free, the fever ceased, and some days 
after ‘*a piece of membrane protruded by the rectum, which being slightly pulled, 
brought away a portion of intestine about a foot long. ‘This was not false mem- 
brane, but wholly intestine; internally the villous coat was black, externally the 
surface was smooth, and there was a groove upon it indicating the attachment of the 
mesentery.” 

Saumon makes a very good observation in reference to the incautious use of clys- 
ters, which have been noticed as one cause of relaxed rectum. ** Many persons,” 
says he, ‘‘ are daily in the habit of throwing immense quantities of fluid into the 
rectum, by which it is forcibly distended and irritated; thus, instead of the enema 
affording relief, it is productive of serious irritation ; but a far greater evil resulting 
from this practice is, that the recfwm, from the immoderate distention thus induced, 
is rendered unsusceptible of the natural stimulus arising from the ordinary aceumu- 
lation of feculent matter;” and in support of this statement he relates a case of 
supposed stricture of the recfwm,in which he passed number eleven bougie without 
difficulty, to the great surprise of the patient, who for some time had lost nearly all 
power of relieving the bowels which never acted without the assistance of medicine 
or an enema, ‘* he having been in the habit of pumping a couple of quarts of thin 
gruel into the intestine once, and occasionally twice every day. (pp. 23, 24.) 
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Ricsy, Epwarp, M. D., on Retroversion of the Unimpregnated Uterus ; in his 
Reports on, Diseases of Females ; in Medical times, vol. xiii. 1845. 


1304.'The womb is subject to various changes of direction, inasmuch 
as its axis may deviate backwards, forwards, or to either side, from that 
of the pelvis. ‘The former two states only will’ be here specially con- 
sidered. 

1305, If the long axis of the womb vary so much from that of the 
pelvis, that cutting it at a more or less acute angle, its base be directed 
towards the ramp-bone and the mouth of the womb towards the share- 
bone, this displacement is called Retroversion of the Womb (Retroversio 
Uteri, Lat.; Reickwartsbeugung der Gebdérmutter, Germ.; Rétroversion 
de la Matrice, Fr.) but if its base drop towards the share-bone, and 
the mouth of the womb be inclined towards the rump-bone, it is called 
Alntroversion (Antroversio Uteri, Lat.; Vorwdrtsbeugung, Germ.; Antro- 
version, Fr.) ‘The former position is more frequent than the latter, and 
both may occur to a greater or less extent. 

1306. Retroversion of the Womb occurs more frequently during preg- 
nancy, especially in the third and fourth months, than in women not 
pregnant; it is, however, in these often enough, and (according to 
ScHWEIGHAEUSER and Scumitr (@) even more frequent than durin 
pregnancy; and my own observations on this point concur with that 
opinion. 5 


{Riepy is also of this opinion, and observes :—‘‘ I am sure I have the confirming 
testimony of Dr. Simpson and Mr. P. Smrru,:‘when I state it to be one of the most 
common displacements to which the uterus is liable in the unimpregnated state, and 
that this form of it occurs far more frequently than the ordinary retroversion during 
pregnancy,” (p. 124.) There is, however, a difference between the retroversion 
which oceurs whilst the woman is pregnant, and that when she is not so; for Riepy 
observes :—‘* The case now alluded to is where the fundus is bent downwards and 
backwards; so that it can be felt close behind the os and cervix uterz, which, instead 
of being forcibly dragged upwards and forwards behind the symphysis pubes, is little, 
if at all, removed from its natural situation. This state of retroflexion (a term 
which Riesy prefers to retroversion, 1. F. 8.) is chiefly met with in the unimpreg- 
nated wferus, although it sometimes occurs during pregnancy. (p. 124.) 

‘¢Tn different women,’’ observes BLunDELL, ‘* the womb varies very much in its 
virgin size; for in some it is three times as large as in others. Now if it so happen 
that the womb is very small, and that retroversion has taken place without impreg- 
nation, the pressure which it occasions may be so inconsiderable, that the nature of 
the case may remain unsuspected ; but when the womb, though unimpregnated, 
chances to be of large size, especially if the pelvds is small, or contracted, considera- 
ble pressure may be produced, and we are first led to investigate its nature, in con- 
sequence of the irritation and obstruction of the rectum and the bladder, when the 
accident is scon recognised by the characteristics before given.” (p. 19.) 


1307. It is probable that retroversion of the womb in pregnant and 
not pregnant women is not produced at once; but by degrees, under fa- 
vourable circumstances, a complete retroversion is gradually formed 
from a simple reclining of the womb. The following may be noticed 
especially as predisposing causes, slight inclination and great capacity 
of the pelvis, low position of the intestines, perhaps also Dovexas’s 


(a) Ricuver’s chirurgische Bibliothek, sen; in von Srezovv’s Journal fiir Geburts. 
yol. v. p. 132, vel, ix. p. 310,—Srarx’s Ar- hiilfe. Frauenzimmer und Kinderkrankhei- 
chiy. fir die Geburtshalfe, vol. iv. p. 637.— ten, vol. iii. ». 59.—ScuweEicHaruser and 
OsranveR ; in Salsburg. Med. Chirurg. Zei- Scamirr, above cited, » 
tung, 1808, vol. iv. p. 170.—Brinnincnav- 
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folds, peculiar deviation of the original formation (a), relaxatiou of the 
broad and round ligaments of the womb. The occasional causes are, 
pregnancy, overfilling of the urinary bladder, stools unfrequent or ac- 
companied with great effort, constant lying on the back, increased 
weight, swelling, or other degeneration of the hinder wall of the womb, 
violent straining, and so on. 


Retroversion cannot occur in a perfectly healthy state of the womb; were it even 
possible, it-could not readily produce such severe symptoms. The chronic inflam- 
matory state of the womb, which most commonly gives’rise to retroversion, causes 
pain and dragging in the back and loins, difficulty in walking, difficulty in voiding 
the urine and in going to stool. On examination, a lower position of the womb, 
swelling and sensibility of its vaginal portion are observed ; most commonly, also, 
is there a flow of mucus from the generative organs. The two last symptoms dis- 
tinguish it from pregnancy (0.) | 


1308. The symptoms which indicate retroversion of the womb de- 
pend on the obstructed or completely suppressed discharge of the urine 
and stools, and on the diseased changes which arise in the displaced 
womb. ‘These symptoms in general occur suddenly in retroversion 
during pregnancy, which greatly prevents and often entirely suppresses 
the voidance of the stools and urine; severe and extremely painful 
dragging come on with a feeling of pain, weight, and fulness of the 
belly, also distention and painfulness, disposition to vomit and actual 
vomiting, fever, extreme restlessness, abortion, and even death from 


tearing of the bladder, and inflammation and gangrene of the intestines 
of the belly.(c) 


The seeming retroversion of the womb, mentioned by Menpr, must be: noticed, 
in which case at the later periods of pregnancy, its hinder wall expands like a sac, 
producing similar symptoms to the true prolapse, usually terminates in abortion, and 
is distinguished by the mouth and neck of the womb notat all deviating from their 
natural position (d.) 

[(1) Buunpett observes that “ the patient often tells her adviser that she has 
been placed in some situation of restraint, and that afterwards, on retiring, and. try- 
ing to evacuate the contents of the bladder, not a drop of the secretion would pass 
away, and this has occurred perhaps for hours before you see her, the accumulation 
having continued ever since; so that there is a great deal of pain of the abdomen 
and heat, with foreing and fluctuation, which may be felt as distinctly as in a case 
of ascites. I wish it to be understood, however, and very important it is that this 
should be known, that in the retroversion of pregnancy, you have not always, nor I 
think generally, these complete retentions of urine; for often, where the uterus is re- 
troverted, the retention is partial Ina case recorded by Van Doryveren, although 
the woman passed her urine every day, still she died from a ruptured bladder. * * * 
Day after day the fluid is sparingly emitted, but never in such quantity as to empty 
the bladder completely, till by-and-by, perhaps, the secretion begins to steal away 
involuntarily, or she may have strong efforts to pass the urine, even against her will, 


(a) Scurecer; in Horn’s Archiv. J817, Dorverry, Specimen observationem acade- 


March and April, p. 311. 

(6) Ropertson, Cases and Observations on 
simple.chronic: inflammation of the Uterus, 
in which state its organ may become retro- 
verted ; in Edinburgh Med. and’Surg. Journ. 
1822, Oct. p. 520. 

(c) Linnr and Hunter ; in Med. Observ. 
and Enquiries, vol. iv—Saxrorpu, above 
cited.— Witmer, Cases and Remarks in Sur- 
gery, London, 1779 ;—-Henscuet; in Lo- 
pER’s Journal, vol. iii. p. 536.—NavomBere; 
in Srarx’s Archiv. vol. vi. p. 381.—Van 


micarum ad monstrorum -historiam, anato- 
men pathologicum et -artem obstetriciam 
speatantium. Groning ; 1765.—Rrin’s Fall 
einer Rickwartsbeugung der Gebairmutter , 
in ftinften Monate der.Schwangerschaft; in 
Froriep’s Notizen, September, 1838, p. 304, 

(d) On Retroversion of the Womb after 
birth, with tearing of the hind wall of the 
vagina and prolapse of the fundus uteri— 
See Dupois ; in Presse Médicale, May, 1837. 
No. 20.—Scunacnenzere; in Casprr’s Wo. 
chenschrift, 1838. No. 34, 35, 
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and with every effort a small gush only may be produced, or there may be a con- 
tinual dripping, and yet, notwithstanding all this, an accumulation of water may go 
on very gradually, so that several pints, nay, several quarts, may be gradually ac- 
cumulated, as in the following example :—‘ A woman labouring under symptoms 
like ascites, a practitioner proposed, I think, the operation of tapping. There was, 
however, some obscurity about the case—a great deal of pain more especially— 
and, an obstetrician being called in, in consequence, a catheter was introduced, and 
water drawn to the amount of seven quarts, which had been accumulating in the 
aed for two or three weeks, in consequence of a retroversion of the uterus.’ ”— 
pp- 7, 8.) 

(2) Lacroix remarks (a) that, whether hy sympathy or direct irritation, is not so 
evident; but it is often seen, nevertheless, that when the retroversion is sudden, 
either in the virgin, or pregnant female, hiccup, flatulence, vomiting, fainting, &c., 
commonly show themselves; and, even when the displacement is more gradually 
produced, analagous symptoms of less intensity are present. ] 


1309. On examination with the finger in the vagina, the mouth of the 
womb is found behind or above the share-bones; often scarcely, some- 
times not at all reachable, and on the hind wall of the vagina is the fun- 
dus of the womb, descending against the rump-bone like a lump, which 
on examination is felt through the rectum. 


[‘¢In examining a case of retroflexion of the unimpregnated womb during life, 
the finger,’ says Riepy, “can frequently reach a firm globular mass like a walnut. 
situated behind the cervix uterd, and evidently posterior to the vagina. At the first 
touch, or to one unacquainted with this condition of the womb, it seems like a Jump of 
scybalous matter in the rectwm ; for in many, perhaps most instanees, the finger can- 
not reach sufficiently high up to distinguish the continuity of this mass with the 
cervix, the point of flexion being usually in the body of the uterus, elose above its 
junction with the cervix. This, however, varies considerably, both in different cases 
and in the same individual, and at different times. In some cases the curve is much 
higher, so that the whole of the wterus seems to be in the natural position except a 
sharp bend or double at its uppermost portion. In others, the point of flexion is 
so low down that it can be easily reached, and the fundus is. felt much lower than 
the. os wterd. 

‘* On examination per rectum we feel the same hard lump through the anterior wall 
of the intestine; and by being able to reach higher up in this direction than with the 
finger per vaginam, we can frequently verify or correct our first impression. But it 
is by the uterine sound, invented by Professor Simpson, that we obtain such pecu- 
liarly valuable and interesting results in this form of uterine displacement. On 
passing the instrument in the usual direction upwards and forwards, it becomes 
almost immediately arrested ; but on turning its point backwards, exactly in the con- 
trary direction, it will pass readily along the cervix, and then glide downwards and 
backwards, until the measure mark of two and a-half inches, having reached the. os 
uteri, shows us that it has entered-to the natural extent of the uterine cavity; the 
point is now evidently in the centre of the tumour between the rectum and vagina, as 
may be felt through either of these passages, thus proving it to be the fundus uteri 
in this unnatural position. By carefully turning the instrument round, and carrying 
its point upwards and forwards in the natural direction of the uterus, we shall also 
carry up the fundus upon it and restote the uterus to its proper position. On exami~ 
nation either by the vagina or rectum, we now find the tumour has entirely disap- 
peared ; and as far as the finger can reach through the latter passage, the uterus will 
be felt in a direction upwards and forwards, and held in that position by the sound 
within it. In some instances, the wferws, when once replaced, maintains its natural 
position either permanently, or at least for some little time afterwards ; but in many, 
especially those of long standing, and where the fundus has been foreed very low 
down, ‘the handle of the sound requires to be held firmly so as to keep the wlerus in 
citu ; and the moment we loose our hold of it, (the handle,) it will turn round, rising’ 

at the time upwards and forwards towards the symphysis pubis, showing that its 
point has turned downwards and backwards. In other words, the wéerws has returned 


(a) Annales de la Chirurgie, vol. xiii. p. 457, 1845, April. 
35* 
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to its former state of displacement, carrying the sound along with it; we shall now 
again feel the tumour in the recto-vaginal sac, containing the point of the sound 
within it. 

“On examination per vaginam we shall find that pressure on the retroflected fun- 
dus seldom produces pain until we try to push it up against the ovary; the sound 
will pass into the fundus without causing much uneasiness, but if we carry the 
finger to the upper parts of the vagina into the vicinity of the ovary we shall excite 
severe pain. The same will be observed in examination per rectum: the instant we press 
up-the wlerus the patient complains greatly, but per se the uferus is not painful, and 
we can ascertain that the intensely painful spotis distinctly above the tamour formed 
by the retroflected wlerus. These and other symptoms resulting from ovarian irrita- 
tion or inflammation cannot, therefore, be looked upon as anecessary accompaniment 
to retroflection, although there is no doubt that they are frequently present ; but the 
two affections are sufficiently often associated to justify a careful examination of the 
position of the wéerus in every case of chronic eophoritis. 

‘In some cases the canal of the cervix is so closed at the point of flexion as to re- 
sist every attempt to introduce the sound, and the dilator must be carefully premised 
until a sufficient passage has been obtained. I have reason, however, to think that 
when the canal is so closed as to require the dilator, it is rather owing to a congenital 
formation than to the effects of the bent state of the wferws, which last is, however, 
sufficient not only to obstruct the free discharge of the catamenta, but also toe pre- 
vent conception.”’ (p. 125.)] 


1310. The symptoms do not occur so quickly in retroversion of the 
womb in women who are not pregnant, and vary according to the de- 
gree of retroversion and the condition of the womb. Only with slight 
reclination and little sensibility of the womb do no symptoms occur; if 
there be much sensibility, dull pain occurs in the bottom of the pelvis, 
dragging, painfulness on examination, sometimes difficulty in the dis- 
charge of the urine and stools, and gradual organic changes in the womb. 
In a greater degree of reclination, swelling up of the whole womb is ob- 
served, but especially of its hind part with increased sensibility to, the 
touch; increased weight and difficulty in moving about. The sensation 
of constant pressure in the region of the rectum, with difficulty in’ void- 
ing the stools and urine. In completely retroverted womb, dragging 
pains, swelling, weight, immobility of the womb, often inflammation and 
great painfulness on examination, suspended or irregular menstruation, 
and difficult voidance of the urine and stools occur. If the retroversion 
take place after delivery, it may cause continued and dangerous flood- 
ing (a). It is self-apparent that these symptoms must be variously mo- 
dified by the simultaneous changes in the structure of the womb, and 
that examination must demonstrate a different relative position of the 
mouth and base of the womb, according to the different degree of dis- 
placement. If the womb be fixed in its unnatural position by adhesions, 
the retroversion may even be fatal from the inflammation of the intestines 
lying in the pelvis (0). 

[‘* The, presence of this displacement is not necessarily indicated,” says Ricsy, 
“by any peculiar symptoms ; indeed, in some instances, I have found it existing 
without a single circumstance to make the patient suppose that she was otherwise 
than in a state of the most perfect health, even as regards the.catamenial periods. 
Generally speaking, however, there is a dull pain and sense of pressure about. the 
sacrum, verging to one side or the other, according to the direction which the fundus 


has taken. In some instances she has pain and numbness down the thigh of that 
side, with difficulty or inability to move or stand upon, and probably arising from 


(a) Briinnincrausen, above cited. 
(0) ScuweieuaguseEr, above cited, p, 253.—Scumrrr, above cited, p. 16, 
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the fundus pressing on some of the sacral nerves, since the pain is instantly re- 
moved by the replacement of the wlerws, and the numbness or lameness ceases in 
an equally striking manner. At’ times this pressure increases to a severe bearing 
down, which after a while again subsides, and which is probably connected with 
the passage of fces along the neighbouring intestines, and.more or less depressing 
the fundus. Sia! 

‘In a considerable number of cases there are distinct marks of ovarian inflamma- 
mation on the side to which the wlerus inclines ; or at any rate I may say that, in a 
large majority of cases, as it is the left side to which the werus inclines, so is it 
also the left ovary which is most frequently painful. These are, in fact, the ordinary 
signs of oophoritis.”’ (p. 125.)] 


1311. As to prognosis, the bad symptoms have been already men- 
tioned which especially occur in retroversion. It must be especially 
observed in not pregnant women, whether the organic changes of the 
womb be preceded by retroversion, or whether they be consequent on it; 
in the former case the restoration of the proper position of the womb is 
the most perfect cure, but in the latter not. 


[With respect to the prognosis of retroversion,” Buunpert remarks, “that 
where the womb is replaced, the patient, in general, does well enough, provided 
you proceed on the principles prescribed ; yet it is not impossible that miscarriage 
may take place after reduction; for in two or three instances I have known this take 
place. Inflammation of the bladder of the acuter kind may occur, and you may haye 
a chronic disease of this organ. Where there is a good deal of inflammation, your 
patient may die of exhaustion. Youmay find that some officious hand has thrust a ca- 
theter through the back of the bladder into the peritoneum, and that the escape of the 
urine into the peritoneal sac has destroyed the patient. The bladder in some rare 
cases may be burst open, of which I possess a very beautiful preparation. 'The 
uterus is as large as a child’s head ; above the retroverted uferus is the bladder which 
hag been ruptured. It is remarkable that in this rupture of the bladder, which has 
arisen from its over distention, it is not the front, that surface of it, I mean, which 
has no peritoneal covering, but it is the posterior surface, invested by the peritoneum, 
the back part of the body, which is the region of the rent. Now it was this which 
first led me to propose, that where a rupture of the bladder takes place in any case, 
but especially ina retroversion of the wierus, we should not give the patient up for lost; 
for if there is reason to believe that the bladder is burst into the perdtoneal sac, we 
might make an opening into the perifonewm,—say above the symphysis pubis,—by 
which we might discharge the urine, and then injecting distilled water of the tempe- 
rature of 98°, we might wash the véscera, so perhaps as to prevent a general perttoni- 
tis; this done, we might draw the bladder up to the opening, and close the rent by 
ligature. This operation I have performed’ on several rabbits ; in one or two experi- 
ments I brought the bladder out, tied it up, and took away about one quarter of it, 
viz., the whole of the fundus, and the animal did perfectly well. ‘This operation I 
have never had occasion to try on the human subject; but in a case otherwise des- 
perate, I should be inclined to recommend it. I may here remark, that since I have 
suggested this method of closing the bladder by ligature, Mr. ‘Travers (a) has per- 
formed the operation on the stomach; there was a slight wound in the, organ; he 
boldly tied up the aperture ; the thread came aad the case did perfectly well. u 
(pp. 19, 20.) It must not be supposed that Travers made the ligature on ‘the 
wounded stomach from BiunpeLi’s suggestion; ASTLEY Cooper had long before 
tied up the hole in a gut, wounded during the operation for strangulated rupture, 
and the case did well. ‘Travers himself had also,,some years before BuuNnDELL’s 
proposal considered the matter, related experiments on the subject, and laid down 
rules for the application of the ligature. But Bensamin Bett had mentioned this 
question even long before Travers (0)}. ant 

1312. The treatment of retroversion of the womb consists in emptying 
the bladder and rectum, and on the restoration of the natural position of 
the womb. 


(a) This case is cited in the first volume of this work, p. 476, 
(6)-Tbid., p. 468. 
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1313. Emptying the bladder is effected by the introduction of the ca- 
theter, which is rendered easy if with two fingers of the one hand, that 
part of the vagina, opposite the pubic symphysis, be smoothed and pushed 
upwards, or if its more elevated position forbid this, if it be merely pressed 
backwards. ‘This manipulation is not without advantages even if the 
entrance of the urethra be so much drawn inwards, that it cannot be 
seen, or if any other obstacle to the use of the catheter exist (a). When 
drawing off the urine is completely impossible, puncturing the bladder 
above the pudes has been proposed (0). 

Emptying the rectwm is to be attempted with clysters (which can often 
only be done with difficulty) of decoction of barley and grass roots, with 
the addition of salt. Experience shows that in many cases, after this 
previous treatment, the retroverted womb of itself recovers its position (c). 
Hence by many, the replacement is considered unnecessary, and the dis- 
tentions of the bladder and rectum held as the special cause of the 
retroversion. If inflammatory symptoms be also present, they must be 
attacked with suitable treatment. 

1314. The modes of proceeding for the replacement of the retroverted 
womb are very various. ‘The patient being placed on herknees and elbows, 
the base of the womb is to be pressed forwards and upwards towards 
the navel, with two fingers introduced into the rectum (d); which ma- 
ne@uvre may perhaps be assisted by two fingers passed into the vagina, 
and attempting to draw down the mouth of the womb. Some recom-. 
mend the replacement to be effected by the fingers (e) introduced into 
the vagmma, and in difficult cases, even the whole hand (1). The diffi= 
culties which have occurred in certain cases have led to the use of ele-, 
vating instruments (7), to the proposal of puncturing the womb (g) (), 
of cutting through the pubic symphysis (k), and of opening the belly (@. 

(1) Beniancer (4) advises, when, on account of the elevated and forward direc- 
tion of the neck of the womb, itis not possible to employ the fingers through the 
vaging, to introduce a flattened catheter into the bladder, and therewith to bring 
down the neck of the womb, whilst with the fingers in the rectum, its base is lifted 
upwards. This object was effected in a case where attempts at replacement had 
been vainly made in different ways. See also Launuemanp (/). 

(2) Puneturing the base of the womb through the hind wall of the vagina has 
been successfully performed by Jourrn of Rouen. Baynaam (m) has performed it 
successfully, by a curved trocar passed through the rectum into the most projecting 
part of the swelling. 

Haupt (n) effects the replacement, by inflating a bladder introduced into the 
vagina in the following manner. ‘I attached,” says. he, ‘a small recent bladder to 
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the tube of a stomach-pump, with an air-tight piston, and, having immersed it a few 
moments in warm water, to bring it to the heat of the body, I introduced it, empty, 
into the vagina, between the fundus of the uterus and the rectum. Retaining it 
within the vagina, by holding my hands firmly across the orifice, it was then slowly 
and steadily inflated. After a time she complained of a sense of tension or bursting, 
but no pain. We then ceased throwing air into the bladder, allowing what was in 
already to remain, keeping up as it did a steady, equal, well-directed pressure on the 
tumour. After the expiration of five minutes, we threw more air into the bladder, 
when the patient exclaimed, slowly, ** Oh! now you are forcing something up to 
my stomach.”’ I retained the bladder some time longer in its situation; and then, 
previous to withdrawing it, permitting the escape of some air, I introduced my. 
finger, and had the satisfaction of finding that the tumour was no longer in the pel- 
vis, and that the os uteri lay within reach of my finger, pointing downwards and 
backwards. * * * The retroversion having been rectified, 1 would introduce, as 
a_pessary, a gum elastic bag, constructed on this principle, and inflate it to a pro- 
per state of distention.”’ (p. 76.) 

1315. Ifthe fitness of these different modes of treatment be compared, 
the preference must, from the result of experience, be given over all 
other to the replacement through the vagina, as a far greater number of 
successful cases to have been ascribed it than to that by the rectum, 
which has been often unsuccessfully attempted, even with the whole hand, 
and with the employment of great force (a). As to the more heroic pro- 
posals for realizing the replacement, none indeed, except puncture of 
the bladder, is permissible, as in the cases where, after emptying the 
rectum and bladder, the symptoms are not diminished, and the proposed 
manipulation is insufficient, such fixing of the womb in its unnatural 
position may occur, that the replacement is impossible in any way, 
as Hunter found on dissection of a person who died from this dis- 
ease (bd). - 

1316. In reference to the retroversion of the womb in women not 
pregnant, these rules apply, which have been given for the removal of 
the symptoms caused by the retention of urine and stools. As to the re- 
placement, ScuwertcHAeEuseR considers it unnecessary, in which opinion 
Scumitr also concurs, as by emptying the bladder with the catheter, and 
the intestinal canal with opening clysters, and the previous use of neu- 
tral salts, with carefully observed position on the side, the rump being 
raised, and the upper part of the body bent down, nearly always the ef- 
fect is produced, and the womb gradually resumes its natural position, 
whilst also the swelling gradually subsides. This may be assisted, if 
with two fingers introduced daily into the vagina, the base of the womb 
be raised gradually but carefully. If the symptoms be inflammatory, 
merely mild remedies, emulsions of linseed or almond oil, fresh castor 
oil, lukewarm bathing, steaming, by means of a sponge laid on the ge- 
nerative organs, relaxing poultices upon the belly, and even general and 
local blood-letting, and copiously rubbing in mercurial ointment on the 
insides of the thighs. When the most pressing symptoms have been 
removed or lessened, then the replacement is to be especially attended 
to. Only when retroversion of the womb exists without any appearance 
of acute inflammation, may the replacement be at once attempted, but it 


\ (a) VermAnvors, above cited. ; J 
_ (b) Einige medicinische und chirurgische Beobachtungen u. Heilmethoden, Aus d. 


Engl. gesammelt und mit vielen Zusdtzen herausgegeben von K. G. Kuum. Leipz., 1784, 
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must not be too long continued: As to the manipulation of the replace- 
ment, all that has been said heretofore applies. ; 

1317. When the womb is returned to its place, it has rarely a dispo- 
sition to be displaced anew, and the continued position on the side, is 
sufficient to prevent it. And besides as the womb enlarges during 
pregnancy, its retroversion is no longer possible. If there be a special 
disposition to retroversion, a round or oval pessary, with a pretty large 
aperture, or a sufficiently large piece of sponge introduced into the vagina 
fastened with a T-bandage, will prevent it. ‘This applies also after the and 
replacement of the unimpregnated womb. The patient should very 
carefully avoid keeping on her back (q). 


[In some few instances,”’ says Riesy, ‘the displacement has been permanently 
removed by once rectifying the position of the wferws with the uterine sound; but 
this favourable result is rather the exception than the rule, and some mechanical 
means is therefore required to retain the uterus in situ. 'The supporter used by Pro- 
fessor Simpson is excellently adapted to this object, and has answered well. It con- 
sists of a pin the length of the uterine cavity, (two and a-half inches), fixed in a 
dise or button on which the ‘os wter? can rest, connected with, and kept in proper 
position by a little frame resting on the mons Veneris, which is fixed and properly 
adjusted by tapes. Another and equally ingenious mode of supporting the uterus 
he has obtained by means of a species of pessary, to which he has fixed the pin by 
a spring hinge, like that of a knife-blade. I have never tried this last, but to the 
other I can bear most favourable testimony, having applied it in a considerable 
number of cases with which I propose to illustrate this subject. I have lately 
altered the form of the pin which is passed into the wferws, making it flat, instead of 
round, and broader, so as to adapt it more exactly to the shape of the cavity. The 
pressure which it exerts on the internal surface of the uterus is thus more equable, 
and over a large space, and consequently does not produce so much irritation, which, 
especially at the catamenial periods, is occasionally troublesome, producing also a 
profuse discharge, and for a longer period than usual. To obviate the chemical 
action which takes place in an instrument made of German silver, I have had this 
portion of it made of ivory, at the suggestion of my friend Professor Rerztus, of 
Stockholm, to whom I showed it, and in two cases it has been worn with much. 
more comfort than with the ordinary pin; the objection, however, to the chemical 
action on the uterine secretion upon the German silver Professor Simpson had already 
remedied by electrotyping it with gold. 

“'The length of time during which these instruments require to be wor varies a 
good deal, and I have reason to believe that in cases where the displacement has re- 
turned, it has been owing to my having removed the support too soon. I believe 
that a month is the minimum period, and that in most instances our chances of suc- 
cess will be much greater if the period be extended to two months, or even longer.” 
(pp. 125, 26.)] . 

1318. The Antroversion of the Womb is more rare than its retroversion, 
and occurs in both the impregnated and unimpregnated state (1). In 
the former case it is consequent on violent exertion, on vomiting, on a 
false step, and so on, with violent pain in the region of the stomach and 
belly, febrile symptoms, and frequent urgency to void the urine. The 
region of the stomach is somewhat tender on pressure, the whole belly, 
full, puffed up, especially the hypogastric region. “The stress upon the 
pubes is very troublesome; the forcing of the urine very painful; in 
which, however, but little is discharged, and only in drops; therewith 
usually is their great urgency to going to stool, with thin and small 
motions. A swelling as big as the fist, seems to lie in the depth, behind © 
the pubic symphysis; it can, however, only slightly be felt. The drag 


(a) Hunter, Wituram; in Medical Observations and Enquiries, vol. iv. . 
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upon the bladder becomes exceedingly severe, without a drop’ of urine 
being discharged, a violent attack of fever takes place, disposition to 
vomiting, and the hypogastric region will not bear the least touch; the 
distended urinary bladder may so cover the swelling of the womb that 
it can no longer be felt. On examining the vagina, its entrance is 
narrow; the finger more deeply introduced, strikes immediately behind 
the pubic symphysis, upon a semilobular swelling, which drops into the 
little pelvis, feels smooth, elastic, and soft, and somewhat tender. The 
vaginal part is either not at all felt, or only with difficulty, in the more 
free hinder space of the pelvis above, pressed against the rectum in the 
hollow of the rump-bone, and otherwise forming a continuation with the 
swelling, so that the finger cannot be carried round between the two. 
Neither the vaginal portion nor the swelling are moveable by pressure. 


The symptoms of antroversion of the impregnated womb differ according to their 
degree, the period of its origin, and the sensibility of the patient. In the above 
described way as Hacumann (a) noted it in antroversion, occurring suddenly in the 
third month of pregnancy, from a false step. BaupeLocgur (b) mentions a case of 
antreversion in the second month of pregnancy after an emetic. Noupe (c). 

((1) Biunpex1 seems to think antroversion of the womb scarcely to be a diseased 
condition. ‘It is said,’ he observes, “that sometimes a change of position may 
take place, in which the fundus comes forward, and the mouth recedes, and which 
altered position writers have denominated antroversion of the uterus; but the truth 
is, that the womb is almost anteverted, frequently the fundus is pushed down below 
‘the symphyis pubis. Repeatedly, in making examinations, have I perceived it in 
this position, between my fingers, go that, in my opinion, these anteversions of the 
uterus can scarcely be looked upon as extraordinary and morbid. I might say, with 
truth, that they are perfectly healthy.” (p. 21). 

_Joun Burns (d) says :—*‘ Of this accident [ have never seen an instance during 
gestation, and from the nature of the case, it must be very rare; but I have met 
with it, from enlargement of the fundus uteri, in the unimpregnated state.” (p. 
260). _Borvin and Duens say they have had frequent occasion of observing, after 
parturition, a decided inclination of the fundus uteri forward, the condition of the 
womb being intermediate between obliquity and retroversion. 

This form of displaced womb is mentioned also by Gray, of New York (e), as 
‘ca dislocation of the womb downward, and slightly backward, the os ince tending 
towards the coccyx. ‘The ano-perinwal region of VeLpeau, or the perinwum posticum 
of the older anatomists, from relaxation of the /evator and sphincter ani, becomes 
enlarged, and the triangular space between the point of the coccyw and the tubero- 
sities of the ischian bones, forms, in consequence, a broad deep cu/-de-sac, into which the 
uterus sinks in the line of its own axis, and rests against the anus and rectum. 
This posterior dislocation of the womb often takes place in pregnancy, particularly 
during the first four months; butit alsotakes place under othercircumstances, I have 
no doubt, and that much more frequently than is commonly supposed. * * * The 
posterior displacement will be readily recognised by examination per anum. ‘The 
finger will have to pass very much more backward than usual to get around the os 
tince, which lies hard against the rectum, just above the sphincter ani, and is very 
perceptible to the feel of the surgeon, In passing the finger per vaginam, the neck 
of the womb is first encountered, occupying the situation of the os ulert. The os 
— utert is found lying against the rectum, its aspect being backward and downward 
toward the point of the os coccygis, will have to be carried back in ¢ curved form to 
reach it. The space between the os uteri'and the posterior termination of the vagina 
appears much larger than natural.” (pp. 221, 22.)] 


(a) Einige ‘Fille von krankhafter Lage- (c) Beitrige, p. 220, _ 
verdnderung der Gebirmutter; in Hamb. (d) Principles of Midwifery. ‘ 
Magazin der atisland. Literatur. Nov., Dec., (e) On External Pressure in Prolapsus 
1834, p. 352. Uteri; in London Med. Gaz., vol. i. New 
(b) L’Art des Accouchemens, p. 255. Series, 1838-9. 
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1319. In treating antroversion of the pregnant womb, if the swelling 
be firm and immoveable, blood-letting, clysters (of an infusion of bedla- 
donna, according to Hacumann) should be first employed, and the urine 
drawn off with the catheter. If the swelling be thereby rendered more 
moveable, orifit be moveable from the beginning, and unconnected with 
any particular symptoms, its replacement is to be attempted. The patient 
must be placed on her back, with the pelvis properly raised, the four 
fingers of the right hand being passed into the vagina are carried up to 
the deepest lying part of the swelling, and this is to be forced by a gra- 
dually increased pressure upwards, and in its slow yielding, somewhat 
backwards, whilst the left hand fixes the hypogastric region immediately 
above the pubic symphysis. In. Hacumann’s case, very considerable, 
and for the patient, extremely painful force was employed, in order to lift 
the swelling out of the little pelvis. . When this was effected, and the 
mouth of the womb removed from the rump-bone into the axis of the 
pelvis, the hand was withdrawn, and the pain ceased as by enchantment. 
Continuance on the back for some time is sufficient to prevent the recur- 
rence of the displacement. 


[Borvin and Dvuces mention a case in which the fundus uteri inclined forwards, 
lower down than the cerviv, and in which reduction seemed impracticable; yet, 
nature alone, during the progress of gestation accomplished the cure. 

Goprrey, of Rennes, relates (a@) two instances in which the natural position of 
the womb was restored simply by position. The first case he was unable to see ; but 
directed that the woman should be. put on theside of the bed, with her head and 
hands on the floor, and with the front of the thighs and legs only resting on the hed. 
In this position, he says, that the intestines, being drawn towards the diaphragm, 
the pelvis is emptied, and the womb, being no longer pressed on, resumes its natural 
position. After the patient had been in this posture fifteen minutes, all pain ceased. 
In the second case the woman was thirty-three years of age, had been pregnant be- 
tween three and a-half and four months of: her first child. She was attacked with 
weight in the pelvis, and frequent disposition to make water. Nothing having been 
done, excepting that she went to bed, and the symptoms continuing next day, an 
examination was made, and the neck of the womb was felt behind, and towards the 
curve of the sacrwm, while the fundus was in front and behind the os pubis, the blad- 
der not being very full, the catheter was not passed, but she was placed in the posi- 
tion just mentioned, upon the side of the bed, for twenty minutes. The feeling of 
weight in the peduis diminished, and the desire to void the urine ceased.] 


1320. The antroversion of the womb in its unimpregnated state, occurs 
either suddenly or slowly. In the former case, it produces violent pain, 
fever, great difficulty in voiding the urine and stools; in the latter, the 
ditiiculty of passing the urine and stools is less. ‘The patient has, when 
she walks, the sensation as if a hard body fell upon the bladder, causing 
urgency to void the urine, which body again falls back when the patient 
lies on her back. Thence the possibility of confounding this condition 
with that of a stone in the bladder(b). Oftentimes there arise hzmor- 
rhoidal affections, severe pain in the belly, suppressed or too frequent 
menstruation, and the whites; conception may be prevented. In exami- 
‘nation with the fingers through the vagina, the base of the womb is found 
in front above the share-bones, its mouth situated opposite the rump-bone, 
and frequently, so high that it can scarcely be reached. Siepoxp (c) 
has found the vaginal part connected with the rectum. 


+ 


(2) Annals d’Obstétrique des Maladies (b) Journal de Médecine, vol. xi. p, 269. ° 
des Femmes et des Enfans, Jan. 1842 ; and (c) Handbuch zur Erkenntniss und Heil: 
London and Edinburgh Monthly Journal of ung der Frauenzimmerkrankheiten. Second 
Medical Science, vol. for 1842, p, 313. Edit. Frankfurt, 1821. vol. i. pais. 
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1321. The causes of antroversion of the womb are much inclined pelvis, 
loose connexion of the womb -with the bladder, high position of Dov- 
eLas’s folds, too early getting up after delivery, continual costiveness, 
organic changes in the base of the womb, and bodily exertion of various 
kinds. ; 

1322. The restoration of the natural position of the womb is easy. 
With two fingers introduced into the vagina, it is to be attempted to bring 
down the mouth of the womb, whilst with the other hand above the share- 
bones, the base of the womb is to be pressed backwards and upwards. 
The patient must continue a long while upon her back, a bandage should 
be applied round the belly, close above the pubes, and if this be insuffi- 
cient to keep the womb in its place, it must be supported with a ring 
pessary. If the vaginal portion be adherent, it may be divided with 
the knife, and its reunion prevented, by a sponge put in it for a long 
while (a). 

[‘* The pessary in this case,’’ says Gray, *‘does no good whatever; it is thrust 
into the ano-perinzal region, already rendered a sac by relaxation, and by the presence 
of the dislodged womb, and there, as a really foreign body, excites the same sensa- 
tion, and keeps up the same irritation and discharges which the womb had done, and 
generally, as may readily be supposed, the latter are of a very aggravated character; 
whereas the new instrument of Dr. Hutt, (his utero-abdominal supporter,) by press- 
ing the ano-perineal region upward and inward, directly opposes the descent of the 
womb, and, at. the same time, diminishes the capacity of this region, whilst the hy- 


pogastric support of the apparatus prevents the descent of the abdominal viscera into 
the pelvis.” (p. 222.)] 


E.—OF CURVATURES. 


1323, Curvatures (Curvature, Lat; Verkriimmungen, Germ.; Cour- 
bures, Fr.) are remarkable deviations of certain parts of our body from 
their natural direction, depending either on an actual bending in the con- 
tinuity of the bones, or on their bending and distortion in the neighbour- 
ing parts, that is, in the joints. _ 

1324. Curvatures are either vices of the primary formation and con- 
genital; or they arise later, and are ordinarily developed without pain. 
The bones are not divided as in fracture, nor completely displaced at 
their joints asin dislocation. Only in a great degree of curvature, if the 
joints be also distorted, deviations gradually occur in the joint-surfaces 
of the displaced bones; just as in long continuance of the ailment, single 
bones are differently changed in their form, diminished by absorption, or 
united by callus. 

1325. The erect posture of our body, and of the several organs, depends 
on the, equal antagonizing operation of the muscles, and on the firmness of 
the bones. ‘The causes of their curvature are therefore disturbed abolished 
antagonism of the muscles, or changes in the structure of the bones, whereby 
they lose their proper degree of firmness. _ 

1326. The antagonism of muscles is disturbed when either one part 


(a) Kyte, Beobachtungen tiber Antroversio Uteri in ‘nichtschwangeren Zustande ; in yon 
Srzzotp’s Journal, vol. xvii. pt. i. 
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possesses an absolute excess of activity above the other, or when one 
part is so weakened, that it opposes no obstacle to the natural activity 
of the other. This may be effected by palsy, wounds, weakness of the 
muscles, continued rest of certain muscles, tonic spasm, ordinary exer- 
tion of certain parts, especially in particular positions, by which they 
are wearied especially in children still under development, by diseased 
changes in the muscles, as from gout, rheumatism, inflammation, ulcera- 
tion, ossification, and so on. ‘The activity of the flexor muscles natu- 
rally, especially in the fetus, exceeds that of the extensors; hence also 
the greater number of congenital and original curvatures arise in the 
course of the flexors. 

1327. The muscles which produce the curvature, suffer always a 
more or less considerable degree of contraction and shortening, so that 
they are capable only of little extension, or of none at all. In long con- 
tinuance of this condition, various changes occur in the tissue of the 
muscles, they lose their fulness, become thinner, even cord-like, and at 
last are converted into a fibro-cellular, or fatty mass (1). Whatever be 
the causes which have produced the contraction of the muscles, these 
changes are always the same, and their common origin lies in the con- 
tinual rest, in which such muscles are found. Muscles, and, through them, 
their tendons and aponeuroses, must be kept in their constant and proper 
motion and activity if their vitality and organization is to remain natural, 
and a‘ harmonious relation to exist between the voluntary influence which 
depends on the brain and the irritability which originates in-the spinal 
marrow. If the activity of a muscle be damaged by one of the above- 
mentioned causes, and the muscle be kept in constant rest, it gradually 
diminishes, and at last all voluntary influence over it is lost, and its irrita- 
bility and tone increase correspondently ; by longer continuance of this 
condition, the tissue shrivels up, becomes unyielding, is to a certain 
degree atrophied, accordjng to the same law that the intestine below an 
artificial anus, or a vessel which no longer contains blood, shrivels up, 
grows together, and at last wastes away. The rest of a muscle, when 
its contraction has once taken place, is therefore continual, because all 
voluntary motions which the patient attempts with the curved part, can 
occur only in such one way and direction, that thereby no outstretching 
and extension, but only a greater shortening of the contracted muscles, can 
be effected. A close observation of the motions in curvatures, especially 
in the feet, shows this remarkably. It is clear, that under such circum- 
stances, the nervous influence and nourishment must be diminished in 
the muscles, and the diminution of the'nervous influence may increase 
up to actual palsy, although the contraction of the muscle continue. In 
.this way also is explained the reason why in palsy, which originates from 
the brain, and loss or diminution of the voluntary influence depending 
on the muscles, the muscles are contracted, whilst in palsy, proceeding 
from the spinal marrow, they arelax and atonic. , Spasm, produced by 
topical causes in the muscle itself, or by reflected activity of the spinal 
marrow, may be the first origin of contraction of the muscles, and of the 
curvature thereon depending; but the continued contraction of the muscle 
is not to be considered as a consequence of continual spasm, but of the 
sustained rest of the muscle, and its diminished voluntary action.. The 
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same is observed in inflammation, and in all painful affections when 
certain muscles are kept in a continued quiet state. ‘The most direct 
proof of this opinion is given by the bearings of the limb, if its natural 
direction be restored, in whichicase the recapability of motion, and the 
voluntary influence again gradually returns, and in the same measure, the 
nutrition of the muscles is increased, and their bulk enlarged, as [ have 
especially observed, after the cure of curvatures by cutting the tendons. 

(1) Guerin (a), who, in all contractions assumes a convulsive retraction of the 
muscles derived from the brain, whence ensues an indispositiou to the growth of the 
skeleton, change of bulk and fibrous degeneration disturbed functions, supposes that 
muscles, which by other causes have been relaxed and shortened, do not exhibit the 
hardness and fibrous degeneration, as the former contract, but these are disposed to 
fatty degeneration. : 

1328. The natural connexion of bones may be disturbed by rickets, 
osteomalacy, scrofula, venereal, cachectic diseases, inflammation, suppura- 
tron, and so on. The softened bones are then exposed to the action of 
the muscles, and drawn according to the direction of the force acting 
upon them; or the weight of the body is sufficient to curve them; from 
which latter cause such curvings most frequently happen in the trunk 
and the bones of'the lower extremities. > 

Frequently do the just-described causes occur at the same time, and 
in inverse proportions ; the curvings, however, most commonly arise out 
of unnatural activity of the muscles. 

1329. As to the prognosis of curvatures, all depends on their extent 
and how long the curvature has existed, and in how far the causes origi- 
nating them may be got rid of. ‘The younger the subject, and the less 
the curvature, so much the more favourable is the prognosis. In older 
subjects, and long-continued curvature, the treatment is always protrac- 
ted, and in many cases, often only an aggravation of the disease can be 
prevented. When in curvatures at the joints, organic changes of the 
bones, destruction, anchylosis, and so on exist, the disease is incurable. 
Curvatures depending on muscular contraction, generally allow a better 
prognosis than those from diminished connexion of the bones. But if 
the muscles have become so wasted by long-continued curvature that 
their lengthening can be of no use, which is however difficult to deter- 
mine, they are incurable. 

1330. ‘The cure of curvatures depends on the removal of the causes, 
and the restoration of the natural direction of the curved parts. When 
the firmness of the bone is altered, such remedies must be employed as 
therapeutics have pointed out as fitting to the special diseases which cause 
the changed coherence of bones, together with the simultaneous employ- 
ment of suitable contrivances and apparatus by which the straight direc- 
tion may be restored. Mere mechanical treatment is entirely useless if 
the diseased state of the bony system be not removed. 

1331. If the origin of the curvature depend on the disturbed equili- 
brium of the muscular activity, the treatment must be directed according 
to the different causes. Usually rubbing suppling remedies into the 
shortened and contracted muscles, and spirituous rubbings into the 
stretched and lengthened muscles are recommended; but from these 
remedies there is really less benefit than from the motion and extension 


(a) Gazette Médicale, April, 1838, No. 14, 
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of the contracted muscles which arises from their application. As with 
long-continued curving, the nervous influence is diminished in the con- 
tracted and shortened muscles, and a lessened activity of the nerves of 
motion is accompanied with a certain degree of curvature and wasting, 
so may sharp irritants, vesicatories, and even moxas, act beneficially in 
quickening and increasing the vitality, which remedies are especially in- 
dicated in actual palsy. In reference to this object, kneading, rubbing, 
and stretching the muscles, are very serviceable; but above all, suitable 
gymnastics, (with careful regard to the somewhat necessary improve- 
ment of the general state of health,) as first introduced by DeLrEcu (¢). 
Slighter degrees of curvature may be got rid of by these remedies alone ; 
but if the curvature be greater, they must be accompanied with the appli- 
cation of suitable machines and apparatus. 

1332. If with long-continued curvature from shortening of the mus- 
cles, such change of their tissue have been produced, that by the treat- 
ment proposed it can be removed either with extreme difficulty, or not 
at all, the subcutaneous cutting through the shortened muscles, or their 
tendons and aponeuroses, (myotomia, tenotomia,) if possible, is the most 
proper remedy. Between the two ends of the divided tendon which 
retract, the upper more strongly than the lower, blood is effused, which 
coagulates and unites with the whole internal surface of the wound, and 
especially with the ends of the tendon. Exudations of plastic lymph 
soon occur, particularly from the ends of the tendon, presenting whitish 
thread-like streaks, running from one to the other, and gradually from 
mass resembling fibrous tissue, which is capable of due extension, and 
sufficiently strong to answer the function of the muscles. This operation 
is therefore especially indicated under the above-mentioned conditions, 
if there do not at the same time exist such considerable changes in the 
bones, and from the long continuance of the disease, such a degree of 
wasting in the muscles, and the whole limb, that by the mere lengthen- 
ing of the muscles, the restoration of their natural position cannot be 
effected, which however it is often difficult previously to determine, and 
when the causes giving rise to the contraction, gout for instance, still 
exist. The various objections made to this operation, the repeated 
shortening of the tendons by the gradual contraction of the newly formed 
intersubstance, as observed in every scar, as well as the injury to the , 
natural direction and motions of the part from excessive activity of the 
antagonizing muscles, are without foundation, and contradicted by the 
large experience of modern times. ‘The pain and wound are in this 
operation usually slight, and no particular symptoms occur. If in rare 
cases such be observed, as violent inflammation, with destruction of the 
cellular tissue, exfoliation of tendons, and so on, they must be ascribed 
rather to the peculiar relations of the constitution of the patient, or to the 
proceedings in the operation and the after-treatment, than to the opera- 
tion itself. The straightening of the part, and the stretching of the ten- 
dons by proper apparatus, is most properly commenced some days after 
they have been cut through, when the external wound is healed, to which 
time a light bandage covering the part keeps it in a proper position. The 


(2) De Orthomorphie par rapport & Pespece humaine, &c, 1828. Paris and Montpellier 
2 vols. 8vo. atlas, 4to. E 
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employment of extension immediately after the division is improper, as 
thereby the two ends of the tendon are too far separated, and bad symp- 
toms may be brought om Too late use of extension when the interme- 
diate substance has a trained firmness, renders the lengthening difficult, 
and even impossible. 


The division of shortened muscles and tendons, early employed on the m. sterno- 
cleido mastotdeus in wry neck, (Roonnuysen, Mercxren, Ten Haar, and others,) 
and then forgotten; again revived by Suarp, by Titesius, and Sarrorius, upon the 
Acuinues’ tendon in club-foot, by Micwarnis extended to other tendons also, were 
subsequently little thought of, and only employed in certain cases of contraction, by 
Dupuyrren and DierreNnBacu in wry neck, and by Detpecu employed in horse-foot 
as a subcutaneous division. But more recently, it has been first brought into practice 
as a subcutaneous division by the large experience and observation of STROMEYER; 
and by Dierrenpacu, Stéss, Duvaz, ScoureTren, Bouvier, Pavuxi, myself, and 
many others has it been variously practised and extended to different muscles, as 
more attention has been paid to the special treatment of curvatures. The mode of 
cure of tendons thus divided, Denrecnu formerly, and in modern times more espe- 
cially, von Ammon (a,) Duvat, Bouvirr, and others (d,) have explained by experi- 
ments on brutes. 
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(Caput obstipum, Cervix ebstipa, Obstipas, Torticollis, Lat.; schiefe Hals, Germ. 

Torticolis, Obstipité, Fr.) 

Maucuart, Dissert. sistens caput obstipym. Tubing., 1737. 

Rerric, H. X., Dissert. sistens caput obstipym. Bude, 1783, 8vo. 

Gruve, G., Dissert. de capite obstipo. Traj.ad Rh., 1786. 4to. 

Crossius, C. F., Ueber die Krankheiten der Knochen. Tubing., 1798, p. 254. 

Rrcurer, Anfangsgriinde, vol. iv. p. 256. - e 

Jone, J. C. G., Ueber die Verkriimmungen des menschlichen Kérpersund eine 
rationelle und sichere Heilart der selben. Leipz., 1816; with six plates. 

Srromever, L., Beitrage zur operativen Orthopaedic. Hannover, 1838. 

Puituirs, Bengamin, Lectures on Surgery; in London Medical Gazette, vol. 
xxvi. p: 244. 1840. : 

Disrrensacu, Die Durchschneidung der Sehnen und Muskeln. Berl., 1841, De 
17; with twenty lithographed plates. 

Puiturrs, Cu.; M. D., De la Ténotomie sous-eutanée, ou des Opérations qui se 
pratiquent pour Ja Guérison des Pieds-bots, Torticollis, &c. Paris, 1841. 8vo. 

Bonnet, A., Traite des Sections tendineuses et musculaires, etc. Paris, et Lyons, 
1841, p. 581. 

1333. Wry Neck consists in such distortion of the neck, that the head 
is inclined forwards, aside, downwards, frequently even to the shoulder; 
and the face turned more or less to the opposite side, and at the same 
time forwards and upwards; the chin raised proportionally higher, as 
the head is in a greater degree drawn down. ‘Ihe patient. can, under 
these circumstances, move the head either not at all, or only in a slight 
degree; often can it be done only by the assistance of another, and fre- 
quently it is not in any way possible. This disease may originate in an 
irregular activity of the muscles of the neck, especially of the m. sterno- 
mastoideus, in a large unsightly scar, or in a distortion of the neck itself. 
When long continued, there is always dissimilarity in the two sides of 
the face. 

(a) De physiologiw tenatomie experimen- dung der Achilles’seline als Operativ-ortho. 


tis illustrat. - Dresden, 1837. ; padisches Heilmittel. Dorpat, 1843; with 
(6) Pirocorr, N., Ueber die Durchschnei- _ seven copper plates. 4to, 
* 
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Distortion of the neck, as consequent on inflammation and suppuration of the 
joint-surfaces of the vertebra of the neck, has been already considered (par. 263.) 


1334. The most frequent cause of wry neck is unnatural muscular 
activity. It is either congenital and depends on irregular position of 
the child in the womb (1); or it arises from violence during delivery, 
which affects the m. sterno-mastoideus (2); or it comes on later from the 
habit always hanging the head: to one side, especially in children, if 
they be constantly carried on one arm; if, on account of the continuance 
of any pain in the neck it be inclined to one side (3), by spasm and or- 
ganic change in the structure of the m. sterno-mastoideus. If the cause 
lie in the unnatural activity of this muscle, it is always found, on the 
side to which the head is drawn, stretched like a cord, hard and un- 
yielding ; in attempting to bring the head into its proper position, the 
muscle becomes more tense and prevents it(4). It is really only the 
m. sterno-mastoideus which is primarily shortened, and most commonly 
on the right side; rarely, also, the m. cleido-mastoideus and cucullus ; the 
m. platysma myoides, may also be shortened. Frequently is the m. ster- 
no-mastoideus of one side palsied, and the natural contraction of that of 
the other draws down the head. In this case the dissimilarity of the 
two sides of the face and the distortion of the features are not so great, 
as in wry neck from unnatural muscular contraction; the head is drawn 
only towards the shoulder, but the chin is not raised (5). That the cause 
of the evil is in the bones is known, when no change can be observed 
in the muscles, and the general symptoms of softening of bone be pre- 


sent. The head is also usually more moveable than in the former 
cases (6). 


(1) Srromeyer (a) remarks on the coincidence of congenital shortening of the m. 
sterno-mastotdeus with the irregular position of the child, so that a breech-birth 
takes place, or turning is necessary. 

(2) After difficult delivery, and after the application of forceps, a little round 
bluish doughy swelling above the collar-bone, corresponding to the course of the m. 
sterno-mastoideus, is frequently observed, which, after subsiding, leaves to be felt a 
hard thick substance, depending on partial or complete tearing of the muscle. (Srro- 
MEYER, DIEFFENBACH.) 


(3) [-have noticed a wry neck which arose from the appliéation of a blister behind 
the ear, and ina short time became considerable. 

((4) Although generally in wry neck the muscle or muscles causing it are felt 
contracted like a cord, yet this is not always so. Syme (d) mentions an instance 
of this kind in a boy with lateral curvature. ‘* Observing that his head inclined to 
one side, I examined the sterno-mastoid, and found it, not tense and rigid as I had 
expected, but soft and yielding. I perceived, however, that when an attempt was 
made to raise the head, the muscle resisted and became ‘tense, and therefore con- 
‘cluded that it was the seat of the evil.” (p. 273.) 

(5) Bropiz mentions (c) a remarkable example of wry neck alternating with in- 
sanity, among the instances he gives of persons ‘‘ labouring under some disease in 
the brain, in whom a particular symptom, referred, perhaps, to a distant part of the 
body, is so severe, or so distressing, that they regard it as the original disease. * * * 
In many of these cases, the cause of irritation seems to operate always on the same 
part of the sensoriwm, and there is little or no variety in the local indications by 
which it is rendered manifest. At other times it has no determined seat: it may 
affect at first one portion of the brain to which a certain function belongs, and then 


(a) Above cited, p. 131. Monthly Journal of Medical Science, vol. iii’ 
(<b) On Lateral Curvature of the Spine and 1843, 


the cases in which it may be. remedied by (c) Lectures illustrative of certain Local 
operation; in London and Edinburgh Neryous Affections. London, 1837. 8vo. 
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it may affect another portion, whose function is entirely different, and the symptoms 
vary accordingly. * * * A lady became affected with a spasmodic affection of the 
sterno-cleido mastoid muscle, producing what is commonly called a spasmodic wry 
neck. This symptom continued unabated for a year, and then suddenly left her; 
but as the spasm in the muscle ceased, she fell into a state of mental depression, 
amounting to insanity ; and in this she continued during the whole of the second 
year. At the end of this period she recovered of the disordered condition of her 
mind, and the spasm of the muscle returned, continuing from that period up to the 
time of my being consulted three or four years afterwards.” (pp. 7, 8.) 

(6) Syme remarks :—‘* It may be well to warn against mistaking for wry neck 
depending upon muscular contraction, the distorted position of the head which pro- 
ceeds trom caries between the occiput and atlas. The latter disease, like the for- 
mer, usually occurs in young persons, presents to a careless observer similar symp- 
toms, and if confounded with it, leads to a treatment not only useless, but extremely 
dangerous. (p. 273.)] 

1335. The prognosis in wry neck depends especially on the cause 
and duration of the ailment. In young persons, if the cause be in the 
muscles, the prognosis is always favourable; and this applies also, under 
similar conditions, from curvature of the bones. But, if by long con- 
tinuance of the ailment, the vertebre of the neck have undergone a 
change of form, or have become united by adhesion, which may be as- 
certained by careful examination with the fingers, and simultaneous 
movement of the neck, the ailment is incurable. 

13365. The cure of wry neck varies according to its causes. If de- — 
pendent on unnatural activity of the muscles, it must be attempted to 
relax the contracted m. sterno-mastoideus, by rubbing in suppling reme- 
dies, as well as by exciting contraction of the relaxed muscles on the 
other side by volatile, strengthening rubbings of aromatic spirit, arrack, 
rum, and the like, and even by the employment of electricity or gal- 
vanism. After rubbing, attempts must be made to stretch the shortened 
m. sterno mastotdeus, and at the same time, to bring the head straight, 
which manipulation must be continued for a quarter or half an hour, 
during the day, till the head have been brought to its natural place, and 
even bend somewhat to the opposite side. ‘The patient must also be 
permitted frequently to turn his head aside. 

For the purpose of keeping the head straight, various apparatus and 
machines have been proposed, for instance that of Le Vacuer, with 
alteration by Detacrorx (a), Konzer’s cap, and others. Jore’s (6), 
apparatus, however, seems to answer the purpose best; it consists of a 
head-band and stays, on the front of which is attached a spring, from 
whence a strap carried round the neck and fastened behind the ears in 
the region of the mastoid process, is fastened to the head-band. This 
apparatus may be worn day and night, and the manipulation may be 
also continued. As the head, though thereby straightened, is still how- 
ever held somewhat forward, towards the end of the cure the band must 
be carried beneath the arm of the ailing side, go up through a ring, and 
be fastened at the place mentioned. ‘The apparatus must be worn 
(latterly only for some hours in the day) till the antagonism between the 
two sterno-mastoids is perfectly restored. Dr.prcu (c) recommends a 
stretching apparatus, when in bed, and drawing the head by means of a 
loop fastened to the head and to the side of the bed. 


(a) Gervy, P.N., Traité des Bandages et Appareils de Pansement. Paris, 1826, 8vo. 
et atlas 4to.—von Frorier’s Kupfertafeln, pl. clxix. . 
(6) Above cited, pl. ii. (c) Orthomorphie, vol, ii. p. 209. 
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1337. But if, when the disease have already existed for some time in 
a certain state, this treatment have no result, it is extremely irksome and 
tedious; the division of the m. sterno-mastoideus then leads more speedily 
to the object, and is, indeed especially, the only cure in all cases where, 
by the continuance of the ailment, organic changes occur in the structure 
of the m. sterno-mastoideus, which render all lengthening by the pro- 
posed treatment impossible. The reasons which have been brought 
against this operation, rejected unconditionally by Jore, are quite un- 
tenable; the operation is free from danger, accompanied with little pain, 
and the result is quick, even after the disease has existed twelve or 
sixteen years, or even longer. 

Roonnuysen (a) and Ten Haar (0) cut through the m. sterno-mastocdeus from 
without inwards, with a fold of the skin raised. Von Mrrcxren (c) effected the 
division with a pair of scissors; Mrnnius (d) first destroyed the skin over the muscle 
with caustic, and then cut it through with scissors. SHarp (e) made a transverse cut 
through the skin, and divided the muscle from within outwards with a knife intro- 
duced behind it. This treatment was recommended by all the later writers, till 
Dupoyrrenand Dierrensacn (f) proposed the subcutaneous division of the muscle, 


in which manner the operation has been performed with the most successful results, 
by many surgeons and by myself. 


1338. The subcutaneous division of the m. sterno-mastoideus is per- 
formed in the following manner, The patient sitting on a stool, one 
assistant draws the head to the opposite side, and another pulls down 
the shoulder of the ailing side, in consequence of which the muscle pro- 
jects strongly at its shortest part. The skin above it is then taken hold 
of with the thumb and fore-finger of the left hand, welldrawn away from 
the parts beneath, and a narrow, slightly convex, straight knife, held flat, 
is to be thrust an inch or two above its lower insertion, through the skin, 
and carried close behind the muscle, to the other side beneath the skin, 
but without piercing the latter. The edge is then turned towards the : 
muscle, and the thumb of the left hand being placed on the muscle, to 
fix it against the edge, the muscle is divided, without cutting the skin, in 
drawing out the knife. At the commencement of the division of the 
muscle, a dull and sometimes tolerably loud crack is heard, upon which 
the head is almost immediately drawn straight by the contraction of the 
m. sterno-mastoideus on the other side; but sometimes the old position 
is retained, and even more strongly. At the moment when the knife is 
drawn back, if pressure be made with the thumb upon the part divided, 
and no blood be poured out beneath the skin, a firm compress of lint is 
to be applied, and fastened with sticking plaster, and a bandage carried 
obliquely over the neck and breast. Two cloths carried round are suf- 
ficient to support the head; they do not, however, keep it straight, but 
leave it in its early oblique position, ; 


The choice of place for dividing the m. sterno-mastoideus (fixed by Larva at half 
an inch, and by Dierrensacu at two inches above its insertion) is indifferent, and 


(a) Heilkuren. Narnberg, 1674, vol. i. (cy) Wahre und wunderbare chirurgise 
No, 22, 23.—Brasn, G., Observat. Med. rar. und geneeskiinstige Anmerkungen, fine 


Amstelod., 1677, pl. ii. No. 1. berg, 1675. 
(6) Abhandlungen aus ~der Naturge- (d) Turi, Observationes Medic. 
schichte, praktischen Arzneikunde und Chi- (e) Treatise on the Operations of Surgery, 


‘ rurgie; aus den Schriften der Harlemer London, 1740, chap. xxxv. 
und anderer Hollindischen Gesellschaften (f) Rust’s Handbuch der Chirurgie,— 
gesammelt. Leipzig, 1775, vol. i. p. 262. Art., Caput obstipum. ( 
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must be guided by where the muscle can be isolated safely; however, the deep 
division at the tendinous part is more preferable, because it is liable to less reaction 
than the division of the muscle. 

I use a straight, narrow, slightly convex knife, because it acts more surely and 
correctly than a knife with a concave edge; and, like Dierrensacu, I make only 
one thrust, in which he uses a narrow sickle-shaped knifé, much curved at its point. 
Srromeyer, who has frequently performed the division of the m. sterno-mastoideus 
from before backwards, employs for the purpose a narrow curved knife, with 
its convexity cutting, which he thrusts through a fold in the skin, an inch broad 
above the collar-bone, and by the entrance of the knife divides the muscle. For 
those cases where the muscle cannot be sufficiently isolated, he has proposed a 
peculiar forceps-like instrument (a). 

1339. Ordinarily the division of the m. sterno-mastoideus is sufficient; 
but if the m. cleido-mastoideus, or a cleido-mastoideus secundus, (StTRo- 
MEYER,) or the clavicular portion of the m. cucullaris be shortened, the 
division must be effected with a straight or convex narrow bistoury, or 
with STROMEYER’s instrument, according to the rules given above. 

1340. If the patient be kept quiet, in the horizontal posture in bed, 
and on antiphlogistic diet, generally no farther symptoms occur. After 
some days the external wound is healed. The muscle, at the place of 
its division, usually presents a slight swelling; frequently also a slight 
fluctuation of blood is felt in which case, according to DirrrENBACH, 
sticking plaster should be applied anew somewhat tighter, in order to 
promote its absorption, which is usually effected in a few days. Appli- 
cations of warm lead wash, and rubbing in warm oil to get rid of the 
last tension are generally superfluous. If pus be formed, it must be dis- 
charged by a puncture, and the wound treated simply. A pasteboard 
cravat of half the usual height, folded in a cloth, and applied on the side 
of the division is, according to DrerrenBacu, more serviceable in pre- 
serving the straight posture of the head than all violent extension, on 
which point I, from experience, entirely agree with him. 

SrroMeyver (5) considers that only by a stretching apparatus (pl. vii.) are we ina 
position to obtain all the advantages of the operation which can be attained, because 
only in the horizontal posture can the muscles of the neck be completely extended, 
and it is only possible to stretch the head towards the diseased side for the purpose 
of giving the m. sterno-mastoideus its whole length, and enabling it again to extend 
itself. He therefore puts it as a question whether, in very bad cases, it be not 
advisable to begin the extension directly after the operation, in order to avoid a repe- 
tition of the division. 

If after perfect replacement, the freest motion of the neck be again given, and com- 
plete similarity of the sides of the face obtained, yet is it observed in some cases, 
that at the moment when the muscular system is not in action, the head is somewhat 
disposed towards the ailing side, manifestly because there the turgor vitalis is less. 
Srromeyer does not know whether this be entirely lost in age. Spirituous rubbing 
seems to him to contribute somewhat to the diminution of this relaxation, but above 
- all, the continued use of the stretching apparatus, some time after the subsidence of 
all resistance. 

1341. If the cause of wry neck be spasm of the m. sterno-cleido mas- 
toideus, in which case the ailment is always more or less painful, accom- 
panied with radiation of the pain, according to the branchings of the 
nerves, and often alternating, it must be inquired whether or not any 
internal cause be in play, against which the treatment should be directed, 
and antispasmodics employed both internally and externally. But if the 
contraction have at once become permanent, in general all internal and 


’ (a) Above cited, pl. viii. f. 1, 2. (b) Above cited, p. 130. 
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external treatment is fruitless, and cutting through the muscle is the only 
means whereby not merely the straight direction of the head is restored, 
but also the painful and spasmodic affections are removed. 


Compare the interesting observations hereto belonging of Srromeyer (a) and 
Amussat (8). : xe" = 

A spasmodie affection of the m. platysma myoides, with radiation on the face and 
ear of the affected side, was perfectly cured by Goocx (c) by a transverse division 
af the muscle beneath the jaw, after he had laid it bare with a transverse incision 
of the skin across its breadth. > 

1342. If large scars be the cause of wry neck, their mere division ts 
usually of little use, and the evil may thereby be even increased. The 
whole scar, together with the thickened and adhering cellular tissue 
must be removed, and where possible the quick union of the edges of 
the wound brought about. During and after the treatment, the head 
must be kept in a proper position. With slight superficial ‘scars only, 
its straight direction may be often given to the head, by suppling reme- 


dies which are to be rubbed in, and by the bandages prescribed. 


1343. If the cause of the wry neck be in a bending of the neck-verte- 
bre, and if it be unaccompanied with anchylosis, or change of structure, 
the above-mentioned apparatus must be used for the gradual straighten- 
ing of the head. 


IL.—OF CURVATURES OF THE SPINAL COLUMN. 


(ineurvationes seu Distoriiones Columnz-Vertebralis, Lat.; Verkriimmungen der Riick- 
ensdule, Germ.; Courbures de la Colonne vertébrale, Fr.) 


Coopman, G., Dissert. de Cyphosi. Franeq., 1770. 4to. 

Le VacuEer pe ta Feurrie, Traité du Rakitis, ou l’art de redresser les enfants 
contrefaits. Paris, 1772. Svo. 

Wanrzex, Dissert. de efficacitate gibbositatis in mutandis vasorum directionibus. 
Franceof., 1778. 4to. ' 

Vernet, Description de plusieurs nouveaux moyens mécaniques propres A prévenir 
et meme corriger dans certains cas les Courbures latérales et la Torsion de l’ Epine 
du dos. “Lausanne, 1788. 8vo. 

a Roy, C. H., Commentatio anatomico-chirurgica de scoliosi. Ludg., 1774. 4to. 

Went, G. W., Dissert. de gibbere. Jen., 1781. to. 

van Gesscuer, D., Bemerkungen tiber die Einstellungen des Riichgrathes und 
uber die Behandlung der Verrenkungen und Briiche des Schenkelbeines. Trans- 
lated into German from the Dutch, by J. C. Wemever.. G6ttingen, 1794. 8vo. 

Suetprake, T., Essay on the various Causes and Effects of the Distorted Spine, 
and on the improper methods usually practised to remove the distortion. London, 
1783. 8vo. : ; 

Porta, Observations sur la Nature et le Traitement du Rachitisme ou des cour- 
bures de Ja colonne verteébrale et de celles des extrémités. Paris, 1797. 

Winxixson, C. H., Physiological and Philosophical Essays on the Distortion of . 
the Spine. London, 1796. 

Reynners, J., De scoliosi ejusque causis et sanatione, observatione et propriis 
experimentis confirmatia. Groning., 1787. Syvo. 

Feiner, J., De spine dorsi incurvationibus earumque curatione. Noremb., 1807. 

JOxe, above cited. 

Cxoutanp, J. L., De cas pelvium spinarumque deformatarum, i. ii. Lipsie, 
ISIs-20. 


Warp, Practical Observations on Distortions of the Spine, Chest, and Limbs. 
London, 1822. 


(a) Above cited, p. 137. (6) Gazette Médicale, December, 1834, 829. 
(¢) Cases and Practical Remarks in Surgery, vol. ii. p. 83. Norwich, 1767. 
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WenceL, C., Ueber die Krankheiten am Riichgrathe. Bamberg, 1824. fol.; 
with four plates. 

Suaw, Jon, On the Nature and Treatment of the Distortions to which the Spine 
and the Bones of the Chest are subject. London, 1823. 8vo. 

' Isip., Further Observations on the Lateral and Serpentine Curvature of the Spine, 
and on the Treatment of Contracted Limbs. London, 1825. 8vo. 

Inip., Engravings illustrative of a Work on the Nature and Treatment of the Dis- 
tortions to which the Spine and the Bones of the Chest are subject. 1824. fol. 

Durour, Mémoire sur |’Art de prévenir et de corriger les Difformités du Corps, 
désignés sous le nom d’Orthopédie; in Révue Médicale, 1817. Jan.—June. 

Dexvpxcu, Considérations anatomico-médicales sur V’art appellé Orthopédie et sur 
les Difformités qui en sont l’objet; in Révue Médicale, 1827. April. 

Herenreicn, F. W., Orthopadie, der Werth der Mechanik zur Heilung der Ver- 
krummungen am menschlichen Leibe. Berlin, 1827. 

Beaur, L. J., A Treatise on Deformities, exhibiting a concise view of the principal 
distortions and contractions of the limbs, joints, and spine; illustrated with plates. 
London, 1830.  8vo. 

Srarrorp. A., A Treaties on the Injuries, the Diseases, and the Distortions of the - 
Spine. London, 1832. 8vo. 

Maisonase, C. A., Orthopédie clinique sur les Difformités dans l’espéce Humaine. 
Paris, 1834. 2 vols. 8vo. 

Metter, F. L., Manuel Pratique d’Orthopédie, ou traité élémentaire sur les 
moyens de prévenir et de guérir toutes les difformités du corps humain. Paris, 
1835; with eighteen plates. 


Gukrin; in Gazette Médicale, vol. vy. 1837. No. 34. Ses 
Humpert, P., et Jacquier, N., Traité des Difformités du Systéme osseux ou 
@emploi des moyens mécaniques et gymnastiques dans le traitement de ces mala- 
~dies. Paris, 1835. 8vo. Atlas of 174 Plates. pl. iv. 


© Paunt, F., Ueber den grauen Staar und die Verkrummungen. Stuttg.,1838. 8vo. 
Srarrorp, R. A., Two Essays on Diseases of the Spine. 1. On Angular Curva- 
ture of the Spine and its Treatment. 2. On the Treatment of Lateral Curvature by 
Gravitation, Lateral Exercise, &c. London, 1844. 8vo. 
[Mircuett, J. K., On Lateral Curvature of the Spine in North Ameri- 
can Medical and Surgical Journal. Philadelphia, 1827.—e. w. n.] 


1344, The spinal column may be curved at any one part, and accord- 
ing to the direction in which this occurs, are distinguished, /irsé, the 
lateral Curvature (Scoliosis); second, the posterior (Humpback, Buckel, 
Germ.; Gibbus, Cyphosis); third, the Anterior Curvature (Lordosis), 
The spine never deviates according to either of its natural directions, 
bat always in an opposite one. At the same time it is therewith more 
or less twisted, and this again in a contrary direction. It is evident 
that the intestines contained in the chest and belly, must consequently 
have their natural position variously altered, and only the successive 
origins of these curvatures render it comprehensible, how these intestines 
are often so considerably displaced, without great disturbance of their 
functions. ‘The curvatures of the spine have no effect on the transverse 
’ diameter of the pelvis, if unfounded in general disease, especially rickets 
or osteomalacy (a). 

This opinion, advanced by Mecxet, and supported by numerous facts, which, in 
consequence of careful observation, I hold to be correct, has been denied by Jore (d) 
and Cuourarr (c) in so far as they assume, without any genera] disease of the bones, 
a decided influence of the curvature of the spine upon the form of the pelvis, only 


that in general disease, or, if the curvature have existed from youth, it is more 
decided. According to their view, as the spinal column has four natural curves, 


(a) Mecxet, J. F., Handbuch der mensch- (b) Above cited, p. 8-26. 
lichen Anatomie, vol, ii, p. 740.—WenzeL, (c) Above cited, p, 15. 
above cited, p. 9. 
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(at the neck convex forwards, at the back convex backwards, at the loins convex 
forwards, and on the rump-bone convex backwards,) in all cases where the natural 
curve increases at any one spot, the other natural curves should also be increased ; 
just as, on the contrary, when the curve takes place in the opposite direction, the 
other parts of the spine also have their natural curve assume a contrary direction; in 
consequence of which the rump-bone becomes more curved, or more flattened. In 
lateral curvature the pelvis is always narrowed obliquely by the inclination of the 
rump-bone toward the one or other side. See also on this subject Roxrransxy (qa). 

1345. The inclination of the spinal column to one side, (Scoliosts,) pro- 
duces at first a different condition of the shoulders, and one becomes 
higher than the other; the body is disposed towards the side opposite 
the curvature, the one side of the back is full, the other concave, and 
more hollow ; and upon it, between the last false rib and the hip-bone, 
is observed a small fold of the tegument, which increases proportionally 
as the curvature of the spine increases. With such increased inclination 
toward the side, distortion of the spine also occurs; the ‘spinous pro- 
cesses are twisted toward the side of the inclination. The whole trunk 
is gradually bent, the ribs follow the distortion of the spine, are flatter 
on their concave surface, but upon their convex hinder surface are more 
strongly arched, are very widely separated from each other, and broader, 
whence a projection backwards is produced. ‘The breast-bone is mostly 
oblique, and drawn towards the concave side of the curvature. If the 
curvature be at the upper part of the spine, the position of the shoulder- 
blades is much changed. Curvatures at the lower part of the spine 
affect the carriage of the body less than at the upper. Lastly, curvatures 
are produced in opposite directions, in which case one is, as it were, 
equalized by the other. In the highest degree the direction of the bones 
of the pelvis is changed, the one hip-bone stands higher than the other, 
and, under the circumstances mentioned, (par. 1344,) the promontory of 
the rump-bone may project inwards towards the one or other side, and 
narrow the entrance of the pelvis. ; 

The higher, position of one shoulder is always present in scolos7s, but it occurs 
alone, and without simultaneous curving of the spinal column, as high shoulder 
(Humerus elatus). Raising up one shoulder, usually the right, by which the ele- 
vating muscles of the shoulder-blade become gradually stronger, is the result of bad 
habit ; the lower angle of the blade-bone is raised higher than that of the other side; 
the hinder edge, however of the bone remains in the same position, and only after 
long continuance does the shoulder-blade project especially at its angle. If both 
shoulders be high, which occurs from bad carriage, as a consequence of correspond- 
ing straining of both arms, in bending forwards the head, in short-sighted and old 
persons, the back is considerably arched, and the head in the same proportion pro- 
jecting. Ina higher degree always, at the same time, some inclination of the spinal 
column occurs. 

(The most common cause of a high shoulder is to be found in the abominable 
practice of undressing girl’s necks, as low as the hanging on of their clothes will 
permit. Instead of the shoulder straps of their dress being as they should be, fairly 
above the root of the acromial processes, they often, indeed most commonly, either 
only skirt the extreme end of those processes, and rest on the rounded upper part of 
the deltoid muscles, or are actually far down on the arms; in consequence of which, 
the dress having little or no suspension on the shoulders, is constantly dropping, and 
the girl to save her clothes dropping down, or at least to keep them in place, is con- 
tinually hitching up the shoulder from which the shoulder-strap most easily slips 
and thus the elevating muscles becoming stronger on that side, pull the shoulde, 


(2) Beitrige zur Kenntniss der Ruck- Brustkorbes und Beckens; in Oester-Med. 
grathskrimmungen, und der mit denselben Jahrbichern, vol. xxviii. pt. i. ii. 
zusammentreffenden Abweichungen des : ‘ 
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permanently up, and produce a very ugly appearance. But the mischief does not 
stop here, for though there be really no disease in the spine, yet this constant hitching 
up of the shoulder, causes the head and neck to be thrown to the other side, whilst 
the chest is drawn out to the same side, and thus a lateral curvature of the spine is 
produced, and a girl’s figure spoiled, for the simple purpose of uncovering her neck 
and shoulders as far as possible, which, as well for decency, as for the preservation 
of the child’s health, ought to be covered. Many parents have been thus the real 
cause of their daughter’s distortion, if not of more serious consequences ; and there- 
fore, in growing girls who have the least disposition to slip their shoulder out of 
their dress, most especial care should be taken to prevent the possibility of keeping 
up this habit, by having the dress made so high, that it cannot slip down, and then 
the sensation of its slipping being lost, the child no longer continues to hitch up her 
shoulder, and by a little attention to her proper carriage, the mischief, if not of long 
standing, may be got rid of.—s. F. s.] Sais 

1346. The intestines of the chest and belly are variously displaced 
by the higher degrees of scoliosis, in consequence of which the circula- 
tion of the blood in the lungs is hindered, difficult respiration, narrow- 
chestedness, disturbance of the digestion, and so on, arise which thus 
explain the usually weakly form of the body in persons affected with 
such curvatures. 

1347. In Cyphosis the spinous processes form a convex projection, 
and the bodies of the spinal column a curve, the concavity of which is 
forwards, and, as they drop together, the upper approach the lower. At 
first, the head of the patient inclines forwards; in the supine posture no 
change is observed, except after very considerable exertion. In the 
second degree, the inclination of the spine remains, and is always in- 
creasing ; it projects into a blunt, and, subsequently into a sharpangle. — If 
the cyphosis be in the vertebre of the neck, breathing and swallowing are 
especially affected ; if the vertebre of the back be curved, the ribs are. 
lengthened forwards, the breast-bone raised, and the transverse diame- 
ter of the chest lessened, from which difficulty of breathing ensues. By 
the dropping of the spine, the bowels are driven down into the pelvis, 
and frequently cause difficulties in digestion. The bodies of the verte- 
bre shrink in a high degree of the disease, and they may be fixed by 
anchylosis in their unnatural position. Inclinations in other directions 
may at the same time accompany cyphosis. 

Only in the cases where the cyphosis depends on caries of the vertebre (Port’s 
disease) does palsy of the limb occur. 

1348. The inclination forwards is the most rare of all the curvatures 
of the spine. The vertebre project forward in a convex arch, and the 
spinous processes are thereby approached together in a.concave curve. 
Whence follows, that the /ordosis can never attain so great an extent as 
the cyphosis, because the spinous processes touch. It occurs always in 
the vertebre of the loins, and the inconveniences they excite are those 
of the pendant belly. It has been observed, but very rarely, in the ver- 
tebre of the neck. 

1349. What has been said upon the etiology of curvature in general, 
applies also to that of the spine. ‘There is either a disturbed antagonism 
of the muscles, or a diminished strength ofthe bones. ‘The occa- 
sional causes which especially favour the various inclinations of the 
spine are :— : i 

First. In scoliosis, careless carriage of the body in various employments, 
hanging on one side in writing, sitting, especially in the hand-work of 

Vou. .—37 
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ladies, increased exertion of one side, the habit of doing every thing with 
one hand, constantly carrying children on one arm, which acts very 
prejudicially, as one hip-bone is always more raised and pressed than 
the other. The younger the patient is, the more prejudicially do the 
above-mentioned causes operate. If the cause of the curvature depend 
on unnatural activity of the muscles, they are more firm and contracted 
on the concave side of the curvature (which, in by far the greatest 
numberof the cases, is the left;) ifthe cause of the curvature depend rather 
on an altered state of the bones, the difference of the muscles is not so 
remarkable (1). 

Second. In cyphosis the cause, for the most part, is in the bones, and 
the weight of the body itself is sufficient to increase the bending back- 
wards already existing in the vertebre of the back, where the cyphosis 
most commonly occurs; often is there accompanying weakness of all the 
muscles, which should keep the spine erect, as is frequently the case in 
children and old persons. 

Third. In lordosis, in their natural state, the external muscles of the 
loins are more powerful than the internal; whatever therefore increases the 
strength of the former, increases also the natural bending inwards of the 
vertebre of the loins, as long standing with the upper part of the body 
bent back, great bending back of the upper part of the body in the usual 
carriage, bearing heavy burdens. Lordosis is therefore more frequent 
in men than in women. 


(1) Srromeyer (a) supposes that scoliosis arises, if not in all, at least in most 
cases, from one-sided palsy of the inspiratory muscle, viz., the m. serratus magnus. 
The muscle, although still capable of voluntary motions, takes no part in those of 
breathing, which is especially observable if the motions of the diaphragm be re- 
strained by pressure on the belly, and the external muscles of inspiration be excited 
to increased activity; as then the muscles of the palsied side remain quite quiet. 
This imperfect palsy is derived from the palsy of Brxu’s respiratory system, from 
an incapacity of the affected nerves proceeding from the periphery to re-excite re- 
flected irritation, in which case they still obey the stronger stimulus proceeding from 
the will. The greater number of cases produced in support of this opinion, permit 
also another explanation, and according to what has been already said upon the 
etiology of curvatures in general, is this state of palsy of the muscles of inspiration 
to be considered, not as a primary, but as a secondary state. 

According to GunrHEr’s ()) observations in snake-like sco/éosis the muscles neither 
of the concave or convex side are much wasted, nor are they changed in form, al- 
though it so appears as long as theyare attached to the body. ‘They are only either 
stretched where passing over the projections, or folded when lying in the concavities. 
On the contrary, there appears a decided difference in the strength and weight of the 
corresponding muscles of the two sides, and that muscle increases which has an un- 
favourable position, and is therefore required to act with more power. So, for in- 
stance, the m. cucullaris of the concave side exceeds that of the convex about 90 
ors. in a weight of 1550 grs.; the m. latisstmus dorsi of the convex, that of the 
other side about 120 grs. in 1160 grs. If the relations of one muscle be so dispro- 
portionate that, in its natural circumstances, it either act not at all, or irregularly, its 
circumstances change, so that it detaches itself from some places, attaches itself to 
others more suitable, or forms new heads. 

[According to Zinx’s opinion (c) scoléosts generally commences from the fifth to 
the eighth year of age, and between the third and fifth dorsal vertebra, and the de- 
viation is almost always towards the right shoulder-blade; that shoulder exhibiting 


(a) Ueber Paralyse der Inspirations- (c) Verhandl. der K. K. Gesellschaft der 
muskeln. Hanover, 1836. -  Aerzte zu Wien, 1842-43; and British and 

(6) Prare’s Mittheilungen, 1836, pt. ix. Foreign Medical Review, vol. xix. p. 370. 
p. 10. 1845. 
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an excess of nutrition over the left, which is especially apparent in the blade-bones 
themselves. Such children have a remarkable tendency to lean towards the weaker 
side, while on every occasion requiring muscular exertion, they prefer the stronger 
hand. “From repeated observations,” says Zink, “I am convinced that the greater 
part of the mischief here detailed, is effected during sleep, and consequently, is in 
operation during one-third of the patient’s daily existence. The heart then leans 
down towards the left side, and the lung on that side is compressed, one lung only 
(the right) performs its full office, and the muscles of respiration on that side are in 
a State of activity, greatly exceeding that of the left. I have also ascertained that 
the convexity of the deviation of the spine accords exactly with the insertion of those 
muscles which are most active in the process of respiration. This deviation from 
the perpendicular, so high up in the spinal column, is often overlooked, and the in- 
ferior and secondary contortion to the left side in the lumbar vertebre is often re- 
garded as the primary affection.” And he farther observes :—‘ This disease is 
more frequent among the wealthy, and more commonly in females than males.” 

Syme (a) observes :—‘ There is one particular condition of lateral curvature cer-: 
tainly not common; yet, judging from the number of cases that have fallen within 
my own observation, I should say not extremely rare, in which complete relief may be. 
afforded by the division of a muscle, and in no other way. I allude to spinal curva- 
ture depending upon wry neck, caused by contraction of the sterno-mastoid. This 
muscle is liable to contraction both spasmodic and permanent. The former does 
not, so far as I have seen, affect the shape of the spine, and in two cases treated by 
division, did not yield to the operation. But the latter is apt to produce lateral cur- 
vature in every degree and may be remedied with no less ease than certainty by 
subcutaneous incision” (p. 271)]. 

1350. The special diagnosis of curvatures in regard to their cause, is 
now to be considered. Great muscular weakness, resulting from pre- 
vious disease, disturbed digestion, disturbed sexual development, and 
the like, by which gradually the joints of the spine are left to the unaided 
and inadequate strength of the ligaments, is characterized by weakness 
of the muscles, pain, and weariness of the spine, speedy tiring after every 
movement, dropping of the spine to one side or other, or forwards, and 
great mobility of the spine ; so that, on examination in various positions 
of the body, alterations appear ; when lying down, the deformities disap- 
pear, if they be not very great. In children who are. very stout, and 
have a large head, whose muscles are too weak for the weight of their 
body, and especially of their head, there appears commonly at the time 
when they should begin to walk, incapability of so doing ; and, when 
sitting, a great dropping forwards of the head, by which the spine pro- 
jects backwards in a large curve ; in lying down, this is diminished, but 
with carelessness, it becomes permanent, and always more considerable. 

1351. The swelling of the fibrous intercartilage has been considered 
by Detrrcu (0) as no rare cause of spinal curvature; it proceeds gene~ 
rally from one point to all the vertebre in various degrees, or all may be 
at once attacked. In the former case sometimes severe, sometimes slight 
pain occurs at any one part of the spine, which consequently is deformed. 
This pain has not, however, always a definite and precise place: the 
patient points out the seat of pain in a vague manner, frequently on one 
or other side of the body, frequently at the epigastrium. A curvature 
appears, which, at first, is inconsiderable, and forms a pretty large curve. 
The direction of the inclination is determined by the greater or less 
thickness which one or several fibro-cartilages have obtained at any one 
part of their extent. Hence may arise curvatures backwards, forwards,. 


(a) Above cited. (b) Orthomorphie, vol, ii, p, 53, 
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and especially sideways. If a complication exist at the same time, for 
instance, a too short lower limb, a deforming scar, long continued pain, 
a forcibly-continued position, and so on, they may determine the direc- 
tion of the inclination. This is, at first, slight, indefinite, and even tran- 
sitory ; it subsides, at least partially, in the horizontal posture, in the 
morning, immediately on getting up, and so long as the principal func- 
tions, especially digestion, are carried on satisfactorily. The curvature 
extends to the neighbouring vertebre. These new curves disappear in 
the horizontal posture, and when the body is supported onthe hands, 
whilst the primitive curves still exist. Subsequently these successive 
curvatures become permanent, and no longer subside in the experiments 
just mentioned. Sometimes walking and standing are rendered difficult 
by the curvature ; the patient resorts to particular attitudes to keep himself 
upright, and, in a short time, new deformities are observed in the oppo- 
site direction, for the purpose of restoring the equilibrium of the body. 
These new curvatures may also subsequently become permanent. The 
curvatures form, at least before they are yet very old, more or less open, 
but regular arches. 

If the swelling attack the fibrous inter-cartilages all at once, (cases 
which have been noticed by Detrecu only in lymphatic and weakly per- 
sons,) the patient is not capable of standing upright; he always seeks a 
resting place, loves repose, is apathetic, but yet restless; he avoids all 
exercise and all enjoyments of his age; the slightest walking tires him. 
Generally there appear disturbance of the digestive organs, palpitation 
of the heart, and oppression of the chest, which, however, are transitory. 
The patient avoids bending himself in any one direction ; and in the most 
simple, and shortest walks, ‘has frequent falls, accompanied with pain, 
which ceases as. quickly as it came on, and the seat of which the patient 
cannot accurately determine. If sufficient pressure be made successively 
on the spinous process of each vertebra, violent pain is excited in each 
and an epileptic attack, accompanied with convulsive movements of the 
upper and lower limbs. Ifthe examination be made whilst the patient 
stands, epilepsy follows, with the painful sensation produced by pressure, 
On examining the spinal column, it is easily perceived that a greater or 
less mobility exists in almost all the vertebra, but especially in those in 
which the pressure causes the symptoms mentioned. ‘here still, how- 
ever, appears no permanent deformity ; but ifthe patient be carefully sus- 
pended by the head or by the arms, all appearance of deformity subsides, 
and it is clear that all are possible, but none yet exist which may become 
permanent. Ifthe ailment continueto permit it, successive and alternate 
fixed curvatures occur, which quickly increase, but always retain their 
fundamental character, to wit, a greater or less large arch, generally of 
pretty large extent, but regular, and free from all angles. ‘These cur- 
tures very readily increase. 

1352. In the curvatures of the spinal column from softening of the 
bones, the spine usually projects backwards where one or several bodies 
of the vertebre have sunk in, and a vertical flattening of the body of a 
vertebra takes place. The bending backwards is frequently connected 
with a slight disposition towards the side. At some distance from the 
original curvature, large curves and almost regular arches are formed. 
In rickets. there are accompanying swellings of the condyles of the tubu- 
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lar bones, which also bend in various parts, disturbance of digestion, 
distended belly, and so on. In osteomolacy, the whole constitution is much 
affected for a long while before the curvature takes place, severe, com- 
monly wandering pains, spreading over the breast and belly, frequently 
fixed in the spine, which increases at every movement, even on turn- 
ing round in bed, precede and accompany curvature; febrile symptoms 
frequently appear; digestion and all the functions become more and 
more affected ; the weakness is always greater, partly on that account, 
probably on account of the pain at every movement, the patient keeps 
one position in bed, which determines the direction of the inclination of 
the spine. In these curvatures the ribs especially, and the bones of the 
pelvis, are decidedly changed in their form and direction. 

_ 1353. The prognosis in curvatures of the spine, is directed generally 
according to the age of the subject, the duration, the cause, the degree, 
and complication of the disease. Many curvatures which, as yet, have 
not become permanent, and are connected with general disturbance of 
the health and weakness of the muscles, may, indeed, in rare cases sub- 
side, form favourable change of the constitution during the period of 
development, or from accidental improvement of the general state of 
health; but reliance on this self-assistance of nature is always dangerous; 
for, in most cases, experience commonly shows the case getting worse. 
The younger the patient, the slighter the degree of curvature, so much 
the easier is it of cure; in persons advanced in years, and in adults, the 
progress of the disease may be arrested by careful treatment, but no 
perfect cure is effected. If the cause of the curvature be a diseased 
condition of the bones, the prognosis is always more unfavourable than 
if it were in misproportions of the muscles. If inclinations of the spine, 
in different directions, exist, the treatment is more difficult than if there 
were merely one single inclination. In long-continued* curvatures of the 
spine, such changes occur in the vertebre that a cure is rendered im- 
possible. It is therefore an important observation, in reference to this 
point, that the curvature remain without increase some two or three 
years, and still more important, that for an equally long time, all the 
vague symptoms of inexplicable injury of functions, which accompany 
the completion of the deformity, are progressively and completely 
stopped (a). In these cases the curvature is connected with anchylosis 
of the vertebre, and the cure is impossible. In order to ascertain this, 
the patient, having stripped, should be laid flat on his belly, and rubbed? 
with spirituous remedies on the extended: muscles, but with relaxing 
remedies on those of which are contracted, and attempts should be made 
to restore the spine gradually to its natural direction. If the patient 
then feel a stretching and’stress upon the curved part of the spine, and 
not at the insertion of the muscles, it may be decided that there is anchy- 
losis. This condition. of the curvature is more surely indicated, if pre- 
vious or continued extension of the spine show nochange in the curva. 
ture. On the other side, if changes in the spine be observed on care-. 
fully lifting the-body by the head (1), so that the feet do not support the. 
weight of the body, or in extension whilst in the horizontal posture, 
there is more: hope- of restoration. Anchylosis, however, is not very 


(a) Devrecn, abova, cited, 
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common, and usually only accompanying a long-continued great degree 
of curvature, and in persons of advanced age. The scoltosis, when it 
first occurs in adults, rarely attains the first degree. ‘The dordosisis most 
easy, the cyphosis the most difficult of cure. 

[(1) This practice of lifting by the head, to which Curxtus very frequently recurs 
in these diseases, I think very objectionable and dangerous, especially in weakly 
children, who may be entirely free from disease, as the longitudinal ligaments of 
the spine may be insufficient to bear the weight of the lower part of the body. 
Astiry Cooper, in his lectures, was accustomed to inveigh bitterly against the 
foolish trick of showing children the way to London, as it is called, which consists 
in lifting them up by the chin and back of the head. Cuexius’s proposal is of the 
same kind, and equally objectionable.—z. F. s.] 

1354. The treatment of curvature of the spinal column must be vari- 
ously conducted, according to the different cause and nature of the 
deformity, that is, such remedies must be employed as counteract the 
causes in which it originates, and at the same time, or immediately after 
the straight direction must be restored by mechanical apparatus and 
other means operating on the spine. In former times the first indication 
was almost completely neglected; the treatment was, for the most part, 
purely mechanical, and partly thence, partly from the inadequacy of the 
mechanical apparatus, was imperfect, and in most cases, even hurtful. 
Only in modern times has this treatment become the object of careful 
inquiry, and employed on right principles, according to the difference of 
the causes of curvature. A survey of the various machines and contri- 
vances which have been proposed for the treatment of the spinal curva- 
ture, give proof of this. 

1355. The apparatus which have been proposed for cure of spinal 
curvature, act either by pressure or extension, or both together. 

1356. To the apparatus, acting by pressure, belong 

First. Hetster’s iron cross (a), which consists of two. flat iron rods 
connected together in form of a ¥. On the transverse piece are two 
rings, by which the shoulders can be drawn back; at the extremity of 
the vertical piece descending along the back is a strap, by which it is 
attached to the body. B, Brun (6) has added to this machine a padded 
neck-band, connected to the cross by an iron rod, which may be fixed 
higher or lower, in order to keep the head more or less up. 

Second. Van GrsscuEer’s apparatus consists ofa stirrup bound around 
the pelvis, on which two rods are attached with screws running upon 
the sides of the spinous processes, and rivetted above to a shoulder- 
piece, on the two ends of which are straps to draw the shoulders back. 

1357. To the apparatus operating by extension, belong, first of all, 
the extending beds and stretching apparatus of VexeL and ScureceRr (c), 
Laronp (d), Suaw (e), MatsonaBe (f), Bromer (g), Lancensecx (h), 
Dexrecu (2), Herve, and others, in which the patient is fastened, by 


(a) Institutiones, Chirurgice, pl. viii. f.. 13. (f ) Journal Clinique des Difformités, Dec. 


(6) Lehrbegriff, vol. v. pl. iv. f..5, 6, 7 

(c) Versuch eines Streckapparates zum 
nachtlichen Gebrauche fir Rickgrathsge- 
krammte. Erlangen, 1810, 4to.; with copper- 
plates. 

(d) London Medical, and, Physical Jour. 
nal, Dec. 1826, p. 497. 

{e) Above cited, 


1825, No. ii., 

(g) Journal von Gramre und von Wat- 
THER, vol, ix. pt. iv. Compare Frorisp’s 
Chirurg. Kupfertafeln, pl. clix. clxxxii, 

(h) Munry, Dissert. de spine distortioni- 
bus et pede equino. Gotting., 1829. 

(%) Orthomorphig, pl. 40; 4]. 
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means of padded straps applied on the feet and head, above and below 
to a bed or chair, and the extension of the whole body is kept up by 
sufficiently strong springs. In some of these machines it is attempted 
simultaneously to employ pressure, by means of solid pillows thrust be- 
neath the back, or as in the stretching apparatus of DeLpecu and Lan- 
GENBECK, by elastic traces carried around the body from one to the other 
side of the bed. The same object is effected only momentarily, by the 
so-called neck-swing (escarpolette) of Ciisson, in which a broad cloth is 
applied around the patient’s neck, and to its two sides is attached, be- 
hind the ears, a bandage which is carried through a pulley attached to 
the ceiling, wherewith the patient draws himself up as long as he can 
bear it. 

Here also belongs Le Vacuer’s machine which consists of stays, 
laced in front, and having a plate attached to its hind part. An iron 
rod passes into a groove upon this plate, which ascends straight up the 
middle of the neck, and thence curves over the head to the forehead. 
In the notch at the upper end of this rod is hung an apparatus which is 
fastened around the head and beneath the chin of the patient. Pexue (a) 
has improved this machine by attaching, instead of the head-apparatus, 
at the end of the iron rod which reaches only to the upper part of the 
neck, a neck-band, by which the chin and occiput, can be held up. 
SHELDRAKE altered Le VecHer’s machine ; he took away the stays and 
fastened the iron rod on a plate which descended from the middle of the 
back and fitted closely to the rump-bone. Dertacroix also altered this 
machine, making its point of support on the pelvis (b). Guerin (c) has 
proposed an apparatus for the simultaneous extension (eztension sigmoide) 
of the vertebral column in contrary directions of the curvature. 

Hereto also must be referred Darwin’s (d) advice, to keep the patient, at the onset 
of the curvature, fora long time in the horizontal posture, and if this be insufficient, 
to let him sit on a particular kind of seat, in which, by a special contrivance, the 
shoulders can be raised and the head supported. Bummer and Laronn’s stretching 
chair (e). : 

1358. The apparatus acting by extension and pressure, are— 

First. Scumipt’s apparatus (f). consisting of two semicircles connect- 
ed together, which lie upon the hip-bones, and from whence rise up two 
sheaths, or the reception of two rods, which at their upper part have a 
semicircular sweep outwards for supporting the shoulders, and are move- 
able higher or lower. At the upper part of each sheath is a semicircle, 
to which two rods are attached, their upper ends thrown round the half 
circles, like hooks, their lower ends curved round the half circles, en- 
compassing the pelvis and ascending within it. These processes, covered 
with leather, form long pads, which are brought close to, or separated 
from the rods, by screws. Well-fitting stays surround the front of the 
chest. The apparatus of Lancensecx (g) and von Grarrs (/) are con- 
structed on the same principles. 


(a) Bernstern, Systemat. Darstellung des (e) Frorier’s Chirurgische Kupfertafeln, 
Chirurgischen Verbandes, p..259. pl. exxxiv. clix, clxix. elxxxii, cexl. cexlvi. 

(b) Gurpy, above cited. Chirurg. Kup- (f) Beschreibung einer neuen Maschine 
fertafeln, pl. clxix. zur Verminderung und Heilung der Buchel. 


(c) Gazette Médicale, Nov. 1935, p..732. Leipzig, 1796. 8v0. pei: 3, 
(d) Zoonomia, or the Laws of Organic (g) Bibliothek fir die Chirurgie, vol. iii. 

Life. London, 4to, 2yvols. 1794-96, pt.ii, phi fd. 
(h) Maxscu, G. Bissert. de nova machina 
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Second. Jére’s apparatus (a) consists of a firm and an elastic part ; 
the former is made of linden wood, covered with soft leather; the latter 
consists of several springs laid close together and covered, connected 
at the one end with the firm part and at the other end fastened with a 
buckle. In scoliosis the firm part is applied to the concave side of the 
trunk, below it rests upon the hip, and above, just against the shoulder. 
The elastic half is carried round the other side (for the first degree of 
scoliosis, Jérc employs an elastic brace, which is attached to the 
breeches usually worn, before and behind, in the middle by a button, 
and passes over the shoulder of the projecting side, where a pad is 
placed beneath it). In cyphosis this apparatus is applied with the alte- 
ration, that the firm part is always applied where the trunk is concave, 
and the elastic half on the seat of the projection. 


A. Porrat had already proposed to a certain extent a similar apparatus, consisting 
of a double fork, which is fastened on the sides to a pair of stays, so that the arm 
above and the hip below serve for its application (0). 

The Grarrean apparatus is composed—1. Of a /oin-girdle, which by means of a 
pair of semilunar plates rests upon the crests of the hip-bones. The hinder ends 
of this girdle may be introduced into each other, and fastened with a screw. The 
front ends are connected with a buckle. Upon the semilunar plates are studs on 
both sides, on which is fastened a strap, destined to support the ‘belly. All this 
part of the machine is stuffed with hair and covered with leather. 2. Of a breast- 
girdle, which like the lower one consists of two semicircles, connected behind in 
the same way as the lower one; and in front, in males, fastened together by a strap 
and buckle; but in females, segments are applied around the breasts. 3. On the 
loin and chest-girdle there are, on both sides, two rods firmly connected with: the 
former, and with the second by.a steel plate. These rods form beneath quadrangu- 
lar sheaths, which terminate in quadrangular capsules, on the outside of each of 
which is a quadrangular prominence. In the interior of these sheaths is an endless 
screw, which can be raised up or depressed by means of a roller fixed on the quad- 
rangular projection. The rest of the sheath above the quadrangular process is 
formed into a cylinder, in which is a spiral spring. Into the upper opening of this 
cylindrical part of the sheath is the rod received, having upon it the support for the 
shoulder, which is properly padded, and so attached to the rod that it can be differ- 
ently placed, according to the different form of the shoulder. For the purpose of 
connecting pressure on the spine with this extending apparatus, cushions are applied, 
by means of screws on the breast or loin-girdle, according to the difference of place 
to which pressure is to be applied. 

Ihave made the following alterations in this apparatus to render it more simple 
and less costly. A case of iron plate, properly padded, and enclosing the pelvis up 
to the upper spine of the hip-bone, is fastened in front with a broad strap and buckle. 
On both sides of this pelvis case are two buckles, in which two rods connected with 
each other are inserted. At the upper end, these rods are connected with an iron 
plate, through the middle of which a screw passes, quadrangular at its lower end, 
and at the upper, the properly padded supports are attached, which may be placed 
higher or lower, by means of a key fitting the quadrangular end, of the screw; thus 
the apparatus acts like Grarrz’s. For the purpose of making graduate pressure I 
do not employ eushions, but elastic bands, (after Jonren’s plan,) which in cyphosis 
lie upon the back, and are attached to brass studs on both rods}; but in scoliosis, to 


the studs on one rod over. the projecting side of the trunk, between it and the 


ascending rod, for the purpose of surrounding the whole body, and again is attached 
to the stud of the first rod. In inclination in two opposite directions, this yoke may 
be applied, also in contrary directions. If the shoulder-blade. particularly project, 
I carry an elastic band over the more elevated shoulder, and.fastened behind and be- 
fore to that going around the body. I allow this apparatus to be worn day and 
Graefiana distorsiones spine dorsi ad sanan- (a) Above eited, pl. v. f. 1. 

das:nec non disquisitio deformitatum ista- (6) Precis de Chirurg. prat., vol. i. Paris, 


rum, Berol., 1818. 4to.; with copper. 1761. 
plates. 
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night over a close shirt. From its careful employment I have derived the happiest 
results (2), 

1359. It were superfluous to enter on a special criticism of the several 
apparatus. Those contrivances only which at once effect extension and 
pressure can act efficiently. Of the portable apparatus of this kind, 
those only answer the object which have their point of support on the 
pelvis, and are so constructed that they cause no painful pressure, nor 
too great compression of the chest, and so on. With proper considera- 
tion of the points still to be mentioned in reference to special treatment, the 
cure may indeed be effected with these apparatus in incipient and slight 
degrees of curvature, and specially in lateral curvature produced by un- 
equal muscular activity, as I have so frequently had opportunity to observe 
in the use of my above-described apparatus, which is distinguished from 
that in which pressure is made by the cushions, by the lateral elastic 
bands. Such favourable result is, however, only possible with close 
and careful attention, and when, especially, all the circumstances of the 
patient are properly regulated. When this is not the case, the disease 
becomes really worse, or at least all the time is lost which could have 
been best employed for the cure of the deformity. For all great degrees 
of curvature, such treatment is insufficient; a continued employment of 
the extending apparatus is necessary, the operation of which is not equally 
certain as that of the portable apparatus, and among which that is best, 
in which, at the same time, bands are attached, to operate on the oppo- 
site sides of the trunk, as, for instance, in the extending apparatus of 
Detprcu, Lanecenseck, and others. 

1360. Such treatment can only in reality be carried on with suitable 
care in special institutions for the purpose; and this is the reason why of 
laté these (orthopedic) institutions have become so very numerous. 
There is, however, a well grounded complaint, that in many of them the 
entire treatment is conducted in a too mechanical manner; and that by 
too long-continued use of the extending apparatus, with constant rest, 
the greatest injury is caused to the whole constitution of the patient; so 
that, as I unfortunately have seen in several cases, with slight or merely 
transitory improvement of the curvature, disorder of the health difficult 
to be got rid of, and even incurable, has been thereby produced. 

Those cases are not to be now considered where the disease of the 
spine is of a completely different kind, and not to be thus treated. 

1361. Denprcu has the great merit, by combining a regular course of 
gymnastics with the use of the extending apparatus, of getting rid of 
those disadvantages which have been properly objected to on account of 
the above-mentioned causes, by the usual employment of the latter, and 
especially by the proper estimation of the operation of such gymnastics, of 
having opened a new and very successful path in the treatment of this 
deformity. 5 

1362. These gymnastics have the especial object of relieving the 
vertebre from each other’s weight for several hours daily; of supporting 
‘the weight of the body, without condemning it immediately to rest and 
its ill consequences; of exciting the activity of the muscles to sufficient 
continuance and power, so that it may be advantageous to the nourish- 


(a) Gruser, S. P.G., Dissert.de nova ma- tem, cui accedit hujus morbi descriptio. 
china Cheliusiané ad sanandam gibbosita- 1825, 4to.; with copper-plates. 
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ment of these organs, and to the improvement of the whole constitution; 
to employ all the muscles, without exception, in increased exertion, and 
by means of motion, extension, and pressure, employed in all directions, 
to reach the affected parts of the spine. These exercises are to be used 
daily for two or three hours, and then, according to the state of the 
deformity, the necessary extension in the stretching-bed, or some special 
apparatus is to be employed. Detrecn considers swimming as very 
proper, but otherwise he does not use bathing, if no special reason call 
for its use; neither does he employ friction and the like, because by the 
exercises the muscles are acted on far more properly and more power- 
fully than by those means. 

These exercises, which are undertaken gradually, and extended to all the muscles, 
are, movements upon the swing, exercises and games on the spiral ladder, exercises 
on the knotted rope, games on the loose rope and climbing pole, games on the 
obliquely-stretched rope, on the straight and obliquely-stretched ladder, games on 
the tight rope and flying bridge, the use of a windlas, games with the horizontal 


pole, and so on. The atlas accompanying Detrecu’s work gives a sufficient repre- 
sentation of these different exercises. 


Where no special institution is at hand, apparatus for these exercises must be 
introduced into every room, yard, or garden. I have for several years (in my private 
practice) employed such appropriate gymnastic exercises, In connexion with other 
remedies in the treatment of curvatures, with the desired results. 

1363. If the cause of the curvature be in an. unequal contraction of 
the muscles, in which ordinarily the left side sinks down, the nght 
shoulder-blade projects, and the right shoulder is raised, it must be 
treated according to the general rules laid down. It is usually attempted 
by rubbing in suppling ointments, or oily remedies to relax the con- 
tracted muscles of the sunken side, and by rubbing opodeldoc, spiritus 
serpylli c. lig. ammon. caust., tinct. canthar., with some volatile additions, 
to excite the muscles of the protruding side to action. For these cases 
the employment of electricity, repeated blisters and the douche upon the 
side of the extended muscles, have been also recommended. In the 
rubbings, which are to be performed night and morning, the patient 
should be stretched on his belly, and they should be continued from half 
to a whole hour, and attempts are, in the meantime, to be made to press 
the spine into its natural direction. These rubbings operate certainly 
less through the substances rubbed in, than from the pressure, knead- 
ing, and stretching of the contracted muscles. If the nervous activity 
be in these cases diminished, the rubbing should be more active; 
spirituous remedies, and even the application of stronger irritating reme- 
dies are indicated. In incipient scoliosis, if care be taken that the patient 
carry himself properly, that the two halves of the body be equally exerted, 
that all faulty posture in writing and the like be diminished, that he often 
hang by his hands, and keep the horizontal posture in bed, upon a hard 
mattrass, a perfect cure may be effected. Here also well-fitting stays, 
with whalebone or elastic springs, will be of much use, as they properly 
support the body (1). In more considerable curvature, regulated gym- 
nastic exercises, the use of a properly constructed portable apparatus, or 
better, the employment of a stretching apparatus, is most suitable. In 
these cases, the scoliosis does not usually affect the general state of health, 
and we see that the mechanical means are best endured. If the con- 


stitution be at the same time affected, corresponding remedies and suit- 
able dietetic care must be employed. 


« 
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(1) The prejudices which have been very properly made to the stays (a), has no 
reference to this determination of their employment. 


1364. For the quicker cure of curvatures of the spine, depending on 
muscular contraction, Guertin (b) has proposed the division of the con- 
tracted and shortened muscles, and practised it in several cases. The 
muscles which he cut through were m. cucudlaris, rhomboideus, levator 
anguli scapule, sacro-lumbalis, longissimus dorsi, and semi spinales. He 
has performed the division in persons of both sexes, and of different 
ages: the youngest was thirteen, and the oldest twenty-two years of age. 
All the curvatures were in the second and third degrees, with distortion 
of the spine and corresponding humps. In some a single division of the 
shortened muscle was sufficient; in others a second and third was under- 
taken. In all he obtained, immediately after the operation, a very striking 
degree of straightening of the spinal column; and in a man of twenty- 
one years of age, whose curvature had been subjected to a ten months’ 
mechanical treatment, he effected an immediate straightening by cutting 
through the m. longissimus dorsi, and the corresponding m. semt-spinales. 
In other subjects he carried on the treatment by mechanical means with 
decidedly good effect. Although the subcutaneous division of the 
muscles of the back has been undertaken by other persons, I cannot, 
from the practice in question, give so decided Judgment of its fitness, as 


the numerous and careful observations upon tenotomy in other curva- 
tures have allowed. 


{In regard to the division of the muscles for the cure of curvature of the spine 
Rozert Hunter of Glasgow (c) says :—‘ In no instance has the operation of itself 
produced a cure; but in all the cases on which I have operated, with one exception, 
it manifestly placed the patient in a more favourable state for the performance of a 
cure. The operation itself appears to me to effect no more than to take off, either 
in part or whole, the power of muscles that are interested in maintaining the curva- 
ture, and thus placing the spine in a condition to be more easily influenced by me- 
chanical and physiological causes. The cases which have been treated by me have 
all been of long standing, none less than seven years, and some ten, sixteen, and 
twenty years, and all with considerable torsion and gibbosity, as well as lateral cur- 
vature. * * * In some instances the section of the muscles was instantaneously 
followed by an obvious improvement in the state and appearance of the back; in 
other instances I could discover no change whatever. 

‘“‘T perform,” says-R. Hunrer, “the subcutaneous section of the dorsal muscles 
at four different places of the back. Ist. I weaken the tension of the deepest-seated 
layer of muscles—that formed by the muitefidus spine by dividing the thickest part 
of that muscle, as it lies comparatively superficially upon the dorsum of the sacrum, 
opposite the posterior superior spinous process of the ¢liwm ; 2d and 3d, I remove the 
tension of the middle layer of spinal muscles, that formed by the longissimus dorst 
and sacro-lumbalis, by cutting these muscles across, sometimes in the lumbar region, 
and sometimes in the costal region, according to the circumstances of the case; but 
more frequently in the lumbar region, near the origin of these muscles; 4th, to destroy 
the tension of the flat and more superficial muscles, I divide these muscles by a 
longitudinal incision, close to the spinous process of the vertebra, at the place where 
the tension of the muscles appears to be the greatest. In one instance I cut through, 
with considerable effect, the datiss¢mus dorsi at the side of the chest, and consequent- 
ly at some distance from the spine. ‘The muscle crossed the contracted and concave 
side of the trunk, and appeared to be accessory in huddling in the ribs of that side. 
When the patient attempted to elongate that side, a cord, as thick as the little finger, 
was seen stretching from the crest of the zliwm to the scapula; as soon as this rigid 


(a) Sormmerine, S. T., Ueber die Schad- (c) On the Section of the Muscles in Spi- 
lichkeit der Schnurbruste. Berlin, 1793. nal Curvature; in London Medical Gazette, 
(b) Gazette Médicale de Paris. 1840, No. vol. xxxii. 1842. 
14, 15. 
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cord of muscle was cut through, the ribs became less huddled together, and that side 
could be elongated to a much greater degree, and the spine materially affected. 
The cutting of the dorsal muscle is only the first, though an important step in the 
treatment of spinal deformities. The means that are afterwards employed in con- 
ducting such cases toa successful issue, are both mechanical and physiological. The 
first consist in the application of pressure, made in various ways, and by various 
means, to assist in the gradual return of the parts to their natural places; and the 
second, without which the first would be useless and unavailing, consists in infusing 
power into the muscles which have become weak or dormant from disease, 
by simply calling these muscles frequently, and in various combinations into ac- 
tion. (p_ -) : 

In reference to the division of “certain muscles of the back, on the contracted 
state of which it was alleged the distortion depended,” Syme observes, ‘‘ nothing 
could be more erroneous than this view of the case, since the muscles throughout 
its production and existence are entirely passive. They, from the first, do not draw 
the spine away, but allow it to bend, their fault being weakness, and not undue con- 
traction, so that those requiring to be connected are seated on the convexity of the 
curve, instead of its concavity, and it is needless to add, could not be strengthened by 
division of their substance.” (p. 271.) 

I have not had any experience upon the subject, but am rather disposed to agree 
in opinion with Symz.—yv. F. s.] 

1365. In curvatures dependent on great muscular weakness, internal 
tonic remedies must be employed, as bark, acorn coffee, and the like; a 
strengthening succulent diet, the use of generous wines, chalybeate mi- 
neral waters, rubbing in volatile, aromatic, and spirituous remedies, 
steel, salt, or aromatic bathing, river bathing, and so on.. In these 
cases the gymnastic exercises are especially effective, and, by their pro- 
per arrangement, the injuries are more certainly prevented, which other- 
wise are necessarily produced by rest and inactivity of the muscles, ac- 
companied with the use of the stretching apparatus. In children who 
begin to walk, it is usually sufficient to rab the back and lower limbs 
with spirituous remedies, to prevent sitting, and to let them sleep upon 
a hard mattrass. > 

In the high shoulder attempts must be made to relax and continually depress the 
too violently acting muscles, by proper rubbing, proper carriage and exercise, for 
which purpose the one-sided breeches brace, recommended by Jére, is most suita- 
ble. In high back, if there be at the same time a bowing forwards of the head, the 
machine recommended by Sxaw (a), is best, by which the muscles of the nape are 
put in greater activity, and drawing back the head is effected. 

1366. Ifthe curvature of the spine depend on softening and thicken- 
ing of the fibrous inter-cartilage, the readiness with which, by extension, 
the direction of the spine can be changed, renders it in the highest de- 
gree proper. If, by pressure, movement between the several vertebrae 
can be brought about, there is no need of making any attempt at exten- 
sion, nor of employing any other means which act forcibly on the verte- 
bre. The altered joints must first acquire more firmness. If, at the same 
tuume, there be pain, which, although not symptomatic of inflammation, 
leads to the belief of a passive gorging of the blood-vessels, a condition 
which by neglect passes on to inflammation and suppuration, leeches 
and cupping are to be first employed, though not to excess; afterwards 
rubbing in volatile camphor liniment, blisters, issues, cold douche bath, 
warm douche bath of salt water, of water containing sulphuretted hydro- 
gen, even movas, especially on the principal seat of the deformity. The 
patient should observe a quiet posture on the back, and afterwards cau- 


(a) Engravings, pl. vii. f. i, and described in his Essay on Distortions, already quoted. 
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tiously use the easiest gymnastic exercises; for instance, the motions 
with the barrow and rope. ‘The patient’s powers must be supported by 
a nutritious diet and proper medicines. 

If the nature of this aliment be ascertained only by the horizontal 
posture, or by careful attempts at extension, if no other pain exist than 
that caused by careful, extension, if it be not increased by pressure on the 
painful spot, and if it decrease by resting quietly on the back, the gym- 
nastic exercises may be at once begun, with caution; then followed by 
the employment of extension; and lastly, the lateral bandages (a) may 
be also employed. | 

1367. In curvature of the spine depending on rickets, the treatment 
must be especially directed towards the improvement of digestion and 
chylification, by tonic remedies and strengthening diet, aromatic and 
spirituous rubbings, strengthening baths, lying in the opengair upon a 
sand-bank, warmed by the sun, or to be employed; horizontal posture 
upon a hard mattress, and subsequently, gymnastic exercises and the 
extending apparatus are to be carefully made use of. The treatment 
is similar in osteomalacy; bark with phosphoric acid is here especially 
efficient, as I have repeatedly observed. ‘The very severe pain often 
occurring in these cases, must not lead to the application of leeches, 
and so on. Besides proper position, and support of the body in gene- 
ral, nothing farther can be done in these cases against the curvature. 

1368. If the curvature be connected with rheumatism, a correspondent 
treatment must be employed; and the complication having been got rid 
of, the treatment of the curvature must be thought about. Palsy of one 
or several muscles often occurs from rheumatism ; in such cases, moxas, 
douche baths, purgatives long continued, and the like, are very efficient. 


-Curvatures of the spine, from contraction of one side of the chest, after the cure of 
an empyema, or abscess in the lungs, are incurable, and every attempt at their treat- 
ment inadmissible and dangerous. Curvatures from shortening of one of the lower 
limbs, may, in many instances, be prevented by a peculiar shoe and the like, by 
which the proper length of the limb is attained. 


IIE. —Or Curvatures or THE Limps. 


[The several portions of the lower limbs are occasionally and variously 
curved and contracted upon each other, either as original imperfect de- 
velopments, or resulting at any period of life from different causes, which 
may be either inflammatory, or from paralytic affection of one set of 
muscles, whilst their antagonists still possess their contractile power, and, 
being unopposed, draw together more or less completely those portions of 
the limb to which they are attached. The fixedness of the limbs from 
either of these causes must not be confused with that depending on an- 
chylosis, already considered (par. 224”) (b) in which, after more or less 
complete destruction of their cartilages, the joint-ends of the bones are 

fixedin any position they may have acquired, during the progress of the 
disease, by a fibrous or bony union. The cases now to be considered 
depend entirely upon the condition of the muscles, their tendons, and 


(a) Devrrcu, Orthomorphie, vol. ii. p 238. (b) Vol. i. p 267, 
Vou. H.—38 
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tendinous sheaths, whilst the joints themselves have their structure en- 
tirely changed, or but very little altered; and in such only can surgical 
treatment be of any avail. 


1—OF CURVATURES OF THE LOWER LIMBS. 


Curvatures of the lower, are more frequent than those of the upper 
limbs, although the bony and muscular fabric of the former are much 
more strong and powerful, partly because the weight of the body resting 
upon them more readily produces curvature, under the existence of fa- 
vouring circumstances; and partly because in most cases, in incipient 
and even in advanced curvature, walking produces an injurious effect 
upon the lower limbs, Of the several joints of the lower extremity, 
curvature is least frequent at the hip, and most common, and, indeed, 
not infrequent, at the ankle, at which also it was most generally an origi- 
nal malformation. 


A.—OF CURVATURES OF THE HIP. 


Curvature or contraction of the thigh upon the belly (Scelocampsis, 
Lat. ; Angezogensein des Oberschenkels an den Unterleib) may originate in 
the continued action of the flexing muscles of the thigh, whilst their 
antagonists are palsied from any cause, or from sympathetic affection of 
the former muscles, with disease of the vertebra, which is sometimes 
consequent on metastasis, or from inflammation in the m. psoas. 

The treatment of these cases consists in relaxing the contracted mus- 
cles by’supplying applications, and in exciting the inactive or palsied 
muscles to action by the use of irritating remedies; and if these fail, the 
division of the flexion muscles, to wit, the m. pectineus and sartorius 
has been proposed and performed by StromEyer (a), but which, as far 
as I am aware, although successful, has not been repeated by any 
one else. 

In a case of metastatic inflammation of the spine following measles, in a child of 
ten years, in which the thigh, at first drawn close up to the belly, by yielding of the 
lumbar muscles after the use of tartarized antimonial ointment, blisters and rubbing 
in mercurial ointment, could be drawn downto aright angle, Srromever divided the m. 
pectineus and sartortus with success. ‘The division was made in the following man- 
ner :—One assistant fixed the pelvis, whilst another stretched the contracted thigh, 
. which raised the m. pectineus so that the finger could be passed behind it from its 
outer side, an inch and a half below its origin. A strong phimosis-knife was then 
introduced upon the finger through the upper half of the muscle, dividing it, and pe- 
netrating the skin. He then cut through one half of its breadth beneath the skin 
and afterwards divided the second inner and under half; and only a few drops ie 
blood followed the four little punctures made in the operation. The m. sartorius 
was divided, by adducting the knee so as to make the muscle prominent; and 
having raised it with the thumb and finger of the left hand, he thrust a phimosis-knife 
through, about two and a half inches below its origin, and divided the muscle be- 
neath the skin, the ends of which separated rather more than half an inch. ‘The leg 
immediately straightened without the least difficulty, and having been kept on an ex- 


tending apparatus for a fortnight, was allowed to get up, and in th 
months walked about well. (pp. 119, 20.) aa oat a Re 


(a) Above cited. 
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B.—OF CURVATURES OF THE KNEE. 


Curvature of the knee may be either congenital or acquired, and de- 
pending on imperfect development of the muscles, tendons, and fascia, 
or on their shortening consequent on inflammation, either of the strue- 
tures themselves or of the cellular tissue around or in the neigbourhood 
of the joint, or simply from inaction. This condition is to be distin- 
guished from the curvature which almost invariably accompanies anchy- 
losis following ulceration of the joint-cartilages, and which has been al- 
ready considered. 

One knee may curve or bend inwards, producing the deformity called 
In-knee (Genu valgum, Lat.; Ziegenbein, Schemmelbein, Germ.; Genouw 
en dedans, Fr.) or Knock-knees, when both knees are in like manner af- 
fected. It is characterized by a projection inwards of the inner condyle 
of the thigh-bone, with a less or great divergency of the leg and foot 
outwards, so that in standing the feet are far apart from each other, and 
the thigh-bones, overhanging the inside of the heads of the shin-bones, 
are, together with the weight of the body, supported mainly by the in- 
ternal lateral ligaments of the knee-joints. ‘The knees also, instead of 
being against the same imaginary plane, are placed one behind the other. 
When this deformity is great, walking is very awkwardly performed, as 
it is necessary, in bringing the leg forwards, to abduct it considerably, 
to avoid striking the knees together; and in consequence of the oblique 
direction of the leg, the inner ankle also bends inwards and the person 
treads upon the inside of the foot. 

This is a very common ailment in labouring persons who carry very 
heavy weights, but is generally worst in those accustomed to wheel 
heavy barrows. It, however, is by no means unfrequent in young peo- 
ple who grow quickly, but is often recovered from, as their bodily 
strength improves, unless occupied with hard labour. 

Little can be done for this distortion, which J have in one or two per- 
sons known to incapacitate from following any laborious employment, 
besides supporting bandages and:cold douche baths. Although irons are 
recommended, I have not seen much benefit from them. 

The knee may also be curved outwards (Genu varam, Lat. ; Sdbelbein, 
Germ;) this is, however, rare, and must not be confused with the so- 
called bow leg, which depends principally on outward curving of the 
shin-bone, and to which the slight outward bend of the knee is only 
consequent. 

Toe knee is, however, most commonly bent forward, (Contractura 
Genu, Lat.; Vorwértsbeugung des Kniees, Germ.;) and this may occur 
from original shortening of the bending muscles of the leg, or of the 

fascia covering the thigh, an account of which last was first published by 
’ Frorerp (a), who found in a corpse, that although the flexing muscles 
were cut through yet the knee could not be straightened. Very fre- 
quently the knee is bent at a later period of life, and the most common 
causes are rheumatic inflammation of the tendinous structures about the 
joint independent of disease of its interior, or scrofulous inflammation 


(a) Chirurg. Kupfert, No, 346, 
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running on to suppuration, around or even in the joint itself.. Palsy 
of the extending muscles may also give rise to this kind of bending of 
the knee. 

The treatment of these cases consists in rubbing and in the application 
of extending apparatus and the use of passive motion, from. patiently 
persisting with which for a long period, considerable benefit and occa- 
sional cure results; but in those cases which cannot be managed, it has 
been recommended to divide the hamstrings, an operation, I believe, 
first practised by Micuaruis (a), who had performed it three times pre- 
vious to October, L810, and it has since been occasionally performed 
with varied success. The operation is performed, either by division of 
the hamstring tendons at once, or by partial and repeated cuts till they 
are completely divided, using at the same time an extending apparatus 
as the patient can bear it. Objections, however, have been made to 
the operation, that in consequence of the often long-continued bent po- 
sition of the leg, the joint surfaces in the knee are so much altered in 
form that they cannot retain their reacquired natural position, and con- 
sequently dislocation of the shin-bone backwards occurs (1). The ope- 
ration is performed by passing a phimosis-knife between the hamstring 
and the bone, or between it and the skin, taking care to avoid the pero- 
neal artery and posterior &dial nerve (2). 


(1) Fereusson, of King’s College, informs me, that in two or three instances he 
has seen dislocation at the knee occur after division of the hamstrings for contracted 
knee, and has been obliged to amputate the limb. 

(2) Sranney (0) operated on a case of contracted knees two years after paraplegia 
consequent on sleeping ona damp bed. ‘* Each knee joint was immoveably fixed 
in the state of extreme flexion; the ham-strings were contracted and rigid; and the 
cellular tissue around them had become indurated, and firmly agglutinated to the 
tendons, whereby their outline could not be distinetly traced. * * * To avoid all 

_risk of injuring the popliteal or peroneal nerve, he deemed it prudent to divide the 
rigid hamstrings, and the surrounding indurated cellular tissue, by small subeuta- 
neous incisions many times repeated in both limbs, applying after each operation the 
apparatus for extending the knee-joint.”’ By this proceeding, after many months, 
the joints slowly straightened, and became moveable; but, the action of the ankle- 
joints being impeded by the rigidity of the Acuinzes’ tendons, Sranuey divided 
these, and afterwards the extensor tendon of each great toe, as it was rigid, and 
kept the toes constantly raised. Warm baths and friction were employed for sup- 


plying the limbs, and, at the end of eighteen months, the case was perfectly cured. 
—J. FL S.] 


C.—OF CURVATURES OF THE FEET. 


1369. The feet may be curved in various ways; thus, they may be 
turned inwards (Vari) or outwards, (Valgt,) or the sole of the foot and 
the heel may be inclined so backwards and upwards, that the entire sole 
shall have the same direction as the leg, or the foot may be so drawn 
forwards and upwards towards the shin-bone, that the point of the heel 
alone touches the ground. The first kind of curvature is called Clud- 
foot ; the second, Splay-foot ; the third Horse-foot ; and the fourth, Heel 
or Hook-foot (Pied-bot calcairen of ScouTETTEN.) 


(a) Ueber die Schwachung der Lehnen durch Einschneidung ; in Huretanp and Humsy’s 
Journ. der. prak. Heilk., vol. vi. 


(6) London Medical Gazette, vol. xxxv. p.98. 1844. 
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Dvvat (a) includes the various curvatures of the foot under the general name 
strephopodie, and distinguishes varus as strephendopodie, valgus as strephexopodie, 
horse-toot as strephocatopodie, its highest degree as strephypopodie, and heel-foot as 
strephanopodie. 


a.—OF CLUB-FOOT. 
(Varus, Lat.; Klumpfuss, Knollfuss, Germ.; Pied-bot, Fr.) 


SneLprake, Tomas, Observations on the Causes of Distortions of the Legs of 
Children. London, 1794. 

Izip., A Practical Treatise on the Club-foot. London. 1798. 

Briicxner, Ar., Ueber die Natur, Ursachen und Behandlung der einwarts ge- 
krummten Fiisse. Goath, 1796. 8vo. 

Numpvre, J. S., Adhandlung von der Beinkriimmung. Leipzig, 1796. 8vo. 

Wanrzet, J. M., Dissert. de talipedibus variis. Tubinge, 1798. 
. Scarpa, A., Memoria Chirurgica sui Piedi torti congeniti dei Fanciulli, e sulla 
Maniera di corregere questa Deformita. Pavia, 1817. Third edition. 8vo. 

Jére, Ueber Klumpfiisse und eine leiehte und zweckmissige Heilung derselben. 
Leipzig und Marburg, 1806. 4to.; with copper-plates. 

Dexprecn, Considerations sur la difformité appelée Pied-bots; in Clinique Chi- 
rurgicale de Montpellier, p. 147. ; 

Hep, Cuarzzes, Dissertation sur le Pied-bot. Strasbourg, 1836. 

Lirtiz, W. J., Symbol ad talipedem varum cognoscendum. Berlin, 1837. 

Inip., A Treatise on the Nature of Club-foot, and analogous Distortions, including 
their treatment, both with and without surgical operations; illustrated by a series of 
cases, and numerous practical instructions. London and Leipzig, 1839. 8vo. 

Srromeyer, L., above cited. 

Scouryerren, H., Mémoire sur la Cure radicale des Pied-bots. Paris, 1838; 
with plates. 

Bouvier, Mémoire sur la Section du Tendon d’Acuitxe, dans le traitement des 
Pied-bots. Paris, 1838. 

Dinrrensacn, above cited, p. 73. 

Bonner, above cited. 

Puituties, above cited. 

Devan, V., lraité pratique du Pied-bot. Paris, 1839. 

[Morrer, T. D. A lecture on Loxarthrus, or Club Foot, Philadelphia, 1839. 

See also anelaborate essay on Club Foot and some analogous diseases, in the New 
York Journ. of Med. & Surg., for January, 1840, by Dr. William Detmold. 

Bicetow, H. J., Manual of Orthopedic Surgery, Boston, 1845. 8vo.—c. w. N.] 


1370. Club-foot is that deformity in which the foot is so twisted on 
its long axis, that its inner edge is raised, the outer turned downwards, 
and the sole of the foot with its back brought more or less vertical. 
The toes are strongly bent, the back of the foot more convex, the sole 
more concave, and the heel raised, and inclined inwards, so that it does 
not touch the ground. The whole foot is unnaturally turned inwards. 
Upon the back (instep) of the foot, a considerable prominence is formed 
by the head of the as/ragalus; the Acutties’ tendon is much stretched. 
Walking is more or less interfered with; the patient cannot tread upon 
the sole of his foot, but only on the middle of its outer edge, and, often 
only on the outer part of the back of the foot, where commonly a large 
calosity, or mucous bag, is enlarged or newly formed. The patient is 
never able to bend his foot by muscular power; but, in making the at- 
tempt, he rather adducts the foot already inclined inwards. 


(a) Révue Médicale, Dec. 1818. 
38* 
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1871. Club-foot has various degrees. When slight, the curved foot 
may be brought back to its natural position, and the prominence on Its 
back then disappears; but the foot again treads in its unnatural posture, 
when walking is attempted. In the higher degrees, the foot ean never 
be at once brought to its natural position, and often can scarcely be 
moved in that direction. In these motions of the foot, the fibres of the 
m. gastrocnemii and tibialis anticus, and the plantar aponeuroses, 
which are always more or less stretched, oppose the straightening of 
the foot. ‘ 

1372. This malformation, which has been noticed as hereditary, is 
either congenital, or occurs subsequently. In the former case, which 
is the most common, the club-foot arises as consequence of arrested de- 
velopment; of a continuing, excessive activity of the bending muscles 
of the foot, as has been often observed in a three months’ fetus; or as 
consequence of peculiar position of the foot during pregnancy, and 
therewith also deficient innervation depending on diseased activity of 
the brain, and nervous system. After birth, club-foot may be developed 
by wounds, palsy of muscles, by spasm or neuralgia, and if the foot 
have been kept a long while in a particular posture by an ulcer, or any 
other painful circumstance, by which shortening of certain muscles is 
produced. The disturbed antagonism of muscles (contraction of those 
attached to the sole,agd to the inner edge, extension of those to the 
outer edge, and back of the foot) is the special cause of this malforma- 
tion; all the changes which therewith occur in the ligaments and bones 
are merely secondary symptoms. The shortened muscles are m. é2bi- 
alis anticus, and posticus, gastrocnemti, soleus, and plantaris, the plan- 
tar fuscia, m. flexor longus digitorum pedis, abductor pollicis, transver- 
salis pedis, flexor brevis minimi digiti, flevor longus, and brevis pollicis. 
The lengthened muscles are m. peroneus longus, tertius, brevis, extensor 
longus and brevis digitorum pedis, abductor minimi digiti. All the liga- 
ments on the plantar surface, and on the inside of the foot, are short- 
ened, as, on the contrary, those on its back and @uter edge are length- 
ened. The tarsal bones are herewith, according to the degree of 
curving, more or less removed from their mutual contact, without en- 
rely leaving the sockets or hollows, in which they had been received. 
The navicular, the cuboid, the heel-bone, and astragalus, especially 
change their position, and are twisted on their small axis. If club-foot 
exist long, the bones are fixed in their unnatural position, and more or 
less changed in their form. 

Opinions as to the cause of club-foot are very various. The notions of Parr 
and others, who held it to be the consequence of long sitting during pregnancy, with 
the legs twisted over each other, or from pressure of the feet in washing and carry- 
ing children, are merely to be mentioned. Duverney (a) fixed the cause of these 
curvatures in the muscles, and derived it from the unequal stretching of them and 
of the ligaments. Scarpa, as well as Briicuyer and Naumpere, believed that 
vicious twisting of the foot first exists, and thereby is caused an approximation of 
the points of insertion of some muscles, and the distancing of others from their fixed 
ae consequently, a shortening of the former, and an elongation of the latter. 

WaNTZEL considers club-foot as great adduction, accompanied with violent exten- 
sion, whence necessarily are the corresponding consequences ; and Jére holds it as 
a continued adduction, become habitual to the foot. Dexpecn (8) has of late with- 


(a) Traité des Maladies des Os, vohii. c. 3. (6) Orthomorpie, p. 117. 


- 
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drawn his previous opinion that the cause of club-foot is in the form of the bones, 
because the muscles do not oppose a contrary direction of the foot, which is espe- 
cially distinct in those cases where the shortening is aecompanied with atrophy, and 
with a sort of palsy. He considers the congenital, or aceidental shortening of the 
muscles, as the peculiar cause of club-foot, and, at the same time, has pointed out 
the retraction of the plantar fascia. Rupoupui, who has several times seen this de- 
formity in the fotus of from three to-four months, derives it from arrest of the ner- 
vous influence, contrary to the opinion put forth by Campzr and Guisson, that the 
club-foot arose from vicious position of the child in the womb, by which the foot 
was pressed on, and its development prevented; an opinion in which Cruvet- 
HIER (a) has participated, and Marvin (4) has sought to ground in pressure of the 
womb from deficiency of the waters. Scourerren holds the following as the 
causes of congenital and postgenital club-foot. 1. Unequal division of power be- 
tween the extending and flexing muscles; 2. Vicious condition of the joint surfaces 
of the tarsal bones; 3. Vicious position of the fwtus in the womb ; 4. Compression 
of the flexible joints by contraction of the womb; 5. Convulsions of the child in 
the womb; 6. Convulsions in early childhood; 7. Chronic inflammation of the 
muscles of the leg; 8. Vicious innervation, dependent on disease of the brain, or 
spinal marrow, without previous convulsions; 9. Contraction of the plantar fuscia ; 
10. Contraction of the muscles, without discernible cause. Duvau+(c) assumes as 
causes of congenital club-foot, (as well as of the other curvatures,) vicious position 
of the foot in the womb, and disturbance of the functions of the brain and spinal 
marrow. Consecutive or accidental curvatures he derives from wounds, fractures, 
dislocations, bad holding of the foot, from inflammation, abscess, and so on. With 
all these causes, unequal activity of the muscles exists. Buasius (d) puts forth the 
congenital club-foot alone as the /rve one; in it the above-described symptoms are 
found. That occurring after birth, which usually is not so great, and is produced 
by wounds, ulceration, palsy of the muscles, dyscrasy, and neuralgy, is a natural 
extension of the foot, caused by too violent contraction of the muscles of the calf, 
in which the turning around the long axis of the limb follows only secondarily from 
walking. This he calls the seeming club-foot. 

Club-foot is, according to Lirrte, easily distinguishable from that deformity of 
the tarsus which is caused by rickets. The participation of the parents in the dis- 
ease, the usual complication which accompanies rickets ; above all, the curvature of 
the bones of the limbs, serve as sufficient diagnostic marks. The pathognomonic 
signs, retraction of the heel, stretching of the tendons of the muscles of the calf 
and the adductors, concavity of the sole of the foot, and the curvature of the inner 
edge of the foot are wanting. 

On anatomical examination the bones appear in varus to be brought out of their 
position, without prejudice to their natural firmness, from muscular activity, and the 
weight of the body; in false varus, which arises from rickets, the bones are not only 
brought out of position by the weight of the body, but also compressed and misformed, 
in consequence of their softening. 

[The following interesting case of club-foot was under my care some years ago, 
in which the cause was at first very doubtful, and led to several operations; but 
subsequently I think there could be little doubt that it was hysterical. | 

Casz.—S. P., aged seventeen years, a stout, healthy girl, was admitted 

April 9, 1837. She has been irregular for several months, and has had three fits, 
but of what kind cannot be ascertained. About a month ago she went to bed seem- 
ingly quite well, and with perfect use of her limbs ; but, when she awoke in the 
morning, her right foot was immoveably fixed, with the sole turned upwards and 
inwards, so that when put to the ground, the limb rested on the whole length of the 
outer margin of the foot. This was accompanied with great pain along the course 
of the m. peronet. : : 

At the present time the foot is firmly fixed at right angle with the leg, and the 
sole faces directly inwards, the m. tibialis wnficus is in strong action, and its tendon 
raising the skin in front of the ankle-joint. No other tendon or muscle is unnatural. 


(a) Anatomie Pathologique du Corps Hu- (c) Révue Medicale, Noy. 1838. 

main. Paris, 1828-30. Ib. liv. ii. (d) Klinische Zeitschrift fir Chirurgie 
(6) Bulletin de ’Académie cde Médecine und Augenheilkunde, pt.i p. 60. 

de Paris- 15; Nov. 1836, 
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Any attempt to restore the proper position of the foot causes great pain in the course 
of the contracted muscle. 

In the course of the two following months, a moxa was thrice applied on the ealf 
of the leg, with the hope of stimulating the antagonist muscles to action, but without 
benefit. 

May 18. She was attacked with pain on the inner edge of the calf of the leg, fol- 
lowed by a little swelling, as if the m. gastrocnemit were in action at that point, and 
accompanied with slight tenderness. ‘These subsided in the course of a few days, 
and her condition otherwise remained unchanged. 

June 15. A stream of cold water was ordered tobe poured on her leg, from a height 
of five or six feet, for a quarter of an hour every morning. ‘This was persisted in for 
three weeks, occasionally followed by pain; but then given up, as there was an 
erysipelatous blush about the ankle, which, however, soon subsided. 

July 10. A moxa was put in opposite the origin of the sciatic nerve. 

July 14, Complains of pain on the outer side of the calf, but more severe than 
before and accompanied with swelling of the muscle; these have been coming on 
for the last three days, and the swelling is about the size of half a walnut, tender, 
but not firm though very distinct. 

On the following day she was electrified in the whole length of the m. peronez, 
and from them across to the m. tibialis anticus. This was continued daily for a 
short time and she fancied she could move her great toe a little. 

July 21. One or two electric shocks were also passed through the region of the 
womb, in hope to excite it to action; but, after repetition for two or three days, was 
given up as it produced great pain in the pelvis, without other effect. 

Aug. 9. The electric shocks having blistered the front of her leg, sparks were 
ordered to be taken daily instead. About a fortnight or three weeks after, the ante- 
rior tibial muscle certainly had yielded, and she was able to get the sole of the foot 
flatter upon the ground, and walk a little better. This, however, lasted only a fort- 
night, and the foot then gradually reverted to its old position, if not worse. The 
electricity was therefore given up, and nothing more was done till 

Oct. 21, when the tendon of the m. tbial’s anticus was divided two inches above 
the ankle-joint, with a phimoszs-knife, and snapped with a sharp report. Motion was 
immediately restored, and the sole could be placed on the ground, but returned to its 
old position when left alone, and she then suffered great pain in the instep, and up 
the front of the leg, which continued for three hours. It therefore was necessary to 
preserve the natural position, by applying a foot-board to the sole, on the sides of 
which the branches of a stirrup were attached, and from its crown a rod, with a 
screw for adjusting its length, was carried upon the front of the leg, and fixed by a 
circular bandage below the knee. This apparatus did not answer the purpose, and 
therefore, on the following day, I put Boyrr’s splint on the outside of the limb with 
a foot piece. This was continued for more than a week, but every day the foot was 
found returned to its old posture, and for the greater part of the time the pain in the 
leg continued. At the end of the week a back-splint was put behind the length of 
the limb, and the top of the long splint fastened to it, to prevent it turning forward, 
in which position it had been daily found. This at first seemed to do very well, but 
it failed, though carefully attended to in the same way for a fortnight. 

Nov. 19. Still nearly as great inversion of the foot as at first, but it could be 
restored to its proper place by the hand as easily as at first, and when let go again 
became distorted. The peroneal muscles do not seem to have the least power. 
Flexion of the foot upon the lee is much restricted, and it seems probable that the 
Acuinies’ tendon will require division, 

Wishing to try whether any advantage would be attained by her attempting to 
walk, an apparatus was applied on the outside of the leg, consisting of an iron rod, 
jointed at the ankle and knee, and extending half up the thigh, with some straps 
round the leg and thigh, and a foot-piece at right angle with its lower end, upon 
which the sole of the foot was firmly bound with a roller. She was directed to 
move about with this, and upon crutches. ‘I'he sole bears well on the ground, but 
the great toe turns inwards, and she has pain along the back of the leg. This plan 
was persevered in for ten days, the bandages being adjusted as was found necessary. 

Nov. 25. On consultation with Dr. Lirrie he thought the m. tibialis posticus was at 
fault, and I therefore divided it with a phimosis-knife, from behind forwards—to wit, 
entering the knife between the tibial and long flexor muscles of the toes, about three 
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inches above the ankle, and carrying the point down to the bone, cutting with it 
inwards. The inversion immediately subsided, and the foot recovered its natural 
position; a slip of plaster and a narrow roller were applied, but nothing more done. 

In the evening she had pain along the inside of the shin-bone, which increased 
during the night, and subsided on the following morning, but came on again towards 
evening with severe burning, and a sensation of stretching along the front of the leg, 
but which entirely subsided next day. 

Nov. 29. On visiting her this morning, the foot was again found a little turned in 
the old direction, which she herself had noticed when she first woke this morning. 
She complains of “a shrinking pain along the inside of the leg, very différent from 
the stretching which she first felt on the night of the 26th; but which has now 
entirely ceased.” The foot can be restored to its natural position without the least 
difficulty, but, when left alone, has still the disposition to turn in. The jointed 
iron rod and foot-piece were therefore reapplied, and answered well. 

_From this recurrence of the distortion, and the continued absence of the menstrual 
discharge, accompanied with headach and pain in the loins, it became questionable 
whether it might not really be an hysterical affection, of which indeed there had 
been a suspicion when she was first admitted. It was therefore determined that she 
should take mist. ferri comp. 3jss. ter die, which was continued till 

Dec. 16, without any benefit. It was therefore left off, and five grains of ergot of 
tye three times a day, with a warm foot-bath every night, were ordered. ‘Two days 
after, the headach and pains in the loin were much relieved, and had ceased entirely on 

Dec. 23; but no change or improvement has occurred as to the menses, or the 
inversion. The medicine was suspended for three weeks. 

Jan. 28, 1838. The ergot resumed for a week. 

Feb. 7. The ergot again. Ordered for the same period. 

eb. 24. No alteration. The foot continues turned in, but there is no disposition 
of elevation of the heel. It was therefore determined to excite the action of the 
m. peronet by blistering along their whole length. 

March 3. A second blister has been applied, but there is no improvement; indeed, 
the heel is more elevated. A third blister was then put on, and the stirrup readjusted 
to the foot andleg. On the following day the menstrual discharge appeared sparing- 
ly, the first time for thirteen months, and continued only a couple of days. . 

March 31. She took a dose of the ergot, and next day the menses appeared, and 
continued for three days; but no recovery of the foot followed, and she left the 
house in 

April, with the sole still turned inwards and upwards. 

I saw nothing of her for several months, till I accidentally met her; and, observing 
she was walking well with the sole of the foot to the ground, which she informed 
me had recovered itself, without any farther treatment, a month or two after she had 
left the house, and that she was menstruating regularly. 

From this account, I was led to believe that the contraction of the muscles, which 
had successively occurred, was hysterical, and that the operations I had performed 
were superfluous. 

Varus sometimes occurs’as consequence of palsy of the muscles of the leg during 

teething. I operated, in 1839, on a case of this kind in a girl, between eleven and 
twelve years old, in which the foot first dangled from the ankle; but, as she grew 
up, and began to walk, inversion commenced, and, when I first saw her, whilst 
standing upright, the foot rested on the whole dorsum pedis, except the great meta- 
tarsal bone, which faced outwards; the tuberosity of the heel-bone was raised about 
an inch from the ground, and its under surface faced inwards ; before this bone 
nearly the whole sole faced directly upwards. When lifted from the ground, the 
foot nearly recovered the natural position; but there was still a little disposition to 
inversion, and the weight of the front of the foot pointed the toes. When the knee 
was Straight, the foot could not be flexed at all on the leg; but, when the knee was 
much bent, the sole could be almost entirely applied to the ground. The gastroc- 
nemial muscles were little developed, and the muscles generally did not control the 
foot. The Acumurs’ tendon was divided, and extension made; after five weeks, a 
steel rod, jointed at the angle and knee, and attached to a boot, was put on, soon 
after which she got up, and, in rather more than seven weeks, began to walk with 
the sole flat on the ground, with the assistance of a stick, which, in the following 
week she threw aside of her own accord, and walked slowly without assistance. 
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She would probably have improved more quickly, but that a slough formed on the 
skin of the tuberosity of the heel, in consequence of the foot-piece of the first ap- 
plied apparatus having pressed unduly. At the end of six months she walked very 
well, and the treatment had perfectly succeeded. ; 

Shortly after, I had another case of the same kind in both feet of a child, three 
years old, in which the same proceeding was adopted with success, as the child 
walked upon the soles tolerably at the end of six months, whilst wearing boots with 
jointed steel leg-rods. But he could not do without these, as the paralytic muscles 
had not recovered, although galvanism had been employed.—s. F. s.] 

1373. As to the prognosis of this ailment, all depends on its degree 
and complication. If there be simply disproportion between the muscles, 
if the twisted bones have neither their form changed, nor are fixed in 
their unnatural position by anchylosis, a favourable issue may be hoped 
for; and the more if the patient be young, far distant frem manhood, 
have no accompanying dyscrasic disease, and the nutrition of the curved 
foot have not suffered much. The time in which the cure of this ali- 
ment may occur is not determinable, and depends upon the mode of its 
treatment, in addition to its degree and duration. In adults who have 
walked long on their crooked feet, in which the bones are anchylosed, 
or considerably changed in form, their complete cure is impossible. 

1374. The treatment of club-foot consists in the restoration of the 
natural antagonism of the muscles, and of the straight direction of the 
foot, which is effected either by lengthening the shortened muscles. by 
means of gradual extension and mechanical contrivance, or by cutting 
through the tendons of the shortened muscles, and subsequently straight- 
ening the foot by the mechanical means. The first (mechanical) mode 
of treatment is always tedious and difficult, especially in a greater degree 
and longer duration of club-foot, in which case frequently it is of no 
service. It is indicated in slighter degrees of club-foot, when the foot can, 
without much trouble, be brought straight, and a constant careful over- 
sight of the patient is possible. The division of the tendons isin all 
cases the most fitting, when the first mode of treatment has been without 
benefit, or where the greater degree and duration of the curvature has 
led to the expectation of its being baffled, or, from external circumstances 
a speedy termination of the cure is required. 

1375. The treatment, by gradually lengthening the shortened muscles, 
is divided into the periods of rightly directing, steadying the foot, and of 
walking. 

In order to bring the foot gradually into the straight direction, it is 
recommended to use a warm bath, in which twice daily, the foot is to be 
immersed up to the knee, for about half an hour, and during this time 
attempts made to bring the foot into its natural position, holding it with 
one hand, so that the thumb lies upon the back, the forefinger on the 
inner edge, and the other fingers upon the sole of the foot, and with the 
other hand placed round the heel, by which the foot, and especially the 
heel, is turned outwards, the front of the foot raised, and its hind part ” 
depressed. These manipulations must be carried on slowly, and for 
some time. When the foot has been taken out of the bath, and properly 
dried, lard or goose-fat is to be rubbed on the inner and hinder part of 
the leg and on the inner and plantar surface of the foot, and any spiritu- 
ous fluid should be rubbed on the fore and outer part of the leg and foot. 
For the purpose of keeping the foot drawn towards its natural direction, 


CLUB-FOOT. 451 


a triangular piece of cloth is used, folded to the breadth of two fingers, 
and about three-quarters of an ell long; it should be placed beneath the 
calf, carried around both ankles, fiom without inwards, over the back, 
and over the middle of the inner edge of the foot, under the sole out- 
wards, and, by proper drawing, it bends the foot outwards. This turn 
being repeated, the tip of the cloth is carried from the outer, obliquely 
upwards toward the upper edge of the foot, and both then connected by 
a packer’s knot upon the back of the foot, are carried around the ankle, 
and tied together (Brucunev’s bandage.) This cloth must be applied 
once or twice a day ; but, as it nevertheless is easily displaced, strips of 
sticking plaster may be applied on the same plan, much more efficiently, 
for the purpose of bringing the foot into place (a). 


In children born with club-foot, we are restricted for the first two or three months, 
on account of the delicacy of their skin, to frequent daily manipulation, by which it 
must be aitermpted to bring the foot gradually to its place; and subsequently the 
mode of treatment proposed is to be employed. Success is frequent in these cases, 
on account of the slight degree of the evil and the yieldingness of all the parts. A 
elub-focted patient who has already walked, must from the very onset of the cure 
be carefully restricted therefrom. 

Scarpa has recommended a peculiar spring for gradually bending the foot out- 
wards ; it is applied on the outside of the foot, and fastened with two straps. Re- 
peated experience has decided me on giving up this practice, and giving preference 
to the sticking plaster. 

[As far as I have had opportunity of observing, little real benefit is derived be- 
yond straightening the foot, whatever bandage or apparatus be used, before the 
child can be put on his feet, and the weight of his body counteract the unnatural 
contraction, or disposition to contract, of the gastrocnemia] muscles. I therefore 
rarely do more than, as Cueiivus recommends, fix the foot with sticking plaster, and, 
perhaps, put on a light tin shoe, with a back, to render the bandage more firm, but 
with little expectation of flexing the foot.—z. Fr. s.] 


1376. When the foot has been so far managed, that it can be brought 
with the hand to its proper place, it is best retained there by the so- 
called Scarpa’s second machine (1), which is applied over the stock- 
ing and worn day and night. The patient may then be permitted, gra- 
dually and upon even ground, to stand and walk. After some time, 
when the foot retains of itself its natural position, the apparatus may be 
left off during the day, but still worn at night. It is best to let the pa- 
tient wear a laced boot, which should lace to the toes and have a thin 
steel plate at its back. 


(1) Scarpa’s machine consists of a shoe, the front of which is made of a thin 
padded shoe sole, and the back part of a steel plate (a parabolic spring) which en- 
closes the whole heel. On the inner part of this parabolic spring is a padded strap 
whieh is drawn over the back of the foot and fastened to a stud on its outside. A 
horizontal spring is continued from the outside of the parabolic one to the tip of the 
foot, around which it is fastened by a padded strap. At the hind end of this spring 
is a strap fastened to a stud on the inside of the parabolic one; and from the outside 
of the latter a moderately curved spring, with its concave surface towards the leg, 
ascends up to the region of the knee, and is connected with the parabolic spring by 
a rivet in form of a ¥. Two padded straps serve for fastening it to the leg above 
the ankle and below the knee, which, by means of pieces of tin and screws, can be 
variously attached to the vertical spring. Scarpa’s machine is similar to that pro- 

osed by Detpecn (b). To it must be given merited praise and preference above 
all others (c) (2). 
(a} Giese. Salzb., Medic.-Chirur. Zeitung, 1814. vol. iv. p. 75. 
(b) Above cited, pl. v. vi. vii. Orthomorphie, pl. xlii. 
(c) Muzinnausen; in Gott. gel. Anzeig., 1799, p. 713; 1897, p. 2019; 1801, p. 1321. 
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Besides these mentioned, a number of machines and apparatus have been pro- 
posed, of which mention can only be made. Htppocrares’ laced boot; the appa- 
ratus of Park, Hinpanus, and Haar; the machines of Venet BrinNINGHAUSEN (a), 
of AurenrirtH, of Biomer ()), of Dexacrorx, and others. 

2. Scarpa’s shoe is a very good instrument when the varus is not great, but it 
will effect no benefit in a bad case; nor will any other; and division of the tendon, 
or tendons, will be requisite to produce a cure. I may mention, that where I have 
seen it used, the child walks on his heels, and in spite of the spring, the gait is that 
which is so well known as resulting from what is called pigeon toe.—s. ¥. 8.] 

1377. The subcutaneous division of the tendons for the more speedy 
restoration of the position of the foot especially applies to the ACHILLES’ 
tendon, the tendon of the m. tibialis anticus, and the plantar fascia. The 
Acuiiues’ tendon generally offers the greatest hindrance to the proper 
direction of the foot; its division alone is in many cases sufficient, or 
only in the after-treatment is the necessity for the division of the other 
tendons declared; often, however, on first examination the necessity 
for the simultaneous division of both is shown by the great stretching 
which the other tendons present. Besides those mentioned, I have, 
even in the most severe degree of club-foot, never found it necessary to 
divide any other, although the division of the tendons of the m. tibialis 
posticus and of the m. flexor longus pollicis have been considered neces- 
sary and performed by others; and Srromeyer, who has frequently cut 
through the tendon of the m. tibialis posticus, himself admits that from 
the result of his observations on the division of this tendon no decisive 
influence upon the restoration of the form and function of club-foot is to 
be ascribed to it. 

1378. The division of the AcutLiEs’ tendon is performed most simply 
and effectually in the following manner. ‘The patient is laid upon his 
belly, the leg held by one assistant and the foot pressed in its natural 
direction by another, so that the Acuities’ tendon may be tightly 
strained and very prominent; the thumb and fore-finger of the left hand 
are then to be placed on both sides of the tendon to fix it and the skin 
covering it, and then a narrow slightly convex and pointed bistoury (1), 
held flat, is to be thrust in at the inner side of the tendon and directly 
behind it, about two inches above the heel, beneath the skin, without 
penetrating it on the outer side, and then the edge of the knife being 
turned towards the tendon, cuts it through (whilst the flat of the thumb 
of the left hand placed upon the tendon presses it against the edge) 
with one or more strokes, without injuring the skin. At the moment of 
the complete division of the tendon a crack is heard, the two ends of 
the tendon separate more or less widely asunder, and the foot inclines 
in the same proportion to its natural position. As soon as the knife is 
withdrawn slight pressure should be made with the thumb against the 
little wound, to squeeze out the blood and to prevent the entrance of 
air; the wound is to be covered with some strips of sticking-plaster 
and wadding, which are fastened with some turns of a lightly-applied 
roller. ‘The patient is then to be carried to bed, and the foot placed ‘in 
a suitable position. 


(2) Ricurer’s Chirurg. Bibliothek, vol. (b) B. Bruns, Dissert. de tali 
xv. p. 566, pl. i £1, 2, E Berol., 1827. ere 
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Tuitentus (a), Micuarnis ()), and Sarrortus (c), cut through the tendon simul- 
taneously with the skin. Detrecu thrust the blade of a bistoury behind the AcaiLuzs’ 
‘tendon, so that on both sides a skin wound is produced about an inch long; a con- 
vex knife is then introduced, with the edge of which towards the tendon he divides 
it transversely, without wounding the skin above it. Srromeyver thrusts ina nar- 
tow curved fistula-knife about two inches above the heel, behind the AcHiLLEs’ ten- 
don, and out at the other side, and cuts through it in withdrawing the knife. Srozss 
makes with a narrow double-edged bistoury, which he thrusts in flat behind the 
Acuities’ tendon,a wound two and a half inches wide, without perforating the skin 
on the other side, draws the bistoury back, and introducing a button-ended one, 
slightly curved, and cutting on to a‘slight extent, with which he divides the tendon. 
Bouvier (d) makesa slight puncture in the skin with the point of a lancet, a few 
lines before the tendon, where it is thinnest and strongest, and introduces through 
this puncture a straight narrow button-ended tenotome between the skin and tendon, 
and cuts through from before backwards. Gurrin brings his narrow tenotome, 
slightly rounded in front, through a previously made small skin-wound beneath the 
tendon. Scourerren stretches the skin with the fingers of the left hand, at the 
same time drawing it somewhat inwards and thrusts in the tenotome at the inner 
side of the tendon, carrying it from behind forwards and from within outwards, 
without penetrating the skin on the opposite side; he now depresses the handle, 
draws the knife backwards and forwards, and the tendonis divided, Dizrrenpacu 
and others practise in the above-mentioned way. 

[(1) I never use any other than a1common phimosis-knife, which I pass flat before 
the tendon, till I can feel its point against, but without penetrating the skin on the 
outside of the lex; then turn the edge to the tendon, which being made tense by an 
assistant, and pressed against the knife with the left thumb, I cut through with the 
end of the knife as I withdraw it.—s.F.s.] 


1379. When after from three to five days the little wound has closed, 
the return of the foot to its natural position is to be set about with a 
machine, which gradually effects the necessary apparent change of posi- 
tion. Srorss’ apparatus best answers this purpose. ‘The return of the 
foot to its natural place ensues more quickly or more slowly according 
to the degree and duration of the curvature; all violence must be 
avoided, and by the gradual reinforced degree of extending the foot 
and proper soft pads, all painful pressure and excoriation are to be 
avoided. When the foot is brought to its natural position, Scarpa’s 
apparatus may be applied and the patient allowed to walk. The move- 
ments of the foot are at first uncertain and stiff, but they improve by 
exercise, and in similar proportion does the atrophic condition of the 
muscles diminish, to which end rubbing at the same time with spirits 
may somewhat contribute. 

De.rrcu’s apparatus, (e), Srromever’s (f), Scourerren’s (g¢), and Pauu’s (A) 
are also used for this purpose. Pauut, when after two or three days the little wound 
is healed, surrounds the foot with a mould of plaster of Paris, which he makes ina 


sort of jointed wooden boot, and leaves to hardeh. If the proper position of the 
foot cannot be at once effected, he renews it frequently(1). desig 

In not very great curvature, the foot often at once, after the division of the 
Acuitues’ tendon, can be restored to its natural position, and in these cases the ex- 
tending machine may be at once applied. In most cases, however, this is impos- 
sible, or pain, inflammation, and so on, are too easily excited by the extending force; 


(a) Medicinische und chirurgische Be-  serlesener chirurgischen Beobacthungen,vol. 
merkungen. Frankf., 1789. p. 330. lili, p. 208, : ee 

(b) Ueber die Schivachung der Sehne (d) Bulletin de l’Académie de Médecine 
durch Einschneidung, als einem Mittel bei de Paris, December, 1836, 


manchen Gliederverunstaltungen; in Hure- (e) Above cited, pl. ix. 
tanp’s and Himty’s Journal, vol. vi. Nov. Giayak iil, 
1831, p. 3. (g) Pl. vi. ; 

(c) Sizsotp’s Sammlung seltener und au- (h) Above cited, fig. 1. 
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it is therefore best to commence the setting straight first when the little wound has 
healed, (Srromever, Dierrensacu, Storss, myself and others,) (2), and not im- 
mediately after the operation (Tuinentus, Micnae is, Sartorius, Detrecu, Bovu- 
vier, Paunt, Duvan, Biasius.) ; 

[(1) When I first began to operate on cases of varus, I had not any opportunity 
of either being acquainted with or seeing Srromer’s apparatus, which I think is by 
far the best instrument for treating these cases I know of, and I used Boyer’s splint 
for fractured thigh, with the shoe, which I first fastened on the foot, and then having 
fixed it upon the projecting bar, gradually from day to day, drew down the upper 
end of the splint tothe plane of the thigh-bone as the patient could bear it; for 
although when the shoe was firmly fixed, the length of the splint was so great, that 
it produced such powerful leverage as to overcome every resistance to placing the 
foot immediately in its proper position, yet I was afraid of attempting it at once, on 
account of the violence which would have been needed, and the pain the patient 
would have suffered; for even inthe way I used it, the patient suffered considerably, 
from the stress of the shoe-straps, and constantly sought to relieve himself, so that 
almost daily the foot was found more or less displaced, however well it had been ar- 
ranged on the previous day, and therefore the progress of the cure retarded. 

I therefore altered my plan, and instead of at once attempting to turn the sole down 
and flex the leg upon the foot, I first endeavoured to get the foot straight with the 
leg, leaving the toe pointed, and the heel raised, or in other words, to convert the 
club-foot into horse-foot, and afterwards gradually to flex the foot on the leg from 
day to day. The first part of the proceeding was affected by Boyer’s splint and 
shoe, with the simple alteration of making the foot-bar, upon which the shoe was 
fixed, round instead of square, so that when the bar was entered into its socket, the 
sole of the foot was readily turned down without making any flexion upon the leg, 
the socket moving on the bar as the toe pointed, which it is always first disposed to 
do after the division of the Acuinues’ tendon. After a few days, when the patient 
had become accustomed to this new position, I began gradually to flex the foot on 
the leg, by slipping the foot-piece into the foot-piece of the stirrup apparatus for 
fractured knee-cap, the circular bandage of which was fixed above the knee, and 
then gradually shortened the screw rod as the patient could bear the stress upon'the 
ball of the great toe, which was considerable. ‘This answered the purpose, but it 
was a very clumsy contrivance, and I soon managed to contrive a more simple and 
efficacious instrument, which consisted of a pair of long narrow splints, like Bover’s 
splint, one for the outside, and the other for the inside of the leg and thigh, which 
were connected at bottom by the circular bar on which the foot-piece moved, and 
upon the leg and thigh, by three or four straps and buckles. For flexing the foot,a 
stud was placed on each edge of the foot-piece, near its toe end, upon each of 
which a leather strap fastened, by which the toe end of the foot-piece could be drawn 
up, and, the foot flexed on the leg, to such extent as might be wished ; and this 
being determined, the other end of each strap was fastened on a stud im the side of 
the corresponding splint upon the thigh. 

This apparatus I have used very frequently and successfully, and with children it 
serves every purpose required, if the surgeon be content to restore the straight po- 
sition of the foot first, and afterwards to flex it. The instrument has the advantage 
of being easily made by a common carpenter and smith, and with little expense, 
even if a new one be made for every case treated. Ido not presume to put it in 
competition with Srromeyer’s excellent apparatus, which cannot always be ob- 
tained when required, is expensive, and needs some little practice for its proper em- 
ployment. It is, however, a most capital instrument, and effects at the same time 
the flattening of the sole and the flexion of the foot with little more than a feeling of 
confinement to the patient, if it be properly adjusted. ‘ 

(2) Ifully agree with those who preferleaving the limb atrest for a few days after 
dividing the tendon ; as the patient then bears the extension with less pain. I first 
began by putting the limb in place at once after the operation, but finding it often 
necessary to slacken the bandages, I gave it up, and pursued the other practice with 
greater satisfaction.—s. F. s. | 


1380. If there be present with club-foot, considerable bending of the 
toes, and great concavity of the sole of the foot, in which case the plantar 
fascia is stretched like a cord in attempting to extend the foot, the divi- 
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sion of that fascia is necessary (1). If the foot be strongly drawn in- 
wards, and the curving of its outer edge be so considerable that the great 
toe and the inner edge of the foot are much contracted, then the tendons 
of the m. tibialis anticus and extensor proprius pollicis must be divided. 
In greater bending inwards of the foot, so that it can only with the 
greatest force be moved towards the horizontal axis of the shin-bone, 
the tendons of the m. tibialis posticus and extensor proprius pollicis must 
be cut through. 

In dividing the plantar fascia, the heel and toes should be strongly 
drawn asunder by an assistant, by which the fascia is still more stretched 
and projected, the knife is to be introduced, flat on the inner edge of the 
foot under the fascia, its edge should then be turned and the fascia cut 
through as it is withdrawn, without injuring the skin on the opposite 
side, which I have often done with ease. The tendon of the m. tibialis 
anticus may in this way be divided at the lower end of the shin-bone, 
where it projects very greatly beneath the skin; also the tendon of the 
m. extensor pollicis proprius, to the outer side of which. the anterior 
tibial artery lies, and may be easily avoided. ‘The division of the ten- 
don of the m. tbialis posticus is made half an inch above the inner ankle; 
the nail of the left fore-finger is to be placed over the posterior tibial 
artery, and the point of a curved knife carried to the bone, and forwards. 
upon it, divides the tendon (2). A cut three-fourths of an inch long is 
made more conveniently along the course of the tendon above the inner 
ankle ; the foot is then turned outwards, and the exposed tendon divided 
with the point of a knife (Srromeyer.) ‘he tendon of the m. flexor 
pollicis longus: is cut through near the inner edge of the foot, where when 
violently stretched, it projects between those of the m. flexor pollicis 
brevis and of the m. adductor pollicis, beneath the skin, without thrusting 
the knife out at the other side. 

{(1) Shortening of the inner portion of the plantar fascia producing great diminu- 
tion in the length, with considerable elevation of the inside of the arch of the foot, 
in which case, the great toe generally stands almost upright, instead of resting hori- 
zontally on the ground, I have seen several times, independent of any disposition to 
club-foot. I have usually cured it without difficulty, by thrusting a phimosis-knife 
on the inside of the foot, opposite the base of the great metatarsal bone, between the 
skin and fascia, and dividing the latter in withdrawing the knife. No apparatus is 
requisite, but after three or four days, when the: weight of the body can be borne, 
the patient is to be directed to walk about a little, so that the newly-formed con- 
necting matter is gradually lengthened, and the arch of the foot drops to its natural 
level; the great toe also at the same time recovers its place. 

(2) The division of the tendon of the m. tibialis posticus is the only one which 
requires much anatomical knowledge or, care, on account of the close neighbourhood of 
the posterior tibial artery, which I once divided in performing this operation on a. 
child; it bled very smartly for a few minutes, and having enlarged the wound, I at- 
tempted to take it up, but the ends had retracted so much, that I could not succeed, 
and therefore thought best to bring the edges of the wound together and apply a 
compress. Union took place, and no hemorrhage occurred. I have been told that 
such accidents are not very unfrequent, and that no inconvenience follows ; but there 
can be no doubt it were better avoided.—s. F. 8.] 

1381. If the patient be kept quiet, ordinarily no important symptoms. 
come on; I have not, at least, observed any in my own practice; and if 
they occur, they would depend rather on the patient’s constitution than, on: 
the operation itself, if properly conducted. Should inflammation ensue, 
and if it be not dispersed by cold applications, the pus must be early 
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evacuated, and by proper treatment the extension of the suppuration and, 
exfoliation of the tendon prevented. If unfavourable symptoms occur 
after this operation, and if in some cases of old and very considerably 
curved club-foot the result of this operation be not perfect, or even not 
considerable, and which indeed eannot be previously ensured, yet they 
do not damage the value of this operation. Even in the earliest child- 
hood it may be employed. 


Buasrus supposes that the operation, when applied to true club-foot, that is, to 
severe cases, where it alone can be preferred, effects little or nothing; that it rather 
only applies to spurious elub-foot, and especially to slight cases. Club-foot is a 
complication of anomalies: and that the inversion is the most important point; but 
the operation is directed against only one anomaly, and not at once against the most 
important. Many groups of muscles participate in the vicious position; the opera- 
tion is only directed against the muscles. of the calf,—at most against the m. tibialis 
anticus or some one of the others. Atrophy of the leg is always present, and against 
it can the operation be of no use. This opinion is contradicted by what has been 
already said, and by the experience both of others and myself. Against Bua- 
sius’s opinion of the propriety of amputation in such states of club-foot, compare 
STROMEYER, (a). 


b.—OF SPLAY-FOOT. 
Valegus, Lat.; Platifuss, Germ.; Pied-plat, Fr.) 
iS /, ) 


Bucurtmann, Inaug. Abh. tiber die Plattfuss. Erlangen, 1830; with plates. 

Nervermann, Ueber den Plattfuss und seine Heilung; with a plate; in Ham- 
burger Zeitschrift, vol. iv. part ii. 1837. 

Srromerer, above cited, p. 99. 

Dierrensacu, above cited, p. 127. 

1382. Splay-foot, the reverse of club-foot, is a frequently occurring 

deformity, in which there is not any actual twisting, but rather only 
such inclination. of the foot outwards that the inner ankle projects very 
much and descends lower than natural, that beneath the outer ankle is 
a more or less deep depression, the natural arching of the back of the 
foot and the cavity of the sole and of the inner edge of the sole are lost, 
and the foot touches. the ground at once with the whole sole, and is 
widest at. the tarsus. Generally the foot is unusually cold, dusky-red 
or bluish, as if frost-bitten, but, however, much disposed to sweat, so 
that it is always moist; the skin of the sole is soft, and without the 
usual hardness and callosities. In walking, splay-footed persons direct 
the knee inwards and the. foot outwards, so that they mostly tread on 
the inside of the foot. 
_ 1383. The inconveniences in splay-foot are, speedy fatigue in walk- 
ing, swelling of the foot around the ankles, and soreness of the soles of 
the feet, on which account persons. so affected are not fit for military 
service in the infantry. From the-continual straining of the feet, even 
chronic inflammation of the ligaments and synovial membranes arises, 
by which not merely pain but also serous exudation among the tarsal 
bones takes place. This requires rest, by which the transition to caries 
is prevented (Srromryer). It is remarkable that affections of all kinds 
arising on the feet or legs. of splay-footed persons, especially inflamma- 
ton and ulcers, are always remarkably stubborn. 


(@) Casrer’s Wochenschrift, 1836. Nos. 34, 35. 
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Splay-foot must be distinguished from Broad-foot which is simply an 
enlargement of the natural form of the foot dependent on the extension 
of the lateral ligaments, attached to the metatarsal bones, caused by their 
frequent use (a). 

1384, Splay-foot is either congenital, and shows itself in different 
degrees directly after birth, as I have several times noticed, .in which 
there is unyieldingness of the m. peronet, especially of the m. peroneus 
ongus, and the ailment is certainly caused by the position of the child 
in the womb; or it is developed later, rarely in the female sex and in 
children under ten years. ‘There is probably a congenital disposition 
in the position of the tarsal bones, or atony of the plantar fascia and 
tarsal ligaments, where first, at a subsequent period, and from straining 
in standing, walking, and so on, splay-foot is developed, and the heel-. 
bone is so twisted inwards that its outer surface inclines more upwards, 
and the inner more downwards at the same time. The position of the 
other tarsal bones and their joints is little changed; the,head of the 
astragalus and euboid bone often project rather more inwards. In 
many families, especially among Jews, splay-foot is hereditary. Con- 
tinual standing, especially with bare feet upon the damp ground, and. 
much work influence its development. In the higher classes splay-foot 
very rarely occurs. 


As to the causes of splay-foot, which have, however, only recently been atten- 
tively noticed, opinions are different. According to Liston (8) the ailment arises 
from a thickening (exostosis) of the distal end of the first metatarsal bone, in conse- 
quence of blows, rheumatism, gout, and scrofula, in opposition to which Froriep (c) 
correctly observes, that this is‘only an accidental complication of splay-foot. Roc- 
Netra (d) holds congenital splay-foot consequent on deficient development of the 
heel-bone, and the acquired, as consequence of relaxation of the ligaments of the 
tarsal bones. ‘THune (e) lays the cause in a twisting round of the heel-bone, so 
that its outer surface is:turned upwards, and its inner one somewhat inwards. The 
firm connexion between the heel-bone and astragalus by their unyielding ligamentous: 
apparatus, cause a similar change in the position of the astragalus. If deformity be. 
added, it is accompanied with subluxation between the articular su faces of the 
head of the astragalus and the navicular bone, in which case the tuberosity of the 
Jatter sinks lower than the front part of the head of the former, which is itself 
sunken. The ligaments, especially the dorsal ligaments, between the asiragalus 
and nav'cular bone, but'still more, the plantar ligaments, and most of all, those be- 
tween the two bones are very much stretched. ‘The front fibres of the deltoid liga- 
ment and ligamentum fibulare tali anticum, are also considerably stretched, as the 
shin-bone rests only on the hindermost part of the upper joint-surfaces of the astra- 
galus, and thereby the navicular bone is removed more forward and the splint bone 
more outwards from the navicular bone. Srromryer places the cause of splay- 
foot in atony of the plantar fascia and-of the tarsal ligaments. As these yield to pres- 
sure, the foot loses its arch,and contrariwise inclines outwards, because the action of 
the tibial muscles and of those of the calf, which properly press the outer edge of 
the foot and the ball of the great toe against the ground, in less strength of the 
ankle-joint, urge the shin-bone inward, which at the same time is: accompanied with 
a driving forwards of the same bone. Atony of the leg is not to be considered as 
one of the causes in splay-foot; for in some degree of bad cases all the muscles are 
in such stretched condition that it cannot be ascribed to atony. Pes 

Tuune (f) distinguishes primitive and secondary valgus, The former is already 
fully developed at birth, and accompanied with a stretching of the muscles on the 


(a) The Circular to the Prussian military (b) Lancet, March, 1835, 
physicians, showing the difference of Broad (c) Chirurg. Kuptert. pl. 339. 


and Splay-foot, in reference to the examina- (d) Archives générales de Médecine, 1834, 
tion of recruits; in Rust’s Magazin,.vol. (e) Nevermann, above cited. 
Vopr ls (f) Nivermann, above cited. 
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fore and outer part of the leg, which increases and becomes painful if it be attempted 
to put the foot straight; but the foot itself is not deformed. Secondary valgus cecurs 
long after birth, after the patient has been accustomed to walk, and is constantly 
accompanied with a change in the form of the foot. Tune has endeavoured to 
ground this distinction on the different appearances in the one or other form. In 
secondary valgus. the axis of the foot is on its outer edge, coneave externally. The 
inner ankle and the navicular bone form a projection, which, in walking, always 
more nearly approaches the sole, so that the vajgus is in the highest degree falipes; 
the heel and the outer edge of the foot are away from the ground; the AcuILLEs” 
tendon lies concealed behind the fold of the skin, and is felt removed somewhat to 
the outer side; the. heel is drawn upwards; the outer malleolus lies concealed in 
the ankle-joint; the leg, in consequence of wasting. is equally thick below and 
above, so that the knee appears as if deformed; the back of the foot (instep) is very 
much arched; and walking is performed generally not with bended knees. In 
splay-foot the axis of the foot is not changed, the ankle is very prominent, is lower 
than usual, and touches the ground; the whole sole of the foot teuches the earth; 
below the outer ankle a cavity is formed, the depth of which depends on the degree 
of the deformity; tha heel cannot be drawn up; the outer ankle is distinetly felt; 
the muscles of the calf are not greatly wasted; the back of the foot is not properly 
arched, but has at the éersus.an unnatural flattening and breadth; walking is gene- 
rally performed with the knees bent. This distinction, however, depends on no 
actual difference, but is only consequent on simultaneous contraction of the muscles, 
that is, those of the calf, and on shortening of the Acnynnes* tendon; therefore, in 
such cases, the division of that tendon may be sufficient (@). 


1385. In slighter degrees of splay-foot, and in young persons, the foot 
may be rubbed twice a-day with spirituous fluids, then wrapped up in a 
bandage, moistened with spirits of wine; cold baths are to be taken 
from time to time, or a laced leather stocking worn, which equally en- 
closes the foot and leg, and a shoe, with a strong tin plate, which is 
convex from behind forwards to the metatarsal bones. According to 
Dvupvytren, a shoe, with. a flexible elastic sole, and raised in height 
from half to three-quarters of an inch ; according to Rognerra, a raised 
shoe, together with swathing the foot in a bandage moistened with cam- 
phorated spint, which is to be looked to and tightened twice a-day; ac- 
cording to SrRoMEYER, a boot, in the middle of which a piece of leather 
is fastened, confining the middle of the foot from below, upwards, and 
from within, outwards, then runs pointed, and is fastened by a slit in the 
upper leather at the outside of the foot, to a buckle. In weakly persons 
an internal strengthening treatments at the same time proper. In old 
persons, and in a high degree of splay-foot, exutories are to be kept 
long to the sole of the foot, blisters upon its inner edge and on one part 
of the sole, and suppuration kept up by acrid ointment, for the protec- 
tion of the foot-swathing, and a laced boot (StRoMEYeER.) . 

Lisron recommends a plaster ef mercury and iodine to the swelling of the front 


end of the first metatarsal bone, and if this be insufficient, the head of the bone is to 
be removed with cutting forceps. 
If the splay-foot be great and dependent on diseased contraction of the muscles, 
against which mechanical assistance is fruitless, Heip (8) proposes dividing the a. 
peronet and indeed the tendons of the /engus and medtus. The perone? contained in 
a common sheath are most prominent from four to six lines above the outer ankle; 
a double-edged bistoury is to be introduced fiat beneath them from behind forwards, 
and the edge turned against them. The tendon of the m. peroneus medius has here 
still some muscular fibres. The tendons of these muscles are enclosed in proper 
sheaths from four to six lines under or before the ankle, but they lie so close together 
that they can be divided at the same time, as the knife is introduced between them 
and the heel-bone, from above downwards, and. somewhat from before, backwards. 


(a) Srromeves’s case, above cited, p. 95. (8) Above cited, p. 63. 
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The tendons of the m. peroneus medius may be divided also four or five lines from 
the base of the fifth metatarsal bone. 

[In the cases of splay-foot which I have seen, the cause of the mischief appears 
to have been principally in the inner plantar, or caleaneo-navicular ligament; and it 
is generaily accompanied with tenderness in this neighbourhood. I have usually 
directed repeated leeching tillall tenderness had subsided,.and perfect rest; but the 
relief has only been temporary.—s. F. s.] 


c—OF HORSE-FOOT. 
(Per equinus, Lat.; Pferdefuss, Spitzfuss, Germ.; Pied equin, Fr.) 


Jore, Ueber die Verkrummungen, p. 77. 

ZimmeRMAN, Der Klumpfuss und Pferdefuss. Leipzig, 1830. 

Disrrensacu, Bonnet, and Puiwuirs, above cited. 

1386. Horse-foot is that malformation in which the whole splay-foot 
has one and the same direction with the leg; the heel is considerably 
drawn up, so that in walking the patient only treads with his toes, and 
especially with the ball of the great toe. The AcutiEs’ tendon is very 
tense, the foot at the same time so arched that the convexity of the back 
and the concavity of the sole are increased. In the greatest degree so 
complete a turning about of the foot may be produced, that the tip of 
the foot is turned backwards, and the patient walks entirely on the in- 
step (a). 

1387. The cause of this ailment lies in an unnatural contraction of the 
muscles of the calf; subsequently also the m. pluntaris and plantar fas- 
cia, the m. lidialis posticus and peroneus longus shorten, and the curva- 
ture is increased. In a very high degree of this ailment the joint sur- 
faces of the astragalus are so far.pushed forward, that they are nearly 
out of contact with the shin-bone, which rests almost entirely upon the 
back part of the heel-bone ; however, it is frequently observed that in 
long continued and severe horse-foot,'the tarsal joints are not particu- 
jarly changed, but that there is a considerable removal of the front ends 
of the meiatarsal bones from their connexion with the toes, inasmuch as 
they bear the chief weight in walking, in consequence of the toes being 
so much turned upwards. 

Horse-foot is congenital or acquired ; the latter is most common, be- 
cause, if at a time when the Acnitxes’ tendon is shortened the ankle- 
joint have not yet attained sufficient firmness, partly from the deficient 
development of the ligaments, partly from that of the ankles, and espe- 
cially of the inner, club-foot is quickly produced by the simultaneous 
shortening of the m. tibialis anticus and posticus. Some inclination of 
the foot inwards is, however, frequently observed in horse-foot. Dis- 
eased change in the tarsal bones may also give rise to similar displace- 
ment. 

1388. In reference to the causes, all that has been said in general, 
and on club-foot applies here (1). 

The treatment consists in the employment of baths, relaxing rubbings 
of the contracted muscles of the calf and their tendons, in manipulations, 


(a) Svorz, Mémoire sur une varicté parti- ciéte des Sciences de Basklim, Strasbourg, 
culiére du Pied-bot; in the Journal de laSo- 1826, vol], ill. p. 458, 
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for the purpose of bringing down the heel and raising the front of the. 
foot, which position must be maintained by the apparatus of Jore (a), 
Srromeyer, Storss, and others. Ina great degree and long continuance 
of horse-foot, no perfect cure is effected by this treatment, even though 
it be long persisted in; and the only division of the ACHILUES? tendon 
and the subsequent application of proper apparatus, as in club-foot, in a 
short time can restore the straight position of the foot. If the back of 
the foot (instep) be very much arched and the plantar fascia stretched 
like a cord, its division is mostly necessary. STRoMEYER also cut through, 
in some cases, the tendons of m. flexor longus and extensor pollicis, on 
account of a permanent improper position of the great toe. 


Jére’s apparatus consists of a shoe like that of Scarpa’s for club-foot; on the 
outer side of which an iron rod ascends to the knee and is fastened round the leg 
with a strap. At the lower part of this rod is a spring furnished with a stop-wheel, 
to which an iron rod is attached, which runs forwards along the foot. A strap 
carried round the front of the foot is affixed to the end of this rod, by which the foot 
is always drawn up (2). 

[(1) Among the causes which produce permanent contraction of the gastrocnemial 
muscles and consequent horse-foot, may be enumerated ulceration, of which I had 
a good case in 1837, in a strumous girl, whose heel was raised four inches from 
the ground, the muscles being much shrunk in the calf, and the scar of the skin 
closely connected with them. The motions of both knee and ankle being perfectly 
free when the knee was bent, I divided the Acuitues’ tendon, and she was cured 
completely. 

I had also, in the same year, a case of horse-foot under my care, which followed 
a palsy of the left arm and leg during teething, first at ten months, and next at two 
years of age, from which, however, when three years old, the patient had recovered 
so far as to walk about with the aid of a stick or crutch; and when about sixteen, 
he was able sometimes, to walk even without a stick. ‘Towards the end of the fol- 
lowing year the heel began to leave the ground, and slowly rose still higher till he 
was twenty years old, when it was at least four inches from the ground, and had so 
continued when I saw him a twelvemonth after, (Sept. 1837,) the tarsus and meta- 
tarsus being then on the same plane as the front of the leg,and the foot resting only 
on the ball of the great toe. The foot was livid and pappy, and when lifted off the 
ground, dangled at the ankle-joint, both flexor and extensor muscles appearing to 
be paralysed. Although, under these circumstances, relief from division of « the 
Acuiies’ tendon seemed to be very doubtful, I thought it worth while performing 
the operation, so that the sole might be brought to the ground, and then that 
attempts might be made to excite the muscles on the front of the leg, to action. 
The tendon was therefore divided in the usual manner on Sept. 30, which brought 
the sole again flat, its position was preserved by the stirrup and rod attached toa 
circular knee-strap, and the foot was gradually more flexed by shortening the rod 
as he could bear it. After wearing this apparatus six weeks, the foot, on its re- 
moval, was found still to drop, but not to the same extent. He was directed to try 
to move about on crutches, and to throw some of the weight of his body upon it; 
but the attempt produced severe pain in the muscles of the inside of the leg, which 
lasted a few hours, and then subsided. On the following day the muscles in the 
anterior tibial region were electrified for about-a quarter of an hour. The foot how- 
ever still dropping, the stirrup was reapplied; and five days after he was able to 
bear upon the foot, wearing the stirrup, without pain. About a month after he left 
the house, the sole of the foot was then flat on the ground, and the foot itself at right 
angle with the leg; but the muscles in the anterior tibial region were still wanting 
intone. I have seen him several times since; the operation has succeeded so far 
as recovery of the position of the foot is concerned, but the muscles have not re- 
gained their power, and he is obliged to walk with a stick or crutches. The result 
of this case, as well also as of those vari already mentioned as following palsy from 
teething, led me into two or three instances to try the effect of dividing the AcniL- 


(a) Above cited, pl. vi. _ 
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Les’ tendon where horse-foot was just beginning in children so paralysed, but no 
benefit was gained. 

(2) The apparatus I have described for the treatment of club-foot, (par. 1379, 
note,) or even the fractured patel/a stirrup, will answer very well for drawing and 
fixing up the foot in a proper position. Indeed, this distortion of the foot is the 
most easy of treatment, and might be managed by a careful person merely with a 
shoe having tapes or straps fixed to its front, and fastened above on either side of a 
circular bandage above the knee.—z. F. s.] 


d.—OF HOOK-FOOT. 
(Talus, Lat.; Hakenfuss, Germ.; Pied-bot calearien, Fr.) 


1389. Hook or Heel-foot consists in the tip of the foot being directed 
upwards and its back towards the front of the shin-bone, so that the foot 
forms an acute angle with the leg, often even rests on the shin-bone, 
and in stepping, the heel only touches the ground. ‘This deformity is 
always congenital, and manifestly consequent on the position of the 
fetus in the womb. Often immediately after birth, when the foot is 
very much drawn up, even if, as I have frequently noticed, it lie upon 
the shin-bone, it may be brought, by slight force, into its proper place. 
The contracted muscles are the m. tibialis anticus, extensor proprius pol- 
licis, and frequently the m. extensor communis digitorum pedis, the ten- 
dons of which form cord-like projections beneath the skin when the foot 
is properly placed. ‘The joint connexion between the heel and cuboid 
bone, and the astragalus and navicular bone appear to suffer most; but 
the cuneiform bones are also drawn back and their joint-surfaces sepa- 
rated from each other in the sole of the foot. The point of the foot is 
also at the same time often turned outwards if the m. extensor communis 
act violently. 

1390. In all the cases which I have hitherto seen soon after birth, it 
was easy to bring the foot straight, and by means of a curved splint, 
fastened with a bandage on the front of the leg and back of the foot, to 
keep it so, and in a short time to effect a cure. If the ailment be per- 
manent and the contracting muscles opposed, this treatment, or the 
application of a suitable splint, in which case a more considerable 
atrophy of the lee shows itself than in other curvatures, the division of 
the stretched tendons, where they project most considerably under the | 
skin, is more certainly efficient. 

[Of this disease in an incipient state, I saw the following example under my late 
colleague TyrreLL, originating in accident and accompanied with severe and con- 
stant pain. 

Casz.—E. G., a tall bony spare widow of forty-six years was admitted 

Oct. 24, 1835. A twelve month since she had thrown down a table, the edge of 
which struck her right foot across the heads of the metatarsal bones, and caused 
violent pain and swelling. Leeches and poultices were used without relief of the 
pain, and six weeks after the accident all the toes began to stand upright, which 
disposition increased; and when she left her bed a fortnight after, she was unable 
to put the whole sole to the ground, and could walk only on the heel, as she suf- 
fered acute pain along the middle of the sole, with pain in the instep, as if a cord 
were stretched over it, and shooting pain up the front of the leg as high as the knee. 
For the last six months the pain has been so severe that she has not been able to 
put her foot to the ground, but has walked on crutches; and once came into the 
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hospital with the purpose of undergoing amputation, which however the surgeon 
who attended her did not think justifiable. At present the foot is fixed at right 
angle with the leg, and all the toes raised at nearly right angles with the instep; 
all the tendons of the muscles in the tibial region have started and are very tight. 
She has great tenderness on the inside of her sole and heel, and across the under 
surface of the heads of the metatarsal bones, but no pain on the outer edge of the 
sole. There is great pain in the: great toe, but not in the others. - Pressure along 
the course of the anterior and posterior tibial and outer cutaneous. nerves, to within 
a hand’s breadth of the tubercle of the shin-boné, causes great pain which shoots 
up into the knee. 

As it was thought that these symptoms were produced by the injury which the 
branches of the anterior tibial nerve. had received at the time of the accident, and 
that she was probably in a condition similar to that of a horse with lame foot, for 
which Sewext of the Royal London Veterinary College had some years since cut 
out successfully a portion of the nerve going to the foot, by which its sensibility 
had been destroyed, and the foot again rendered fit for work, it was determined to 
perform a similar operation, and accordingly, on 

Nov. 6, a cut was made about a hand’s breadth above the ankle-joint between the 
m. tibialis anticus and m. extensor proprius pollicis, and the nerve being found and 
carefully separated, an inch of it was removed. She suffered extremely whilst the 
nerve was being disturbed, but after its division the pain ceased, and the instep felt 
numb. The edges of the wound were brought together with plaster. She passed 
a good night, and on the following day was entirely free from pain, except slight 
pain in the great toe. On the third day, the toes had partially dropped towards 
their natural position, and on the following day were still straighter, and the great 
toe was numb. As there was a slight erysipelatous blush about the wound, the 
dressings were removed and a poultice applied. On the fifth day, a smart arterial 
bleeding, said to be to the amount of twelve ounces, followed the removal of the 
poultice, but stopped by pressure for ten minutes, and afterwards a compress of lint 
was bound on the wound. A slight oozing, however, continued, and on the follow- 
ing evening, bleeding recurred, and a similar; quantity of blood was lost; it was 
temporarily restrained by pressure and the wound having been cleared by blood, an 
aneurysm-needle was passed beneath the anterior tibial artery, which was then tied 
with a single ligature. re 

Unfortunately after this time my notes fail, and I cannot get any satisfactory in- 
formation, except that the woman did not undergo any second operation, and that 
she left the house four months after still upon crutches, but under what circumstances 
I cannot ascertain.—s. F. s.] 


IL—OF CURVATURES OF THE UPPER LIMBS. 


[These curvatures, excepting the fingers, are much less frequent than 
those of the lower. limbs. 


A.—OF CURVATURES OF THE SHOULDER. 


These are of very rare occurrence, the weight of the arm constantly 
preserving its position close to the side, and antagonising any of the 
larger muscles by the contraction of which, alteration of its ordinary 
situation could be effected. In the contraction of the shoulder the arm 
is therefore pinned to the side, and the treatment consists merely in the 
application of blisters, or other irritating remedies for the purpose of in- 
ducing absorption of the interstitial deposit originating in rheumatic, or 
other inflammation of the soft parts about the joint; and the cautious use 
of extending apparatus, or passive motion, as the case may be. 
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The division of the tendons, as performed by Dizrrensacn for the replacement of 
a long unreduced dislocation at the shoulder-joint, might certainly be applied to cases 
of contracted shoulder, but I should think little advantage could be hoped from it. 


B.—OF CURVATURES OF THE ELBOW. 


Curvatures at this joint, although very commonly resulting from an- 
chylosis, or inflammatory deposit in the soft parts about the joints, are, in 
rare instances, consequent on contraction of the m. biceps flexor cubiti, 
and m. brachialis anticus. If arising from the former muscle, any attempt 
at extending the arm throws its tendon up, as it passes over the front of 
the elbow-joint, in form of a cord; by which the nature of the ailment is 
distinctly indicated. 

If rubbing and passive motion, and the extending apparatus be un- 
availing, it will be necessary to divide the tendon of the m. biceps beneath 
the skin in the same way as the AcutLues’ tendon is divided, andfafter- 
wards to apply either a simple splint on the front of the whole length 
of the arm, and with a bandage to straighten it gradually, as the patient 
can bear it, or to make use of the extending apparatus.—z. Fr. s.] 


oe 


C.—OF CURVATURES OF THE HAND. 


1391, Curvatures of the hand are more rare than those of the foot, and 
mostly depend on unnatural activity of the muscles. ‘There is either 
permanent bending of the wrist-joint, with simultaneous pronation or 
supination, or permanent straightening, or the fingers are permanently 
bent. 


a.—OF PERMANENT BENDING OF THE HAND. 


1392. In permanent Bending, the hand forms with the fore-arm a more 
or less right angle, and is at the same time in a state of increased prona- 
tion and adduction, or of increased supination. In both cases the fingers 
are strongly bent. The bones and ligaments of the carpus are separated 
from each other and outspread behind, but in front (volar surface) are 
contracted, and form a depression. ‘The hand and fore-arm are more or 
less atrophic. 

Lope (a) distinguishes these two kinds of curvature of the hand, T'alipomanus 
flexor pronata seu Talipomanus vara and Talipomanus flexor supinata seu Talipo- 
manus valga. All the muscles which bend the whole hand and fingers, and increase 
the concavity of the hand, in the one case, the pronators, and in the other, the supi- 
nators, are contracted at once. : 

1393. This curvature of the hand may be congenital or acquired, 
As to its causes, all that has been said upon club-foot applies. I have 
noticed curvature of the hand asa congenital deformity, once accom- 
panying club-foot and once with horse-foot on the same side. The 


(a) Above cited. 
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treatment must be conducted entirely according to the rules laid down 
for club-foot. | . \ 
A proper apparatus for straightening the hand is found in Lops, fig. 3. 


}—OF PERMANENT STRAIGHTENING OF THE HAND. 


1394. Permanent Stretching of the Hand, in which his back is re- 
tracted, in a greater or less degree, towards the fore-arm, and is at the 
same time in a state of increased abduction or adduction, occurs rarely ; 
and in reference to its etiology and treatment, all that has been pre- 
viously said applies. Dati eps 


Lope calls this curvature Twlipomanus exiensa. All the extending muscles of the 
hand and fingers, as well also sometimes those muscles which flatten the hand, some- 
times the adduetors, are contracted. 


c—OF PERMANENT BENDING OF THE FINGER. 


Dupvytren, Retraction permanente des Doigts; Lecons Orales de Clinique Chi- | 
rurgicale, vol. i. pt. 1. p. 117. heey CP 
1395, A permanent Bending of one or more Fingers may depend on 
Various causes, namely, on diseased changes of the phalanges, on division 
of the tendons or palsy of the extensors, on a contracting scar in the 
palm, on destruction of the tendons and sheaths, or contraction of the 
bending muscles of the hand, and contraction and unyieldingness of the 
palmar fascia. The diagnosis of these various causes is really unattended 
with any difficulty, and depends on the kind of origin, or the perhaps 
existing scar, or the possibility of moving some of the finger-joints, or on 
violently straightening the finger and so on., In this respect the curva- 
ture of the finger is most important, as consequent on contraction of the 
palmar fascia, because, with definite diagnosis, the cure may be more 
surely effected. ‘ 
1396. The curvature consequent on contraction of the palmar fascia 
shows itself especially at the ring-finger, mostly in persons who are sub- 
ject to hard labour, as resulting from inflammatory affection. After violent 
exertion of the hand, pain frequently comes on, which, however, soon 
subsides, The fingers are gradually straightened with difficulty, and 
the ring-finger begins to curve into the palm, at the onset only the first 
joint bends, but the others follow its movements. In proportion as the 
ailment proteeds the ring-finger bends still more. At this period no _ 
knotty swelling is yet felt on the palmar surface of the ring-finger ; its 
Jast two joints are straight and moveable. The first joint is bent ata 
more or less right angle, it is moveable in its connexion with the meta- 
carpus, but the greatest violence cannot straighten it. If the ring-finger 
be considerably bent, the skin in the palm presents a fold in the direc- 
tion of the concavity, towards the ring-finger, and the convexity towards 
the wrist. Ifthe palmar surface of this finger be felt, a stretched cord 
is found, the point of which is directed towards the first joint, and which 
may be followed to the upper part of the palm. If the finger be bent, 
this disappears ; but, if its straightening be attempted, the tendon of the | 
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m. palmaris longus is brought into motion, which extends to the upper 
part of the palmar fascia, and the cord is more tightly stretched. 


According to Goyraup (a) the retraction of the tendinous cords depends on new 
formations, which pass from the fascia to the sheath of the tendon, from it to the 
lateral parts of the phalanges, and even from one phalanx to another. These bridges 
are, however, merely growths of the bridges existing in the natural state. Sanson (0) 
also believes that this is the usual cause, and the contraction of the palmar fascia 
only the exception. 

If the bending of the finger depend on contraction of the bending muscles, a thick 
cord is felt, in attempting to straighten it, under the fascia; the m. palmaris remains 
immoveable, but the bending muscles on the fore-arm are stretched. In a scar, with 
the muscles attached to it, stretching movements cause pain in the same part; if 
the hand be bent towards the fore-arm, then the patient can straighten his finger. 
In palsy, or in division of the tendons of the straightening muscles, the finger is 
kept permanently shut into the hand, but it may be straightened with a little force, 
no tight cord is felt, and all the joints are free. In diseased changes in the joints, 
the finger is more or less bent; the anchylosed phalanges are immoveable ; but the 
others can be moved, and no tight cord is felt in the palm. Many occupations give 
rise to deformity of the joints of the phalanges without anchylosis, but with perma- 
nent bending; thus is the little finger in knitters and seamstresses; so the ring- 
finger, and often several fingers of the right hand, in tailors; and in lace-makers the 
four last fingers of both hands are curved and so on, as consequence of habit; no 
cord-like stretching is, however, noticed in the hand, and the finger may still be 
somewhat straightened. Scars may be easily distinguished by their tension in 
attempting to straighten the finger. 

1397. That the cause of this crooking of the finger is an excessive 
tension of the palmar fascia, which has arisen from pressure, and bruising 
in hard handiwork, Dupvytren has proved by careful observation, and 
by the successful division of this aponeurosis. Rubbing, bathing, me- 
chanical apparatus, and the like, have usually no result, or only transient 
benefit. The latter I noticed in a considerable curvature of the ring- 
finger from this cause, in which, by continued use of gray mercurial 
ointment, and animal baths, the proper position and mobility were re- 
stored ; but shortly after these remedies were given up, the finger again 
became as strongly crooked as formerly. The division of the palmar 
aponeurosis is most effectual. A transverse cut is made through the 
skin opposite to the junction of the first phalanx with the metacarpal 
bone, and then the stretched aponewrosis divided in the same direction. 
If the finger cannot then be straightened, a transverse cut must be made 
at the joint of the first and second phalanx, or in the middle of the first 
phalanx. If all the fingers be curved, a transverse cut must be made 
an inch and a quarter below the former one in the palm of the hand, 
and the aponeurosis divided. The wound is to be covered with lint, 
and upon the back of the hand a flat piece of wood attached; on the 
front part, which has divisions corresponding to the fingers, the latter 
must be kept in the straight position, by means of nooses, till the scars 
are completely formed. If the palmar aponeurosis be narrow and stretched 
like a cord, it is best to deterrnine on its subcutaneous division (c). 

Govraup does not divide the skin transversely as Dupuyrren does, because, in 
straightening the finger, the cut in the skin gapes too much; but he cuts through it 
longitudinally, and through the bridge transversely. 


(a2) Scumipt’s Jahrbiicher, 1835. p. 248. on Dislocations and Fractures. London 
(b) Gazette Médicale, 1835.1.8 August. Edition, 1842. p, 511. 
(c) B. Coorer; in A, Coorer’s Treatise 
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1398. If the cause of the finger crooking be a scar, it must be treated 
according to rules to be hereafter mentioned. In contraction of the 
bending muscles, relaxing rubbings must be used on the side of flexion, 
and irritating rubbing, blisters, and so on, upon the side of extension, 
and also a corresponding mechanical apparatus. Crooked fingers, from 
destruction of tendons, or organic changes of the joint-surfaces, and the 
like, are incurable. 

Tenotomy has been variously employed in contraction of the bending tendons and 
muscles, by which the finger has been perfeetly straightened, but the movements 
of bending were forever lost: the division may be performed on the phalanges or in 
the palm. 

1399. As to the other curvatures, which are seated in the bones them- 
selves, of the extremities, or in their joints, as for example the bending 
of the fore- against the upper-arm, or of the leg against the thigh, the 
bowing of the bones of the leg, the inward or outward turning of the 
knee-joint, and so on, what has been already observed generally, and 
the circumstances mentioned in the several kinds of curvature, applies ' 
tothem. ‘Their treatment must also be by internal and external reme- 
dies, as well as by the construction of suitable apparatus, which must 
always act by spring-power, and, if these be useless, and the cause be 
in the shortening of the muscles, if their tendons be accessible, the divi- 
sion of the stretched tendons and aponeuroses are easily effected. In 
such cases, the m. pectineus and sartorius, the tendons of the m. biceps 

Semoris, semitendinosus, semimembranosus and gracilis, the fascia lata in 
the region of the intermuscular aponeurosis and the m. biceps brachti have 
been cut through. j 

Anpry, Orthopedia, or the Art of preventing and correcting Deformities in Chil- 
dren. ‘Translated from the French. 2 vols.,12mo. London, 1743. 

Jone, above cited. 

Winter, Beschreibung verbesserter Vorrichtungen zur Heilung schiefer Kniege- 
lenke und ihrer Anwendung; in Rust’s Magazin,-vol. ii. p. 163, and pl. i., and 
most of the already quoted writers. 

Srromever, Pau, Dirrrensacu, Bonnet, and Puiuups, above cited. 


IV.—SOLUTION OF CONTINUITY FROM UNNATURAL 
EXTENSION. 


A—IN THE ARTERIES. 


* Or ANEURYSMS. 


First Secrion.—OF ANEURYSMS IN GENERAL. 


Lautu, T., Scriptorum Latinorum de Aneurysmatibus collectio. exv Icon. Argent, . 
1785. 4to. contains,— 


(a) Bonnet, above cited, p. 595 fléchisseurs de la Main et des Doigts. Pari 
» 595. - Paris 
; (6) Dousovirzx1, P., Mémoire sur la Sec- 1841. 2 ; 
tion sous-cutanée des Muscles pronateurs- 
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Lancisius, F, M., De Aneurysmatibus. 

Guarrant, G., De externis Aneurysmatibus. Rom., 1772. 

Morray, A., In Aneurysmate femoris animadversiones, 1781. 

Trev, G. J., Aneurysmatis spurii post vene basilice sectionem orti historia 
‘ et euratio. Norimb. 
Asman, C., De Aneurysmate, 1773. 

Wettinus, J., De Anecurysmate vero pectoris externo,1750. : 

Mavant, De aneurysmaticis precordiorum morbis. Francof., 1766. 
Versrucce, J., De Aneurysmate. L. B., 1773. 

Nicos, On Aneurysms in general; in Phil. Trans., vol. xxxv. p. 440. 1729. 

Prencurenati, Recherches anatomico-pathologiques sur les Anevrysmes des Ar- 
iéres de l’Epaule ct du Bras—des Artéres crurales et popliteos; in Mém. de |’ Acad. 
des Sciences de Turin, 1784-85. p. 131-191. 

Pauietra, Suil’Aneurisma. 

Descuamps, Sur la Ligature des principales Artéres blessées et particuliérement 
sur l’Anévrysme de ]’Artére poplitée. Paris, 1797. } 

Caituot, R., Essaies sur |’Anévrysme. Paris, an vit. 

Ayvrer, A. H., Ueber die Pulsadergeschwilste und ihre chirurgiche Behandlung. 
Gottine., 1800. 

Frasant, Sall’Aneurisma degli Arti inferiori. Roma, 1790. 

‘Scarpa, A., Sull’Aneurisma Reflessioni ed Osservazioni Anatomico-chirurgische. 
fol. . Pavia, 1804. Translated by Wishart asa Treatise on the Anatomy, Pathology, 
and Surgical Treatment of Aneurism. 8vo. Edinb., 1808. Second Edition, 1819, 
here quoted. 

Freer, Grorcer, Observations on Anetrism and some Diseases of the Arterial 
System. Birmingham, 1807. 4to. 

Hopeson, J., Treatise cn the Diseases of the Arteries and Veins, comprising the 
pathology and treatment of Aneurysms and Wounded Arteries. London, 1814. 

Spancenserc, G. A., Erfahrungen tiber die Pulsadergeschwiilste; in Horn’s 
Archiv., 1815, p. 209. | 

Scarpa, A., Memoria sulla Legatura delle principali Arterie degli Arti; con una 
Appendice all’Opera sull’Aneurisma. 4to. Pavia, 1817. Translated by Wiswart, 
and attached to the Second Edition of the Treatise on Aneurysm. 

Enrmann, C. A., Structure des Artéres, leurs propriétés, leurs fonctions, et leurs 
altérations organiques. Strasbourg, 1822. 4to. 

Sriter, Sammlung einiger Abhandlungen von Scarpa, Vacca Bertincniert und 
Uccex.i, tiber Pulsadergeschwiilste. Aus dem Ital. mit Zusatzen. Zurich, 1822. 
4to. 

Cooper, Astiry, Surgical Lectures. Edited by Tyrrern. vol. ii, 1825. 

Turner, Tuos., Practical Treatise on the Arterial System ; intended to illustrate 
the importance of studying the anastomosis in reference to the rationale of the new 
operation for aneurysms, and the surgical treatment of hemorrhage. With origi- 
nal coloured plates. London, 1826. 

Dexrecn, Observations et Réflexions sur la Ligature des principales Artéres; in 
Clinique Chirurgicale de Montpellier, vol. i. p. 1. 

Gururir, On the Diseases and Injuries of Arteries, with the operations required 
for their cure. London, 1830. 

Dupuyreren, Mémoire sur les Anévrysms; in Répertoire général d’Anatomie et de 
Physiologie. vol. v. 1830. 

Brescnet, Mémoires chirurgicaux sur différentes espéces d’Anevrysmes. Paris, 
1834. 4to. 

Verrrau, A. L. M., Traité Anatomie chirurgicale. vol. i. ii. Paris, 1825-8. 

von Brierxowsk1, L. J., Anatomisch-chirurgische Abbildungen nebst Beschrei- 
bung der chirurg. Operationen, u., s. w., mit einer Vorrede von Rust. Berlin, 
1826; with xl, lithogr. plates. ; 

Busarsxy, E., Tabule anatomico-chirurgice. Petropol., 1828. 

Frorizp, R., Chirurgische Anatomie der Ligaturste]len des menschlichen Korpers. 
Weimer, 1830. fol.; with 18 plates. 4 i 

Manec, J. P., Traité théoretique et pratique de la Ligature des Artéres. Paris, 
1832. fol. * 

Dierricn G. L., Das Aufsuchen der Schlagadern behufs der Unterbindungen zur 
Heilung von aneurysmen, nebst Geschichte der Unterbindungen. Niimberg, 1831. 
8yvo. j 
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Hunrer, Jonn, Lectures on Surgery; in his Works, edited by Pater. vol. i- 
1835. 

Ericusen, Joun E., Observations on Aneurysm, selected from the works of the 
principal writers on that disease, from the earliest periods to the close of the last 
century. London, 1844. S8vo. One of the publications of the Sydenham Society. 


1400. Every swelling produced by partial expansion of the cavity of 
an artery, or, after previous division of its coats, by effusion of blood 
into the surrounding cellular tissue, is called an .dnewrysm (.dneurysma, 
Lat.; Pulsadengeschwulst, Germ.; .2névrisme, Fr.) In the former case it 
is named a true, (.2newrysma verum,) and in the latter a false or spurious 
Anewrysm (Aneurysma spurium.) Some writers have also mentioned a 
mixed Aneurysm, (neurysma mizxtum,) where either after the external 
arterial coat is divided, the internal expands, or the contrary (a). This 
designation, however, is also used for the case when a true aneurysm 
bursts, and the blood is effused into the cellular tissue (0). The mixed 
aneurysm, taken in the former sense, does not exist. Brescuer (c) has, 
however, by close examination, determined that the middle coat of the 
artery is torn, and a sac-like expansion produced by the protrusion of 
the inner coat through the opening in the middle, and by the expansion 
of the external coat. A combined division and enlargement of an artery 
and vein is called a Varicose Aneurysm, or Aneurysmal Varix (vineu- 
TYSMA VaricosuM seu venosum, or Varix aneurysmaiicus.) If the expansion 
affect several branches coming from different trunks, and anastomosing 
branches and their arches, with or without partial lateral enlargement 
of their walls, such are distinguished as Branching Aneurysm, or /Ineu- 
rysm by enastomosis (2neurysma anastomosium seu anastomoticum, VON 
WALTHER; .2. spongiosum seu cirsoideum, BrescHeT; Varix arteriosus, 
1, per anastomosin.) 

{ The writings of the ancient physicians show their acquaintance with aneurysm, 
which they described as of two kinds; one, the consequence of a wound in bleeding 
from the vein in the arm or spurious aneurysm, which would seem to have been of 
not unfrequent occurrence, as they are best informed about it; and the other by 
dilatation of the artery without injury, or true aneurysm. I have selected passages 
from GaLen, rivs, and Paun of #gina, which are the foundation of the opinions 
long and subsequently held by writers on this subject. 

Gaxen (d) says :—* When an artery is expanded, the disease is called an aneu- 
rysm. This happens when, the vessel being wounded, the adjoining skin cicatrizes, 
but the wound still remains in the artery, which neither unites nor heals, nor is filled 
up with flesh. Such diseases are known by the pulsation of the arteries, but when 
pressed, all the swelling disappears, the substance producing it returning into the 
artery, and which I have elsewhere shown consists of thin and yellow blood mixed 
with thin and much spirit. Forthwith is this blood hotter than that in the veins, 
and when the aneurysm is wounded, it darts forth and can with difficulty be stopped. 
But in edema the substance yields to the pressure of the finger, and the limh pits, 
but there is no pulsation in this disease, and the colour is whiter, and the edema is 
much more spread and greater than in aneurysm, except when a éhrombus -having 
arisen from it, produces gangrene.” In another place (e) G@aLen says >—‘ Aneurysm 
is the dilatation of a vein, or the dispersion of the spirituous matter by its bursting 
beneath the flesh.” ' 


-Erivs (/) describes the signs of aneurysm as ‘*a tamour of small or large size, 


(a) Hunrer, Wretiam, in Medical Obser- (d) Mise trav w2exguz Ozxav BeSarr, chap. 
vations and Inquiries, vol. i. p. 338. xi. vol. vii. p, 725. Kuun’s Edition. 8vo. 
_ (6) Moro, A, in Essays and Observa- (e) Oger Taremet, par. ccclxxviii, vols xix. 
lions of Edinburgh, vol. ii. p. 238. p. 441. Kuuy’s Edit. 


(e) Mémoire Chirurgicale sur différentes (Ff) Terp2SiSrer, Discourse xv. chap. 10. 
especes d’Anévrysmes. ° Paris, 1824. 4to., Ihave been obliged to use the Latin Trans- 
with six plates, lation by J anus Cornartvs, Basile, Mpxu. 
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of one colour, free from pain, soft to the touch, and having a spongy looseness. It 
yields so to pressure of the fingers as to seem almost to disappear, but on the re- 
moval of the fingers it very quickly returns, which is especially observed in aneurysm 
and the rest that occur without a wound. But when there has been a previous 
wound of the artery, and the skin uniting, there is also accompanying dilatation of 
the vessels, the tumour is not equally soft, for the blood being more copious than 
the spirits, collects in clots and swells out the tumour.” 

Paut, of Aigina (a), proceeds farther, and distinguishes spontaneous aneurysm, 
from that produced by accident. After having quoted Gaxen’s definition and symp- 
toms, he says :—* But I distinguish the one from the other thus: those which arise 
from a dilated artery are more bulky and deeply situated, and on examination with 
the fingers a sort of noise is heard; but no noise is heard in those caused by rupture, 
which are more round and arise superficially. He advises different treatment for 
the two forms of disease, as will be presently mentioned. 

Joun Hunrer defines aneurysm as ‘the dilatation of the coats of anartery, arising 
probably either from disease or accident, producing weakness, which becomes. the 
remote cause, while the force of the circulation is the immediate cause. It probably: 
may also arise, however, from a disproportion in the blood’s motion, and then the 
disproportion between the force of the cirenlation and strength of the artery is both 
the remote and the immediate cause; but this is probably only in the larger arteries, 
where the force is greatest.”’ (pp. 543, 44.) ] 


1401. In true aneurysm the walls of the artery are either expanded 
only at a small part of their course, (Aneurysma verum circumscriptum,) 


or the expansion affects a larger extent, and is gradually lost (Aneurysma 


verum diffusum.) False aneurysm is also divided into the circumscribed 
or consequent, (Aneurysma spurium circumscriptum seu consecutivum,) and 
the diffused or original (Aneurysma spurium diffusum seu primitivum. ) 
In the former case the blood is effused under the cellular tissue of the 
artery, and outstretches it into the sac; in the latter, all the coats of the 
artery are divided, and the blood. is poured forth into the interspaces of 
the whole limb (par. 278.) ’ 


Brescuer distinguishes four principal kinds of true aneurysm according to the 
different form of the expansion of the arterial canal. 1. The true sac-shaped aneu- 
rysm, in which the artery exhibits at one part of its tube a fulness like a little sac, 
originating in the expansion of all the coats of the arteries. 2. The spindle-shaped 
aneurysm, in which all the coats of the whole tube of the artery are expanded, but 
narrow above and below, likeaspindle. 3. The true cylindrical aneurysm, in which 
the canal of an artery is, for a greater or less distance, more or less regularly ex- 
panded. 4. The true varicose anewrysm, or aneurysmal varix, in which there is an 
expansion of the artery, to a greater or less extent of its length, often thronghout the 
entire length of the trunk of the vessel, and of its principal branches, exactly as in 
varicosity of the veins. _ Besides this transverse expansion, there is also a length- 
ening of the vessel, which becomes bent, and describes more or less numerous and 
considerable curves. There are also sometimes observed, besides this, sudden ex- 
pansion of the whole arterial cylinder, at certain parts, knots; or little circumscribed 
aneurysins, whjch are true sac-shaped and often mixed aneurysms, Very fre- 
‘quently the walls are thinned, softened, and falling together like those of varicose 
veins, whilst in true cylindrical aneurysm the walls are thickened. The artery 
affected with variz has great resemblance to a varicose vein; the pulsation, how-. 
ever, always presents a distinguishing and determinate character. 


1402. The symptoms which characterize aneurysm are the following: 
—A little elastic pulsating swelling, which diminishes on pressure, and 
soon returns on its withdrawal, arises at some one spot corresponding to 
the course of the artery. The pulsation ceases when the artery is com- 
pressed between, the swelling and the heart, and the former becomes 


fol., not being able.to, put hand on a Greck (a) BiGase, extra, book vi. chap, xxxvii._ p, 
copy.—s. F. Ss. 188. Basiler, mpxxxviu. fol, 
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generally less tense. If the artery be compressed below the swelling, 
the pulsation becomes more bounding and distinct. The tumour is 
usually free from pain, the skin over it unchanged, and it quickly en- 
larges to a considerable size. In proportion as the swelling increases, 
the blood contained in it becomes more solid by caggulating, and can 
be no longer got rid of by pressure; the pulsation is weaker, and often 
entirely lost (1). When the tumour has acquired considerable size, it 
acts injuriously by its pressure and expansion upon the neighbouring 
parts; the circulation in the diseased artery, in the other blood and 
lymphatic vessels, is interfered with; the nerves are compressed ; the 
nourishment, warmth, and sensation of the part are diminished; the 
limb becomes cedematously swelled; the tumour is covered with vari- 
cose vessels, and becomes bluish; and the surrounding muscles, and 
bones even, may be destroyed by the constant pressure and absorption. 
In consequence of the expansion of the parts covering the swelling, they 
at last inflame ; at the most prominent part an abscess, or commonly a 
slough is formed, after the separation of which the coagulated blood is 
discharged, and a dangerous or fatal bleeding ensues (2). .'The cover- 
ings of the tumour may be also torn by gradual distention. Its size 
may even become so great, that by the pressure and destruction of the 
surrounding parts, the nourishment of the limb may be entirely pre- 
vented, and its death caused (3). 


If the aneurysmal sac increase, it attaches itself to the surrounding parts, which 
are thickened by inflammation and by the exudation of plastic lymph, and thus 
enabled, although the coats of the artery be torn, to prevent the penetration of the 
blood into all the interspaces of the part. If, however, the aneurysmal sac tear 
suddenly before these adhesions are formed, the blood is poured forth into all the 
interspaces of the part. ; 

[ (1) “The coagulation takes place,’’ observes Joun Hunter, “at the most dis- 
tant parts from the direct current of the blood: the firmness and colour of the amine, 
in different parts of the tumour, are such that it is easy to distinguish an old coagu- 
lum from a new one; the external daminzw are of a dusty brown colour, and these 
laminz grow gradually redder as we advance inwards towards. the current of the 
blood. As the dilatation increases, the coats of the artery are thickened by the thick- 
ening process, or the cellular membrane already thickened becomes firm, and adheres 
from a consciousness of weakness. When the aneurism proceeds to this state it 
generally gives way to the circulation. It must be observed that the force of the 
blood on the sides of the sac diminishes in an inverse ratio to the increase of its 
sides, which, therefore, are longer in dilating than might be imagined; but after 
proceeding to a certain length, the adventitious coat gives way, and the blood is 
effused into the surrounding cellular membrane, producing distention; and when 
the artery is a considerable one, there is an obstruction to the blood’s motion in the 
collateral branches, producing mortification. When the artery opens externally, it 
is always on that side where the artery gives way most.” (p. 546. i 

(2) The mode in which an aneurysm bursts externally is thus described by Joun 
Hunrer, ‘* When an aneurism is in an artery whose dilatation brings it to the 
skin, the coagu/um comes first, and obstructs the circulation in the skin; the skin 
inflames and mortifies, forming a black slough, which dries and adheres to the 
coaguium. As the slough separates there is an oozing of blood at the edges, which 
becomes more and more, till at last ina large artery, as the aorta, the plug may he 
wholly pushed off and the patient die instantly. Ifin a smaller artery, death will 
be more gradual.”’ (p. 546.) 

Hepeson makes the following good remarks upon the bursting of ‘aneurisms, 
which, like abscesses, generally proceed towards the surface of the body; but in 
this respect they are very much influenced by the situation and the side of the vessel 
from which the disease originates. When the sac points externally it rarely or 
never bursts by laceration, but the extreme distention causes the integuments and 
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investing parts to slough, and upon the separation of the eschar the blood issues 
from the tumour. A similar process takes place when the disease extends into a 
eavity which is lined by a mucous membrane, as the esophagus, intestines, bladder, 
_&c. In such cases the cavity of the aneurism is generally exposed by the separation 
of a slough which has formed upon its most distended part and not by laceration. 
But when the sac projects into a cavity lined by a-serous membrane, as the pleura, 
the peritoneum, the pericardium, &c., sloughing of these membranes does not take 
place, but the parietes of the tumour, having become extremely thin in consequence 
of distention, at length burst by a crack or fissure, through which the blood is dis- 
charged. I have,”’ says he, ‘‘examined aneurisms that have burst into the cavities 
of the pericardium, the pleura, and the peritoneum, and the opening has always been 
formed by laceration, and not by sloughing: on the other hand, all the instances of 
this disease that I have seen, in which aneurisms burst upon the surface of the body 
or into the cavities lined by a mucous membrane, the opening has been the conse- 
quence of sloughing and ulceration, and not of laceration.” (pp. 85, 6.) ] 

(3) When aneurysms burst into mucous canals, they do not generally seem to 
protrude much into their cavity, but the walls of the aneurysm and of the canal be- 
coming adherent, ulceration takes place, and in this way the blood escapes from the 
sac and often very quickly destroys the patient. ; 

The same thing also happens in that very rare termination of aneurysm by bursting 
into another artery, an example of which is given by Dr. Wexts (a), and the pre- 
paration is in the Museum at St. Thomas’s Hospital. The following is an extract 
of this interesting case :— 

A fair-complexioned, thin, and temperate man, 35 years old, was in 1789 affected 
with symptoms supposed to denote the approach of pulmonary consumption, but 
after some time they disappeared. Nine years after he had a slight attack of he- 
miplegia, from which, however, he soon recovered. In March, 1804, he was fre- 
quently troubled with noise in his ears, flatulence, and pains in his hands and feet, 
from one or other of which he was never after free, but he never complained of any 
unusual feelings about his chest. On the 11th of August, 1807, having fatigued 
himself a good deal with walking, and eaten a full dinner, he fell asleep, awoke 
much refreshed, and played with his children inthe garden. ‘* While thus amusing 
himself, he was suddenly seized between eight and nine in the evening with a sense 
of great oppression in his chest. He soon after became sick and vomited ; in the 
matter thrown up some streaks of blood were observed. He now went to bed, but 
though the weather was warm, and he was covered with bed-cloths, his skin 
felt cold fo those who were attending on him. Soon after midnight he laboured 
under a constant desire to cough, and was continually expectorating mucus tinged 
with blood. His body was moistened with a cold sweat, his pulse was extremely 
feeble, sometimes it was scarcely perceptible.”’ Hecontinued getting worse through 
the night, ‘his breathing became difficult, and he frequently tossed and writhed his 
body as if he was suffering great pain and uneasiness. About a quarter past five 
he suddenly became worse and expired. Almost immediately before his death he 
complained much of heat in his chest, and threw off the cloths to cool himself.” 
On examination, ‘the blood-vessels of the lungs were found very much distended, 
and there was also a considerable quantity of blood in the air-cells. The right lung 
adhered. slightly to the ribs. and pericardium ; but this seemed to have been the con- 
sequence of some disease which had existed long before death. Each cavity. of the 
chest contained about ten ounces of a fluid highly tinged with blood; the pertcar- 
dium contained about two ounces of a fluid similarly tinged. The ascending aorta 
was distended to about the size of a large orange. The tumour adhered to the pul- 
monary artery, just before its division, into the right and left branches. Within the 
circumference of this adhesion there was a narrow hole, by means of which a com- 
munication was formed between the two arteries. The cavities of the heart, and the 
great blood-vessels, were very much distended with blood.” (p. 81.) In the Mu- 
seum at the Royal College of Surgeons, there is one specimen of aneurysm of the 
arch of the aorta burst into the pulmonary artery close to its valves by an oval open- 
ing half an inch in its greatest diameter; and also a second, in which there isa 
small round aperture between the sac and the trunk of the pulmonary artery. The 


(a) Transactions of a Society for the Improvement of Medical and Chirurgical know- 
ledge, vol. ili, 


472 DISTINGUISHING CHARACTERS 


patient died of jaundice and dropsy; but the aneurysm was not indicated during 
life. 

It may be here mentioned that the pressure of an aneurysmal sac will sometimes 
produce obstruction in the neighbouring vessels. In St. Thomas’s Museum there 
is an example of complete obstruction of the superior vena cava, and vena innominata, 
by an aneurysm of the aortic arch involving also the arteria innominata ; in the 
Museum at Fort Pitt, Chatham, is one in which the supertor vena cava is oblite- 
rated ; and in the College Museum, one in which the superior vena cava is almost 
obliterated. | 


1403. The distinguishing characters of circumscribed true and false 
aneurysm, are usually described as the following:—True aneurysm 
quickly diminishes on the application of pressure, though it reappears 
almost as soon as the pressure is removed: false aneurysm only disap- 
pears gradually, and returns slowly after pressure has been taken off, 
because the blood can only gradually pass from the sac into the artery, 
and from it again into the sac. A distinct sound is often observed when 
the blood again flows into the sac (1). The pulsation is weaker in false 
than in true aneurysm, and sooner becomes indistinct in the enlargement 
of the swelling. The aperture by which the sac of the false aneurysm 
is connected with the cavity of the artery, is narrow in comparison with 
its base; in partial extension of all the arterial coats, the entrance’ for 
the blood is just as wide as the base of the sac. -When the extension 
occupies the whole tube of the artery, the swelling is always cylindrical 
or egg-shaped, yields easily to pressure, and in the dead body is always 
found smaller than it was during life. ‘The form of the false aneurysm 
is irregular, and continues the same in the corpse. In the sac of a true 
aneurysm, layers of coagulated blood are never deposited, which is 
always the case in false aneurysm, with very rare exceptions (a). The 
more all the coats of the artery are expanded the more they are thinned, 
whilst, on the contrary, the sac of a false aneurysm increases in thick- 
ness (b). However, in true cylindrical aneurysm the walls may be 
equally thick, so that, if cut through vertically to its axis, the walls do 
not drop (c). 

[(1) Lawrence (d) observes:—‘ There are some instances in which pulsation 
cannot be felt, in which it may be heard, either by the application of the ear directly 
applied to the tumour, or through the medium of the instrument called the stetho- 
scope. ‘The sound that is communicated in either of these cases is very peculiar, 
the sound produced by the passage of the stream of blood from the opening in the 
artery leading to the aneurismal sac. The blood passes through comparatively a 
contracted orifice, to enter into a large cavity, and each jet of the blood propelled 
into the aneurismal tumour by the contraction of the heart, produces a sound which 
is something like that of the sound of blowing through bellows—whih, whih, whith ; 
you will hear a succession of these; and hence the French, in my opinion, have 
very appositely characterised it by the term bruit de soufflet; soufflet is the term used 
for bellows: and, in fact, it means * noise of a bellows’ and, in short, it cannot by 
any terms be more clearly illustrated.” (p. 160.) : 

I cannot assent to several of the conditions laid down by Cuentus, as distinouish- 
_ ing true from false aneurysm. The diminution of the bulk of a true aneurysm de- 

pends materially on the stage at which it has arrived; if it be recent and. there be 
little or no lining of clot, it does diminish readily on pressure of the artery between 
the sac and the heart; but the diminution under these circumstances is less and less, 
in proportion to the increased bulk of the sac, so that/in a large aneurysm there is, 
comparatively, little diminution of size, though the current of blood he stopped. 


(a) Honeson, above cited, p. 82. (b) Scarpa. : int 
(c) Brescuet, above cited. » (d) Lect. on Surg.; im Lancet, 1829-30, vol. ii. 
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False aneurysm diminishes still less, and often, indeed when the blood continues, 
as it commonly does, pouring into the cellular tissue it there coagulates, scarcely 
any perceptible diminution of size is made by pressure on the artery between it and 
the heart. Anda true aneurysm which has burst a sac beneath the skin, as some- 
times happens, is similarly circumstanced. The pulsation, is generally less distinct 
in a false than in a true aneurysm; but this also depends on the period and extent 
occupied by the blood which has escaped, and is proportionally less, the greater the 
quantity of blood poured out. The external form of a false aneurysm is undoubtedly 
irregular, as it much depends-upon the looseness of the surrounding cellular tissue, 
and whether the part be or be not enveloped in a tendinous sheath; but the imme- 
diate sac, consisting only of more or less numerous layers of coagulated blood, 
which as they continue to form, thrust the loaded cellular tissue away from the 
artery, and hollow it out for their own lodgement, is generally of a regular oval form, 
and has at one or other part an aperture, by which blood continues escaping and 
gorging the cellular tissue surrounding the false sac, till at last it distends the skin 
so much that it mortifies and gives way at one or more points, and bloody serum 
and clots mixed with ill-formed pus, which is commonly produced towards the 
termination of the disease, begin to be discharged, and increase in quantity till the 
false sac itself break away and the blood readily make its way out. J cannot un- 
derstand the observation, that ‘in the sdc of a true aneurysm layers of coagulated 
blood are never deposited,” which is most undoubtedly, incorrect in al] cases where 
the aneurysm results from ulceration or tearing of one or other coats of the artery ; 
for very speedily after a pouch is formed, layers of clot begin to form. And even 
when the disease only depends on dilatation of the arterial coats, though at first there 
be no layers of clot, yet as the disease proceeds, they are certainly formed, although 
Hopeson denies it and says :—*‘ In those sacs which consist either in a general or 
partial dilatation of the coats of the vessel, I have never met with it.” (p. 82.) As 
to the difference of thickness of sac in true and false aneurysm, although in the 
former the coats of the artery thin as the disease increases, yet there is a continued 
slow inflammatory action going on upon the external surface of the sac by which 
its thickness is preserved, till the parts by which it is surrounded having been either 
absorbed or stretched to bursting by its size, the sac itself is the only remaining 
resistant to the impulse of the blood, and in its turn yields, thins, and at last it 
bursts. As to the thickening of a false aneurysmal sac, it continues indeed so long 
as the surrounding cellular tissue confines and supports it, but when the tissue is 
absorbed or sloughs, the want of support is here also felt, and the false sac thins, 
yields, and bursts as in true aneurysm.—4J. F. s.] 


1804. The distinction of aneurysm from other swellings is grounded on 
the pulsation, the diminution by pressure, the reappearance when the 
pressure is removed, and the position corresponding to that of the course 
of an artery. When therefore the pulsation is indistinct, or not at all 
perceptible, and the swelling cannot be diminished by pressure, it must 
be the more carefully examined, and attention. paid to its origin and its 
early condition. Swellings in the neighbourhood of a large artery, or 
lying upon it, participate in the pulsation, which, however, to a practised 
touch is easily distinguishable, as it consists only ina raising and sink- 
ing of the swelling; but if ‘such swelling contain any fluid which un- 
dulates by.the imparted motion, the diagnosis is doubtful: a degree of 
certainty, however, may be attained, if the artery be compressed above 
the swelling, and the latter be then properly examined (a). 


‘ [Aneurysms are sometimes mistaken for abscesses. Dupuyrren witnessed a 
case in which the blood issuing from an aneurysm of the arch of the aorta, made its 


way behind the breast-bone into the bottom of the neck, and there formed a tumour, © 


which, being mistaken for an abscess, was punctured, and gave rise to repeated, and 
at last fatal bleedings. Ricueranp (b) says, that ‘* Ferranp, principal Surgeon at 


(a) Rises, Mémoirs et Observations d’Anatomie, de Physiologie, de Pathologie, et de 
Chirurgie, Paris, 1841. vol. i. p. 255, 
(b) Nosographie Chirurgicale, vol. iv. Fourth Edit. Paris, 1815. 
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the Hétel-Dieu, thinking to open an abscess in the arm-pit, plunged his knife into~ 


an axillary aneurysm, and killed his patient.” (p. 72.) AsTiey Cooper mentions 
an instance of an aneurysm which had presented in the loin, being punetured, 


under supposition of it being a lumbar abscess; the mistake, however, being” 


ascertained, the edges of the wound were immediately brought together and 
healed, and the patient died by the tumour afterwards bursting internally. (p. 35.) 
I myself recollect a spuriots aneurysm, after venesection, having been punctured 
as an abscess; the bleeding was stopped immediately, but about twenty hours after, 
as the girl was dressing her hair, the bandage slipped off, a violent gush of arterial 
blood followed, and she lay in great jeopardy for many hours before she was ina 
fit state to have the artery secured. / 


On the other hand, a pulsating tumour may be mistaken for an aneurysm, an ex-. 
e } 5S J 


ample of which is mentioned by Warner (a), in a boy who had bis breast-bone 
much fractured by a fall,and came to Guy’s Hospital a fortnight after. ‘¢ There was 
an evident separation of the broken parts of the bone, which were removed at. some 
distance from each other. The intermediate space was occupied by a tumour of 


considerable size ; the integuments were of their natural complexion; the swelling 


had as regular a contraction and dilatation’ as the heart itself, or the-aorta could be 
supposed to have. Upon pressure, the tumour receded ; upon a removal of the pres- 
sure the tumour immediately resumed its former size. * * * The event was, the 
tumour burst in about three weeks from his admission, discharged a considerable 
quantity of matter, and the patient did well by very superficial application.” (p. 
155.) : 


Sometimes a large varix of the accompanying vein may turn so completely over. 


the artery as to hide it completely, and receive its pulsation. In St. Thomas’s 
Museum there is a very fine example of this disease in the internal jugular vein, 
the swelling of which, from its size, must have occupied nearly the whole of the 
one side of the neck. Such cases may be distinguished by pressure of the swelling 
at its farthest extremity from the heart, in which case its size will diminish, whilst 
if pressure be made between it and the heart, its bulk must be inereased which is 
the very reverse to aneurysm. 

Tumours of any kind upon an artery will often acquire pulsation from it, and be 
liable to mistake ; their unvarying size, however, and commonly the cessation of 


the. pulsation when the swelling is lifted up, will generally determine their true cha- 
racter.—J. F. Ss. ] 


1405. Aneurysms arise either of their own accord, or after deter- 
minate external: influence (2. spontaneum and traumaticum.) In the 
former case they occur generally at more than one spot, cither at once 
or consecutively, and thus show that a peculiar morbid condition spreads 
more or less over the arterial system. ‘This is observed most commonly 
in persons who are subject to rheumatism, gout, scrofula, syphilis, who 
have used much mercury, and have drank spirits to excess. In these 
cases there frequently arise inflammation of the internal ‘coat. of the 
artery, ulceration, loosening, thickening, even ossification between the 
internal and middle coats, by which the walls of the artery yield to the 
pressure of the blood, or the internal and middle coats are torn or de- 
stroyed. The external influences which produce aneurysm are wounds, 
violent efforts in lifting heavy weights, in jumping, in vomiting, cough- 
ing, and the like. These circumstances (wounds naturally excepted) 
produce aneurysm the more readily, if the coats of the artery have been 
changed by disease, as above mentioned. 

[Richeranp mentions a curious circumstance in ‘reference to ‘¢a class of persons 
who almost always die of aneurysm, and whom he noticed whilst engaged -with 
anatomy. These were the servants of the amphitheatre, whose business it was to 
bring the subjects and remove the refuse of the dissections. I never saw one,” 
says he, “who did not abuse spirituous liquors, and was not constantly drunk; 


/ 


(a) Cases in Surgery. London, 1784. f 


FREQUENCY OF ANEURYSM. Aye 


t 
‘and to this were added the feebleness resulting from such excesss, the fatigues of 
So disgusting and laborious an occupation which occupied their nights, the exertions 
required to carry bodies often too heavy for a single person, wearied with sleep and 
drunkenness.” (p. 71.) ’ 

Gururiz also observes:— The exertion in general is infinitely greater in the man 
than in the woman; and I think this, combined with the freer use of ardent spirits, a 
much more likely predisposing cause than either syphilis or mercury.” (p. 87.) 

With regard to the age at which aneurysm occurs, Asttey Cooper observes :— 
“Phe period of life at which they most frequently occur is between thirty and fifty 
years ; at that age in the Jabouring classes the exertions of the body are considerable 
and its strength often becomes diminished: in very old age this complaint is less 
frequent, as muscular exertion is less. ‘The greatest age at which I have seen aneu- 
rism has been eighty years; this was in a man for whom I tied the popliteal artery 
in Guy’s Hospital, for popliteal aneurism ; and, notwithstanding’ his advanced age, 
Imever had an operation succeed better. I also operated on a man of sixty-nine 
years, and that case also did well. A boy, in St. Thomas’s Hospital, had an aneu- 
rism of the anterior tibial artery, who, I was informed, was only eleven years old. 
The man of eighty was the oldest, and the boy of eleven the youngest, which Tf 
have seen with aneurism.” (pp. 40, 1.) 

_ As regards the frequency of aneurysm in the sexes, Witson (a) remarks, that 
shortly before Joun Hunver’s death, he heard him state that he had only met with 
one Woman with true or spontaneous aneurysm. AsTLEY Cooper says:—“ In forty 
years’ experience, taking the hospital and /private practice, I have seen only eight 
eases of popliteal aneurism in the female, but an immense number in the male. 
The-aneurisms which I have seen-in the female, have been the greater number in 
the ascending aorta or the carotid arteries.”’ (p. 41.) Of the sixty-three cases re- 
ferred to by Hopeson, seven only were females, and the other fifty-six males. (p. 
87.) Gururiz states, that he ‘does not recollect having seen more than three 
“women suffering from popliteal aneurism; and it is probable that they are found, on 
an average, at least, from twenty to thirty times in men, for once in woman. The 
structure of the vessels is the same, but the mode of life is different.” (p. 87.) 
Lisrranc_(b) mentions that of one hundred and fifty-four cases which he had col- 
Jated, one hundred and forty-one were males, and thirteen females. I myself, in 
the course of thirty years, do not recollect more than three external aneurysms, 
which were popliteal, in females.—zs. r. s.] 


1406. Aneurysm may occur in all arteries: the iniernal arteries are, 
however, more frequently attacked with it'than the external, the reason 
of which may be, that the nearer the arteries are to the heart, the thinner 
are their walls in proportion to their diameter, consequently they are less 
capable of withstanding a violent pressure of the blood. The curves, 
also, which the arteries describe in their course, have an influence on 
the more frequent origin of aneurysm. Aneurysm of the arch of the 
aorta is most frequent; next comes aneurysm of the popliteal, then of 
the inguinal, axillary, and carotid arteries. False aneurysm, as a con- 
sequence of the wound of an artery, occurs most commonly in the bra- 
chial, after an unlucky blood-letting. 


[The force of the heart, however,” says Jonn Hunter, ‘has some power in 
operating as a remote or first cause of aneurisms. Aneurisms are most frequent in 
the larger arteries, as at the arch of the aorta, and more frequent in the second order of 
arteries than in the third; but they are sometimes found even in the fourth and fifth. 
* * * The nature of the artery contributes likewise, the structure of the large arte- 
ties being chiefly of elastic matter, and not near so muscular as the small ones, 
which have therefore greater powers of resistance.” (pp. 544, 45.)] 


(a) Lectures on the Blood, and the Ana- (b) Des diverses Méthodes et des différens 
tomy, Physiology, and Pathology of the Vas- Procédés pour l’Oblitération des Artéres 
cular System. London, 1819. 8vo. dans le traitement des Anévrysmes. Paris, 

1824. 8vo, h 
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Of the comparative frequency of aneurysm in the different external arteries, the 
following tables are given by Hopeson and by Lisrranc:— 


Hoveson, LISFRANC, 
Ss ; 

Popliteal and Femoral 14 males. | Popliteal........+++ Spor no GY) _Brought forward...... 165 
Ditto ..... eeeeseecees I female, | Femoral, at the groin...... +. 26 Anterior tibial... 3 
CANORA Siemens os 2 males. ob other parts ........ 18 Gluteal .....-+-. 2 
Subclavian & axillary 5 * Garotid: . Ssdigicisiele sipiniaisio™ etaly - 17. Internal iliac..... 2 
UNSINE vcccu cscs 2 Subclavian ............ sewse 16: Temporal.<.s..occcccweccetsinjen’ 2 
ARAN. .c0(e etecawtaiels ceisler e 14 Internal carotid..... elotcicieieuia J 

External iliac ... 5 Ulnar ..s.s.. oS oeeihetes: Jae oak 

Brachio-cephalic . 4 Radial ..... y zt 

Brachial Oot. cs.ades oncaenss 3 Palmar arch. 1 

ComMON MHiac..cc.eserecegve 3 Peroneal. ..cccecccccvvcwesee ‘L 

TOA secess cy +34 Carried forward ...... 165 Rota <. Sees oisicinse eee 


Not unfrequently there is more than one aneurysm existing at the same time; it, 
therefore, becomes a matter of high importance to make a careful examination of the 
whole of a patient’s body upon whom it is proposed to operate ; for if there be any 
internal aneurysm, it is useless to subject him, to an operation from which he can 
derive no real benefit, as the internal aneurysm will sooner or later destroy him. 
Asriey Cooper mentions that ‘the elder CLine was about to operate upon a man 
in St. Thomas’s Hospital, who had a popliteal aneurysm, but deferred it on account 
of the patient’s complaining of a pain in his abdomen. A few days afterwards. the 
man died suddenly, and, on examination, an aneurysm was found between the two 
emulgent arteries, which had burst into the abdomen.”’ (p. 30.) Or the excite-, 
ment of an operation may cause the bursting of an internal aneurysm, which hap- 
pened with.a patient upon whom Astiey Cooper had commenced operating for: 
popliteal aneurysm. ‘The patient stretched himself on his back, and his urine 
flowed from him; * * * he gave a deep gasp, and in a few minutes was dead. 
The next day,’’ says Cooper, ‘tI opened the body, and found the pericardium dis- 
tended with blood, which had escaped from an opening seated at the beginning of 
the aorta, immediately above the semilunar valves.’’ (p. 29.) The preparation is in 
the Museum at St. Thomas’s Hospital. 

Sometimes many aneurysms are met with in the same person. Astiey Cooper 
tied the external iliac artery for an aneurysm at the origin of the profunda, and an- 
other in the middle of the thigh; the man died afterwards of aneurysm at the bifur- 
eation of the aorta, which burst into the belly. ‘* Upon examination, an aneurysm 
was found in each ham; one at the bifureation of the aorta, one at the origin of the 
arteria profunda, one in the middle of the thigh, and two between the popliteal 
aneurysm and the femoral, making in all seven aneurysms.’? TyrreELL, in a note 
upon this case, mentions another instance in which he operated on a man who was 
afterwards found to have seven aneurysms.’’ The operation was performed for a 
popliteal aneurysm in the left ham. ‘* Whilst. feeling in the course of the artery, 
before commencing the operation, I found,’ says TyrReLt, ‘ta small aneurysm near 
the part in which | had intended to secure the vessel; this led to a more minute 
examination of the patient, and at that period another aneurysm was found just 
above the tendon of the ¢rzceps, on the same side, making two femoral aneurysms 
and a popliteal on the left side. On the right side the artery felt dilated in several 
places, but a little below Pouparr’s ligament an aneurysm existed as large as an egg. 
After farther consultation, it was decided that I should tie the femoral artery between 
the two small aneurysms, as we feared that a ligature in the external iliac would 
not command the hemorrhage from the aneurysmal sac,”’ (which had been punctured 
to ascertain its character, previously very doubtful.) The space between the two 
aneurysms in the femoral was about an inch, or an inch and a half, appeared sound, 
and a ligature was applied on it. During the following three weeks the limb be- 
came gangrenous, and the aneurysmal sac in the ham sloughed, exposing the thigh- 
bone, but amputation was not performed, for fear of the diseased condition of the 
artery. ‘*The ligature did not separate from the wound until the sixth week, and 
the patient lingered till the 28th of July,” (eight weeks and a-half after the opera- 
tion.) ‘*The popliteal and inferior femoral aneurysms of the left side had been 
destroyed by the sloughing; that above the ligature was not closed. On the right 
side were found three femoral aneurysms, and a small popliteal, making in all 
a pe some dilatation of the aorta, immediately above the bifurcation.” 

. 38, 9. : 
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Still more remarkable is the case mentioned by Pe,ieran (a), who observes :— 
“T have often seen numerous aneurysms affecting indifferently the large and small 
arteries, but specially those of size; I counted 63 in one man, from the size of a 
filbert to that of half a pullet’s egg,” (p. 1.) Amd in another case, related by CLo+ 
quer (4) ‘all the arteries were stidded with aneurysmal tumours from the size of 
a hempseed to that of a large pea. Some were on the aorta and its principal divi- 
sions, but they projected little and were much less numerous than on the arteries of 
the limbs,” which, ‘on many parts of their length, formed kinds of necklaces ; all 
the swellings were numerous and close together. Those of the lower limbs were 
perhaps less numerous; without exaggeration they might be eStimated at several 
hundreds. 'The arterial walls seemed unaltered in structure, except at the swellings, 
where the tunics were dilated and thinned. In none did I observe rupture of the 
inner or middle coats.’’ (p. 86.)] 

1407. The old opinion that spontaneous. aneurysm almost always de- 
pends on an expansion of all the arterial coats, has been disputed by 
many writers, but most efficiently by Scarpa, and the origin of aneurysm 
placed in a tearing of the internal” coat of the artery, effusion of blood 
through this tear, and expansion of the cellular sheath of the artery. The 
correctness of this opinion is grounded on the condition of the arterial 
coats in their natural state, and on the careful examination of aneurysmal 
arteries. For the internal and middle coats of arteries cannot, on ac+ 
count of their slight degree of elasticity, permit any great degree of 
extension without tearing ;- whilst, on the contrary, their external or cel- 
lular coat is in the highest degree extensible. Examination shows that 
in all large aneurysms their proper sac communicates with the cavity of | 
the artery by a large or small opening, frequently, as it were, fringed, 
and often hard and callous; that, therefore, the swelling never includes 
the whole tube of the artery, as would betthe case in expansion of all the 
arterial coats, but is connected with the artery like an appendage fixed 
onastem. Tarther, that in the wall of the artery, opposite the torn part, 
the several coats are found in their natural condition; and can be 
decidedly distinguished from each other; that in spontaneous aneurysm 
the internal coats are usually changed in a manner (par. 1405) which, 
indeed, favours their tearing, but not theirextension. Also, in expansion 
of all the coats of the artery, no collection of coagulated blood can take 
place, as the blood always remains within the cavity of the vessel. The 
reason, however, why it is so easily assumed that the sac of the aneu- 
rysm is formed of all the coats of the artery, is founded on the cellular 
tissue being always considerably thickened, and at the commencement 
of the tear being adherent, in the closest manner, to the internal coats 
of the artery, which are here always more. or less disorganized, often 
quite brittle. Besides, also, every remark usually applied to aneurysm 
by expansion, is equally applicable to aneurysm by tearing. Only in the 
aorta, near to the heart, does Scarpa admit the possibility of simulta- 
neous expansion of all the arterial coats; however, even here it can 
only attain a certain degree, without tearing of the internal coat. 

[Joun Hunrer somewhat inclines to a diseased condition of the artery; for he 
says :—‘“It would appear that there must be a specific disease of the artery in most 
cases, for dilatation is too local for so general a cause as the force of the heart.” 


(p. 545.)] 
1408. Close and careful, however, as are the observations of Scarpa, 


and valid as is his opinion against the often too ready assumption of an 


(a) Clinique Chirurgicale, vol. ii. (b) Pathologie Chirurgicale. Paris, 1831. to, 
Vou. 1.—41 
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extension of all the arterial coats in aneurysm, their truth cannot, how- 
ever, be admitted in every case. Examinations instituted by the closest 
observers, show that the arteries are subject to an expansion, not only 
of their whole tube, but also of particular parts (a). Scarpa himself 
admits the possibility of extension of all the coats in the arch of the aorta. 
In old persons, especially females, the expansion of the arch of the aorta 
without degeneration or tearing, is twice as frequent.’ Even the trunk 
of that vessel has been found throughout regularly expanded to nearly 
double its size (b). Enormous expansion of the aorta and pulmonary 
arteries, are a common appearance in diving animals. 

On examining an aneurysm in which the internal coat has been torn, 
and a considerable sac formed in the cellular coat, the area of the-artery 
is often found considerably enlarged, at the place where the tear bas 
occurred, and no other change in the inner and middle coats of the 
artery, than that they are expanded and thinned. The enlargement of 
the neighbouring branches of the arteries, if the circulation be in any 
way checked in the principal trunk, and the frequently considerable ex- 
pansion -of the capillary vessels in-the branching aneurysm, presently 
to be considered, contradict Scarpa’s opinion. From these reasons, 
however, it only follows, that a simultaneous expansion ofall the arterial 
coats is possible, but that when it attains a certain degree, tearing of the 
internal and middle coats occurs; consequently, a false aneurysm is pro- 
duced from a ¢rue aneurysm. 

1409. Although the above-mentioned (par. 1372) results are the 
common terminations of aneurysm, and the disease, if left to. itself, 
nearly always ends fatally, yet, however, it.is capable of a spontaneous © 
cure, which may be brought about in different ways. ' 

1. If the aneurysmal sac attain considerable size, it may-compress and 
obliterate the artery. ‘This is the more rare case (1). 

2. A severe inflammation which attacks the whole aneurysmal sac, 
and runs into suppuration or gangrene, may act so violently upon the 
artery itself, that its adhesion may be produced, and no bleeding occur 
after the bursting of the sac; but the suppurating part closes without any 
trace of aneurysm. 

3. A deposit of clot in layers may take place in the sac, by which its 
cavity may be diminished, and at last even filled up. The clot extends 
into the canal of the artery, and closes it to the next collateral branch, 
above or below the swelling (2). This kind of spontaneous cure of an- 
eurysm is announced by the swelling becoming solid, and by a weaker 
or completely stopped pulsation (c). 

4. The clot contained in the sac may be converted into a solid, fleshy, 
steatomatous mass, by which the bursting of the sac is prevented; in 
which case, however, the area of the artery is preserved, and the sac 
gradually diminished by absorption (d). 

In simultaneous extension ‘of all the coats of an artery, spontaneous cure is im- 
possible, because it never arrives at the deposition of a clot (e). » 

[(1) The obliteration of an artery by the lengthening of an aneurysm intoa pouch- 


(a) Hopason, above cited, p. 74. Bres- (c) Honeson, above cited, p. 114, 
CHET, above cited. MS (d) Ib., p. 118, : 

(b) Meck, Handbuch de pathologischen (e) Scarpa. 
Anatomie, vol. ii, pt. i. p. 244, 
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like form, at that side of the sac most distant from the heart, is well explained by 
Joun Hunrer. He says:—‘ Even in the. last-mentioned situation, (the leg,) the 
force of the heart directs, in some degree, the swell of the tumour; but that is not 
until the sac isa good deal enlarged. The force of the blood against the most 
distant part of the sac endeavours to carry it on farther in the direction of the motion 
of the blood, which in time makes a pouch; therefore it is elongated in the direction 
of the sound artery. The sac often, by its increase, presses on the sound part of the 
artery, and becomes the cause of its obliteration, as I have seen more than once.”’ 
(pp. 544, 45.) Of this kind of spontaneous cure there is a magnificent specimen 
in the Museum at St. Thomas’s, in an aneursym of the femoral artery, just below 
the profunda, which has formed a large long sac that has descended for several | 
inches below its communicating opening, and has completely compressed the artery, 
which is full of clot even into the ham. 

(2) There is in St. Thomas’s. Museum a very excellent example of a popliteal 
aneurysm, in course of cure by this proceeding; the clot in the aneurysmal sac is 
very close and solid, and through its centre is a track, less in diameter than the 
natural tube of the vessel, by which the blood has been conveyed to the. leg, but 
which has been evidently fast diminishing. Forp’s cases, presently to be noticed, 
appear to have been cured in this way. In the Museum of the College of Surgeons 
there is a globular axillary aneurysm, about an inch in diameter, filled with laminated 
clots, and the artery beyond it contracted.—zs..F. s.] 

1410. What has been said about the spontaneous cure of false aneu- 
rysm applies also to artificial assistance. For in general the cure of an 
aneurysin is only possible, in)so far as a closing of the artery can be 
produced, or such a collection of the clot in the sac, as may withstand 
the pressure of the blood, and gradually contracts; the artery, however, 
remaining pervious. 

1411. After the obliteration of the trunk ‘of the vessel the circulation 
is carried on in the limb, by the collateral branches, which enlarge con- 
siderably, and are connected, with each other by numberless anastomoses. 
In many cases a more direct and manifest anastomosis of the vessels take 
place, so that after the closure of the principal trunk, the stream of blood 
at once passes’by the neighbouring branches; in other cases, the colla- 
teral circulation 1s only undertaken by small numberless anastomoses (a.) 
Upon the different ways in which the collateral circulation is produced, 
and partly also on the point of time when the vessel is examined, after 
the obliteration of the principal trunk, may depend whether the collateral 
branches appear more or less, or even not at all, enlarged. ‘The frequent 
examinations, in which, after the obliteration of the principal trank of 
an artery, the other arteries of the limb are found considerably enlarged, 
do not therefore contradict the equally true observations, in which this 
enlargement is not found (0). 

1412. The remedies which have been proposed, generally, for the 
treatment of aneurysm, are, rest and antiphlogistic treatment, the applica- 
tion of cold and contracting remedies to the swelling, the compression, and 
tying of the aneurysmatic artery. 

1413. Strict rest, lowering treatment, restricted diet, repeated blood- 
letting, even to the greatest degree of weakening, (VALsALva’s plan,) 
and the internal use of digitalis, are the only modes of treatment by 
which the cure of internal aneurysm may perhaps be effected; in which 
indeed, under great diminution of the circulating power, the blood coa- 


(a) Hopason, above cited, p. 235. 
(b) Frrsstine, Dissert. de sistendis he- Heilardes Kropfes, u. s. w.- Sulzbach, 1817, 
morrhagiis. Groen, 1804, Waururr, Neue p. 65. 
» ’ 
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gulates in the sac, and the aperture, whereby the sac communicates 
with the artery, is closed. In certain cases the area of the artery may 
be at the same time preserved, (par. 1409,) but in others the coagula- 
tion of the blood extends into the artery, and shuts it up. In true aneu- 
rism, a diminution and contraction of the walls of the artery may thus 
be effected. d G 

1414. The asfringent remedies employed for the purpose of restoring 
their elasticity to the arterial coats, or for effecting the complete coagula- 
tion of the blood in the sac, are, applications of cold water, pounded 
ice (1), bark, oak bark, and so on. If this mode -of treatment, which 
was formerly employed, have in many cases a satisfactory result, it may 
be in part ascribed to the compression generally at the same time em- 
ployed with it, and more especially to keeping the patient at rest. Per- 
haps, however, all share in the business must not be denied to. these 
topical applications, as they are capable of favouring the coagulation of 
blood in the sac, and in this way promoting the cure (a). 


[(Guzrm, of Bordeaux, appears to have first proposed the application of pounded 
ice, or iced water, to the aneurysmal sac (0); and though its beneficial use was 
much doubted, yet Ricueranp says, that “subsequent observations have proved the 
advantage of pounded ice inthe treatment of aneurysm. ‘The examinations of the 
bodies of persons cured in this way, have dissipated. all doubts as to the value.of 
this remedy, and he mentions a case reported in the Bulletin de la Faculté.de Méde- 
cine de Paris, No. 4, 1812, in which a popliteal aneurysm was thus cured. The 
patient lived a considerable time after the disappearance of the tumour, and the pre- 
paration is now in the Museum of the School of Medicine. On the contrary, 
Hopeson says :—‘*I have seen ice applied to a large inguinal aneurism, but it pro- 
duced such excruciating pain that its employment.was from necessity discontinued.” 


(p. 163.)] 5; 

1415. Compression and Ligature of the aneurysmatic, arteries are the 
two modes of treatment which especially apply to the cure of external 
aneurysms. They agree with each other in effecting the obliteration of 
the artery ; this takes place slowly by compression, in which case. the 
circulation is gradually restored by the collateral branches, but occurs 
quickly on tying the artery. Only in a spurious aneurysm, which arises 
from a wound in an artery, and has not long existed, can a cure by com- 
pression be effected, without subsequent closure of the artery, as has 
been already granted in wounds of arteries, under certain circumstances 
(par. 279). 

_ 1416. Compression has been employed upon the aneurysmal swelling, 
above it, and as a swathing of the whole limb. Proper apparatus or band- 
ages have been used for the purpose. a he 

1417. Compression of the swelling alone, is on many grounds ob- 
jectionable. It is difficult or impossible, on account of the depth of the 
artery, and the different size of the swelling, always to employ the com- 
pression properly, and in the same direction ; the aneurysmal sac may 
be developed in another direction, and if the compression be made suf- 
ficiently great, severe pain, inflammation, and bursting of the sac; may 
be caused. Nor is it certain whether the pressure operates upon that 
part of the artery above the opening, by which the sac communicates 


(2) Raprxoosr, HL, Dissert. sur lemploi (6) Recueil Périodique de la Societé de 
des réfrigérans dans les Anévrismesexternes, Santé, & Paris, No, 3. 
Paris, 1810. ; 


TREATMENT OF ANUERYSM. 481 
with the artery, or upon the part below this opening, in which latter 
case the speedy bursting of the artery may be produced. 

1418. Compression of the artery is to be made at that part above the 
aneurysmal swelling, where the artery is superficial and the surrounding 
parts afford a proper point of support for the compression; in doing this, 
however, care must be taken to avoid the collateral vessels above the 
swelling, especially the larger ones. All the contrivances by which this 
compression is effected, must be so managed that they compress the limb 
only on two sides, because otherwise they would check the circulation 
too much (par. 285.) The compression must be gradually increased, 
with the greatest care, and so long continued till the obliteration of the 
artery is effected. ‘This compression is often unbearable, when, for ex- 
ample, the artery is accompanied by the principal vein of the limb, or by 
considerable nerves. ‘The femoral artery in its upper third, and the 
brachial artery, throughout its whole length, bear compression best. 
The position of the median nerve, however, close to the brachial artery, 
renders this less fitting, and the compression is painful. It is therefore’ 
especially applicable only to the femoral artery (a). 

Tiere also may be mentioned alternate compression with several tourniquets at 
different parts. 

Hurron and Cusack ()) have communicated cases of successful result from com- 

~pression of the femoral artery in aneurysm of the poplitea] artery, in which the com- 
pression was employed only for some hours, and repeated every day or at longer 
intervals. 

1419. The compression of the whole limb, by proper bandaging, in 
which, by the application of graduated compresses along the course of the 
artery, increased pressure is made, 1s not usually accompanied with incon- 
venience tothe patient ; the edematous swelling disappears, and the cure 
may be effectedwby this simple remedy. The event of the cure in these 
cases appears always to be the complete coagulation of the blood in the 
aneurysmal sac, depending on the arrest of the circulation throughout the 
whole limb. 

[The unsatisfactory results of the treatment of aneurysm by tying the affected 
artery above and below the sac, opening and emptying the latter, either before or 
‘after the ligature, and then inducing it to fill up by granulation, as also the dangers 
of amputation, led GuaTrani (c) to consider the possibility of some other proceeding: 
for the management of ‘¢a disease, so evidently incurable, that both medicine and 
surgery renounced all kind of treatment.” He had, however, observed several cases, 
spontaneously cured, in patients who would not submit to either of these operations, 
and he hoped to succeed by a somewhat similar process. ‘* Many indeed,” says he, 
‘¢ were the trials and dangers depending on the varieties of aneurysm, some of which, 
differed from others in their nature; nor did all arise from one and the same spot. 
But when I especially inquired into those aneurysms which occurred at joints, I 
was led to suspect that by rest in bed and weakening the whole body, at the same 
time also restraining the flow of blood in the artery running to the affected part, and 
finally by gradually compressing the aneurysmal tumour itself by the aid of bandages, 
I mizht be able not only to prevent its increase, but that in course of time the gru- 
mous blood would, by little and little, of itself be changed into sernm, and rendered 
fit for circulation, and that the entire resolution of the tumour would at length take 
place. A methodical bandaging, Which should from day to day more and more 
compress the affected part, seemed to me the only means which could fulfil all the 


(a) Gururer Latoucun, C. H., Nouvelle (b) Dublin Journal of Medical Science,, 
maniére d’exercer la Compression médiate . vol. xxiii, 1343, p. 364. Po, 
prolongée sur les principales Artéres des — (¢) Quoted at head of Article in Laurn’s 
Membres Strasbourg, 1825, to. Collectio, ; 
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indications; but as in doing this many hindrances occurred tome which seemed ad- 
verse to a happy result, I continued in doubt, whether I should entirely give it up, 
or whether at some.future time I should be induced to practise it.” (p. 129.) In 
this frame of mind he continued till 1757, when a case of aneurysm of the upper part 
of the femoral artery having occurred, he employed simple bandaging, which to a 
certain degree controlled the growth of the swelling. But the patient would not 
submit to the necessary rest, and left Guarrant for another surgeon, who tied the 
artery, and, probably opening the sac at the same time, bound it up very-tightly, and. 
the man died of mortification of the limb on the third or fourth day. As this could 
not be considered a satisfactory trial of his plan, he determined on trying it in another 
case, a spurious aneurysm, as he calls it, of the popliteal artery, and of which he 
commenced the treatment in November, 1765, according to the following manner :— 
‘‘ Having for some days previously,”’ says he, ‘applied lint dipped in vinegar and 
water, I covered the whole mass of the tumour with lint, and then applied two ob- 
long pillows across each other, like the letter X, upon the centre of the swelling, in 
such a way that the upper ends of both embraced the knee above and the lower 
below; another oblong pillow, wetted with vinegar and water, was then applied 
along the whole length of the femoral artery to the groin, and moistened all the lint 
surrounding the knee and covering the whole extent of the thigh. I then employed 
a strong long bandage, three inches wide and no more, and having made the first 
turn upon the centre of the swelling carried it around both above and below, in the 
usual way of bandaging the joint, and wound it round sufficiently to cover and com- 
press it equally. In the same way I bound the whole length of the thigh up to the 
groin, and in order to render it more secure, made a couple of turns round the trunk, 
and so completed ie bandaging. I took special care that the first turn of the roller 
should not too much eonstringe the part, and was very eautious that the pressure 
should be equally kept up, so that every turn of the bandage covered the preceding 
one rather more than half its breadth; which indeed, in every surgical operation 
where this indieation presents, should always be done.” (p. 131.) Blood letting, 
low diet, complete rest of the joint, and the application of spirits of wine, were 
ordered. ‘*I left the bandage undisturbed,” he continues, ‘as long as it performed 
its duty. If properly applied, it would remain for eighteen or twenty days. * * * 
In re-applying E always took care it should be put on’ somewhat tighter. I also 
directed moderate blood letting, especially when either the leg or foot swelled in, 
the least, which prevented the renewal of the bandage if by chanee it became tighter 
than the patient could bear. Subsequently the lint and pillows were moistened with 
vinegar and water, that I might prevent too much heat of skin, which coming on 
might have delayed not a little the cure. -By patient and assiduous use of this treat~ 
ment I was delighted to find that the swelling, although it eonstantly preserved its 
hardness and pulsation, daily decreased mere and more; so that, indeed, after three. 
months, I had the great pleasure of seeing the patient leave the hospital perfectly 
eured. Nothing remained of it at the place of the torn artery but a callosity, 
scarcely the size of a large bean.” (p. 132.) Such was the treatmént GuaTTaNr 
adopted and continued to practise with success, and upon it has been founded the 
practice of others at a subsequent period. 

Joun Hunrer tried compression in one of his eases, but the patient eould not bear 
it, and he was obliged to tie the artery. 

In the beginning of 1802, Brizarp (afterwards Sir Witt1am) attempted compres- 
sion of the femoral artery in a case of popliteal aneurysm, with the hope of effeeting 
obliteration, in the following manner: (@)—‘* The points of support for the instru- 
ment were the outer part of the knee and the great trochanter, a piece of steel passing 
from the one to the other: and to the middle of this a semi-circular piece of iron 
was fixed, which projected over the femoral artery, having a pad at its end moved 
by a screw, by turning which, the artery was readily compressed, and the pulsation 
in the aneurysm. stopped, without any interruption to the circulation in the smaller 
vessels. But although the patient possessed unusual fortitude of mind, and indif-i 
ference to pain, he was incapable of supporting the pressure of the instrument longer 
than nine hours; and when it was loosened, the pulsation in the tumour returned 
with unabated force. After a fair trial of this plan the man quitted the London 
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Hospital; and his femoral artery was tied by AstLey Cooper in the following April, 
in the then usual way, with two MBatures and division of the artery between. He 
did well. ad 

In 1807, Freer, of Birmingham (a), having witnessed two cases in which 
GuaTranv’s treatment had been adopted, ‘+ does not hesitate to recommend the cure 
of aneurism-to be attempted, in the first instance, by pressure, rather than by an 
operation, which frequently, oecasions death, even’ when the patient might have 
recovered, if left to nature alone.’”? Compression may be applied either on the 
aneurismal tumour itself, or upon the sound artery above it. In those cases, where 
pressure has been hitherto applied, it has been upon the tumour itself; and though 
this mode of application has frequently been attended with success, it is by no means 
so likely to answer the intention of uniting the sides of the vessels, as when used 
on the sound part of the artery. From the result of those experiments I made upon 
the radial artery of a horse, I should recommend the pressure to be applied on the 
extremities, either by the assistance of Srnreio’s instrument, or in the following 
manner :—First, placea bandage moderately tight from one extremity of the limb to 
the other, then place a pad upon the artery a few inches above the tumour, that you 
may have a greater probability of its being in a sound state; then, with a common 
tourniquet surrounding the limb, let the screw be fixed upoa the pad, having pre- 
viously secured the whole limb from the action of the instrument, by a piece of board 
wider than the limb itself, by which means the artery only will be compressed when 
the screw is tightened; the tourniquet should then be twisted till the pulsation in 
the tumour ceases. In a few hours, as by experiment in the horse, the limb will 
become edematous and-swelled; the tourniquet may then be removed, and no 
stronger pressure will be required than can easily be made with the pad and roller. 
The irritation produced by this mode of pressure, excites that degree of inflammation 
of the artery which deposits coagulable lymph in the coats of the vessel, thickens 
them, diminishes the cavity and eventually obstructs the passage of the blood.” (p. 
112, 113.) Hopeson mentions two’ eases in which this mode of treatment was 
adopted: in the one, a popliteal aneurysm, the pressure could not he supported 
longer than two hours, and in the other, where ‘it was applied to the brachial 
artery, the pain and swelling of the limb was so considerable that the surgeon was 
eompelled to abandon the practice.” (p. 177.) 

Ricueranp (b) observes, that if ‘‘the compression be made above the aneurysm, 
the compressed artery must be superficial, and have a solid point @’appuz in a neigh- 
bouring bone. The compression also must not operate on the whole circumference 
of the limb; if spread over too large a surface, it will be too weak to press down 
the walls of the vessel; it will uselessly cause severe pains, produce swelling of the 
limb, by opposing the return of the lymph and venous blood ; and it will hinder the 
passace of the blood through the collateral vessels, and consequently tend to produce 
want of nourishment, and gangrene of the limb, by obliterating all its vessels, on 
which account circular compression is to be entirely discarded in cases of. aneurysm. 
* * * A tourniquet, or any analogous instrument, should be used, which will makea 
strong pressure ona particular part of the artery, and ata part directly opposite; whilst 
the limb remains free from all compression at any other part of its circumference.” 
Tn illustration of this method, he mentions a case of popliteal aneurysm, in which, 
for a whole year, complete quiet, lying in bed, low diet, bleeding every month, and 

pressure, where the artery passed through the tendon of the m. triceps femoris, were 

employed. ‘The compression was effected bya semi-circular steel spring, like 
that of a rupture truss; a screw, with a pad at its end, graduated the pressure on 
the vessel at will. The pain at first prevented its constant application; but, by 
gradually accustoming himself to it, and increasing the force, he succeeded in 
weakening, and then in preventing the pulsations of the swelling, which became 
adherent, hardened, and reduced to a little tubercle, formed doubtless by the coagu- 
lated blood, and adherent to the inside of the aneurysmal sac. The practice of 
Professor Dunois presents many instances of success by the same means.” (pp. 
95,96. 

Bey bic. for the cure of aneurysm, has, however, been little thought of, or 
employed in this country, till within the last four years, when it was revived by 
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Horton, of Dublin (a), for a case of popliteal eo as large as a hen’s egg, as 
the patient would not submit to the operation of tying the femoral artery. ‘* For 
three or four weeks he maintained the horizontal posture, and’a compress and band- 
ages were applied; but, as the tumour gradually increased in size, and as he suffered 
pain from the pressure, this treatment was discontinued. On the Ist Nov. 1842, 
Hurron, therefore applied an instrument, ‘so contrived as to admit of pressure 
being made by a screw and pad upon the course of the femoral artery, and the coun- 
ter-pressure upon the opposite surface of the limb, without interfering with the col- . 
lateral circulation. In the first instance, the compression was made upon the femoral 
artery in the middle third of the thigh; and, although it was effectual in compressing 
this vessel, it produced so much uneasiness that it could not be sustained, and, after 
a few applications, the apparatus was removed, and adapted to the upper part of the 
limb. Nov. 12. The femoral artery was compressed as it passes from the pelvis 
under Poupart’s ligament, and the pressure maintained for more than four hours. 
Nov. 14. The tumour feels rather more solid; the purring thrill before felt, on the 
re-entrance of the blood into the sac, is no longer sensible; the pulsation as before. 
Nov. 22. Duration of compression three hours; the pulsation. returned after its 
removal. ov. 24. Artery compressed six hours; same result. He could not bear 
pressure next day for soreness in the groin; and he had some pain in the tumour. 
Nov. 26. The compression resumed, and continued for four hours; when the instru- 
ment was removed, the pulsation had ceased in the tumour, which felt solid, and 
was free from pain. ov. 27. The pulsation had in a slight degree returned ; com- 
pression for six hours. ov. 28. No pulsation-was now felt in the tumour. It had 
decreased in size, and was solid. ov. 29. The compression was maintained for 
six hours; no pulsation felt; compression applied three hours. Dec. 1. An artery, 
about the size of the temporal, is felt pulsating along the surface of the tumour, which 
is quite solid, much diminished in size, and is altogether free from pulsation. The 
use of the instrument was now discontinued. Dec. 27. The turnour reduced to the 
size of a small walnut, and very hard. He was this day discharged at his own 
request.’”’ (pp. 364, 365.) Very soon after the termination of this case, Cusack 
treated a popliteal aneurysm in the same way, beginning first with a bandage over 
the whole limb, to which subsequently was added a compress on the aneurysmal 
sac; this was continued for a month, but without effect. ‘Feb. 22. Hurron applied 
his instrument, the pad being screwed down on the femoral artery at as high a point 
as possible, and with a force sufficient to stop completely the pulsations in the 
tumour; a compress was then laid over the aneurism, and secured by a flannel 
bandage, beginning at the toes. He soon began to feel uneasy; but when it had 
been on for one hour and a half, his face became pale, his pulse weak and slow, and 
he complained of faintness, with a feeling of weight in the situation of the pad, run- 
ning up to his heart, and a sensation of a rush of blood to his head, accompanied by 
profuse perspiration on the forehead and vertex; the instrument was now loosened, 
and he soon rallied. When quite recovered, the pad was again screwed down; but 
he could not bear it for more than half an hour at a time.’’? The apparatus was-con- 
tinued for five days, the patient screwing down the pad as he could bear it; but no 
benefit having been gained, it was put aside, and a bandage applied. From the 
22d January tothe 4th of March, he had been taking ten drops of tincture of digitalis 
thrice a day; but it was then increased to fifteen drops, which was continued a fort- 
night longer, and then left off entirely. ‘* March 16. Sir P. Crampron’s instrument, 
modified by Mr. Daty, was put on so as merely to lessen the impulse in the 
aneurism ;. no compress or bandage was put on the tumour. March 18. Bears this 
instrument much better than the last; has none of the unpleasant rush to the head. 
* * * No change in the tumour. March 22. The tumour is decidedly harder.and 
smaller, the impulse being greatly lessened. At times there is only a thrill in the 
aneurism ; sometimes there is no motion whatever in the tumour, even when the 
pressure is removed, but it returns on the slichtest movement of the hody. March 23. 
Pulsation has totally ceased; the tumour is very hard, and about the size of a large 
walnut; a large artery can be felt running down superficial to the aneurism, over 
which it can be easily rolled with the finger; it then divides into two branches; the 
articular vessels do not appear enlarged. March 25. The instrument was removed 
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to-day. The femoral artery can be-distinctly traced as far as the opening in the 
tendons of the triceps and vastus internus. April1. The tumour is decreasmg; the 
enlarged artery above mentioned is much smaller than at the last report. April 7. 
Tumour continues to decrease; the entire artery can be traced until it enters the 
aneurism; but in the lower third of the thigh, and in the ham, the pulsation is so 
weak that it can only be felt on a careful examination. Apri] 14. The enlarged 
artery has become very small, while the popliteal artery of the affected limb now 
pulsates as strongly as that of the sound one; a number of hard cords can be felt 
passing over the tumour.”’ (pp. 367, 368.) In the spring of the same year (1843) 
ELLINGHAM (a) treated a case of secondary aneurysm of the right external iliac 
artery, which had been tied by him a twelvemonth before, and though the sac had 
suppurated and filled by granulation, reappeared on the Ist of April. He was kept 
perfectly at rest-in the horizontal posture, from the 3d of that month to May 11, five 
or six ounces of blood twice taken from the arm, and tartar emetic and digitalis 
given. About ten days after his admission, the integuments became a little dis- 
coloured. No farther change, however, occurred: and, on May 11, pressure on the 
distal side of the tumour was made, by means of the instrument for compressing the 
femoral artery in popliteal aneurysm, was commenced; but it appeared rather to 
increase the pulsation in the tumour.’? The pressure was continued at intervals, 
and on the next day the pad was applied to the artery at the origin of the profwnda. 
The pressure was kept up the following three days, but discontinued at night; the 
tumour was smaller, and its pulsation diminished, but after a few days became more 
perceptible, and the apparatus was therefore left off.”’ Some days subsequently, 
pressure was applied directly upon the tumour, by means of a compress, adhesive 
plaster, and bandage tightly round the body.’? After some days the tumour had 
diminished in size, and became more flat; the pressure gave no uneasiness, and was 
continued till the beginning of July, and on the 20th of that month, ‘*some remains 
of the tumour could still be detected by pressure over its side, but no pulsation or 
- bruit of any kind could be heard; neither can any pulsation be felt in the femoral 
artery, from Povparr’s ligament downwards. ug. 17. No tumour can now be 
felt; there is merely a little hardness in the situation of the former swelling.” (p. 
-243-6.) In 1844, in another case, which was a femoral aneurysm in a man, who, 
fifteen months previously, had had popliteal aneurysm of the other limb cured by 
pressure, Beniincuam, after one bleeding from the arm, and fifteen drops of tincture 
of digitalis for five days, applied the same kind of instrument as that which had 
cured the disease in the other limb, at the groin, relaxing it at intervals when the 
pressure became painful. On the third day the instrument, having got out of order, 
required removal, and was temporarily replaced by a tourniquet pad at the groin, 
upon which a four-pound weight was placed, and this, with a slight pressure of the 
patient’s hand, stopped the pulsation. On the following day a seven-pound weight 
was substituted, the tumour was somewhat more firm, and rather diminished in 
size; but the pulsation was still very strong when the pressure was removed. Ice 
was applied a day or two after to relieve the heat felt in the evening. On the eighth, 
a bandage was applied round the limb, from the toes over the tumour, and partly up 
the thigh, and the original pressure apparatus again put on; but on the twelfth day 
the weight was resumed, as the patient preferred it. On the nineteenth day, the 
pressure having been kept up steadily, except at night, whilst he sleeps, “the 
tumour is evidently more firm, and smaller; the patient suffers no pain when it is 
pressed or, handled, and has lost the uneasy feeling about the limb. To-day an 
instrument, in form of a carpenter’s clamp, was applied, the pad of which was fixed 
upon the artery in the upper third of the thigh, and he retained it on for several 
hours.. However, as it compressed the femoral vein also, the limb swelled, and he 
was obliged to remove it towards evening.” ‘The pressure was continued on the 
same principle, but with an improved instrument for the following seventeen days, 
but the tumour continued stationary. On the thirty-sixth day a second similar 
instrument, “but with a larger arc, so as to permit the pad being placed over the 
artery in the groin, was applied, and the patient directed to use it alternately with 
the other upon separate portions of the vessel ; and, when the pressure became painful 
at one point, to tighten the screw of the other, and then relax it. About three in 
the afternoon, he fixed the pad of one instrument on the femoral artery, where it 
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passes over the horizontal ramus pubis, and the second on the femoral artery lower 
down, and continued the pressure nearly constantly up to twelve o’clock at night, 
when, on relaxing the screw, he found that the pulsation of the aneurism had ceased. 
He, however, persevered in the use of the instruments throughout the night.” On 
the forty-second day, the pulsation had entirely ceased; ‘a vessel of some size was 
now, for the first time, felt, which ran superficially in the course of the femoral 
artery, and had evidently become enlarged since the filling up of the sac of the 
aneurism. ‘The patient says that last night, about twelve o’clock, when he loosened 
the screw of the instrument, the aneurism-no longer pulsated, from which time he 
suffered much pain, both in the tumour and about the knee.” These syrnptoms, 
however, subsided on the following day, when, ‘ in addition to the superficial artery 
already mentioned in the course of the femoral, the articular arteries about the knee 
were found enlarged, one of which, on the inside, is nearly as large as the radial 
artery.” On the fifty-seventh day ‘the tumour was about the size and shape of a 
small hen’s egg, very firm and solid. The pulsation in the femoral artery can be 
traced from the groin to within a short distance of the obliterated sac of the aneu- 
rism.”” (pp. 248-54.) , 
Such are the results of the first three cases, in which aneurysm has been treated 
by compression by the Irish Surgeons, and Bexiincuam has enumerated (a) nine 
other cases in which it has been employed, three of which have been managed in 
England by Liston, ALLAN, and Grearrex, and the rest in Ireland, and all cured. 
Thus Crampron’s assertion (6), that ‘intermediate compression, or compression 
from without (maintained for a sufficient length of time to allow the blood in the 
aneurismal sac to coagulate) had been tried and was found ineffectual,” (p. 359,) is 
proved to have been so only on account of the ineflicient mode of the application of 
external pressure. From this account, although I have yet had no opportunity of 
practising this treatment, I must confess I think it highly worthy of serious atten- 
‘tion, and am much disposed to think I should try it on a fitting occasion. Brniine- 
HAM Very justly observes, upon the advantage of alternating pressure upon the artery, 
that ‘‘the principal improvement which has taken place in the treatment of anenrism 
by compression, consists in the mode of applying the pressure ; that is, instead of em- 
ploying a single instrument, we employ two or three, if necessary; these are placed 
on the artery leading to the aneurismal sac; and, when the pressure of one becomes 
painful, itis relaxed, the other having been previously tightened, and, by thus alter- 
nating the pressure, we can keep up continued compression for any length of time. 
By this means the principal obstacle in the way of the employment of pressure has 
been removed; the patient can apply it with comparatively little inconvenience to 
himself; time will not be lost owing to the parts becoming painful or excoriated from 
the pressure of the pad of the instrument; and, as the pressure need not be inter- 
rupted for any length of time, the duration of the treatment will be necessarily con- 
siderably abridged.”’ (p. 167.) With regard to the treatment of the artery which has 
been thus treated, BettincHam says :—‘‘It will be: observed, from the histories of 
the cases which have been published, that the femoral artery could be traced, after the 
cure, to near the sac of the aneurism, proving that the artery is never obliterated at the 
point compressed.”’ (p. 165.) ‘This is a very interesting circumstance, and supports 
Joun Huwnrer’s opinion, that “the force of the circulation being taken off from the 
aneurismal sac, the progress of the disease would be stopped.’’ ] 


1420. As regards the more precise determination of making use of 
pressure for the cure of aneurysm, it is advised by many to employ it in 
all aneurysms, so that even if no cure take place, a progressive expan- 
sion of the collateral branches may be effected. It may be employed if 
the aneurysm be still recent, if it be not large, especially when the conse- 
quence of an external injury ; if there be no circumstances which render 
a speedy cure necessary; if the patient be not very stout, the limb not 
very much swollen, and the artery'so situated, that its walls can be pro- 
perly brought together by compression. Where beneficial, it soon shows; 
the experiment of compression is, therefore, never to be persisted in too 
long, and it should be left off as soon as circumstances occur which may 

(a) Med.-Chir. Trans., vol. vii. (6) Dublin Journal, vol. xxvii. 1845. 
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render it dangerous. It is always proper to accompany the pressure 
with rest, blood-letting, cold applications to the swelling, and the inter- 
nal use of digitalis, and so on. 


Samvuer Coopnr (a) believes, that compression is successful only in about one out 
of thirty cases, and that a certain number of the successful cases must doubtless be 
considered rather as spontaneous cures of aneurysm. 


_ 1421. Tying the aneurysmal artery (the Operation for aneurysm) isthe 
most certain mode of treatment ; and there are two modes in which it is 
performed. The one, laid down in the ancient Greek Surgery, by Puit- 
acrius and Antyiuus, which consists in opening the aneurysmal sac, 
removing the coagulated blood, and tying the artery above and below it; 
the other, where the artery is laid bare and tied above the swelling, be- 


tween it and the heart, upon which the swelling diminishes and disap- 
pears (1). 


(1) This mode of operation is usually called the Hunterian. Although it had 
been previouly practised by Anex (b) and Desautrt (c), it was, however, first raised 
to a systematic operation by Hunrer (2). In former times, indeed, tying the bra- 
chial artery above the aneurysmal sac was performed by Artius, Pautus, Aicineta, 
Guittemeau, and Turvenin; subsequently, however, even the sac itself was 
opened. 

[(2). The operation of tying the artery at a distance from the aneurysmal sac, and 
where its coats are healthy, has been justly claimed by English Surgeons, for Joun 
Hunter, notwithstanding that till within a few years our French neighbours have 
Jaboriously endeavoured to show that it was merely a repetition of the operation per- 
formed by their countryman Anex, at Rome, in January, 1710, and subsequently by 
Desautr, in June, 1785. Honourable exception to this nationality is offered by 
Descuamps’ able vindication (d) of Hunrer’s originality in reference to his opera- 
tion; and within the last few years his title to it has been almost universally con- 
ceded. ‘The circumstances, however, are so interesting in reference to this opera- 
tion and its importance so great, that a short notice of the operations of Anex and of 
Desavxr cannot be here misplaced. 

Anew’s operation was performed on the brachial artery of a friar which had been 
wounded in venesection, but which did not bleed till the fifteenth day after the in- 
jury, when it was checked by the use of astringents and bandage. Anex’s account 
of the disease is exceedingly confused and probably he did not very well understand 
its true nature, for, he says:—‘‘ From the day of venesection to that of the opera- 
tion, we see that three kinds of aneurysm have occurred in the same artery of the 
same arm,” a true aneurysm, a false one, and a true one again, upon which last he 
operated. Itis probable, however, that during the whole course of the disease it was 
none other than the ordinary spurious aneurysm following a wound in an artery, 
which Joun Hunrer (e) observes, “ will produce various effects according to the 
treatment, all of which are called so nay aneurisms: but I do not consider a wound 
in an artery, an aneurism, even if in an aneurism itself.” (p. 543.) Anex thus de- 
scribes the operation performed on the 30th January, 1710 :— Having made my- 
self master of the blood by means of a tourniquet, I made an incision in the integu- 
ments without touching, in any way, the anuerismal sac; I then sought for the 
artery, which I found situated below the nerve, which is notecommon. I took every 
precaution in separating it from this, and having lifted it upon a hook, I ligatured it 
as near to the tumour as possible. The artery having been tied I loosened the tourni- 


(a) First Lines of Surgery. London, 1819. 
vol. i. p. 304. 

(6) Suite dela nouvelle Méthode de guérir 
Ja Fistule lachrymale. Turin, 1714, p. 257. 
I have copied this account from EricusEn’s 
Observations, as the copy of Ant, which I 
have by mo, does not contain this notice.— 
JF. 8. 

(¢) Giuvres chirurgicales, vol. ii. pt. iv. 

(d) Observations sur la Ligature des prin- 


cipales Artéres des Extrémités, a la suite de 
leurs blessures, et dans les Anévrismes, par- 
ticuliérement dans celui de |’Artere poplitée, 
dont deux ont été opérées, suivant la méth- 
ode de Jean Hunter, Chirurgien anglois, 
Paris, 1793; and at end of his Traité histo. 
rique et dogmatique de lOpération de la 
Taille, vol. iv. Paris, 1796-97. 

(e) Lectures on the Principles of Surgery; 
in his Works, edited by Paver. 
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quet, when a small muscular branch, which I had divided in dissecting the vessel, 
‘bled and compelled me immediately to tighten the tourniquet and to tie the artery 
again a little higher up; the tourniquet being loosened, I saw no more bleeding nor 
any pulsation in the tumour. I then applied the proper dressings and a bandage.” 
(p. 220.) On the following day pulsation of the artery at the wrist was very dis- 
tinct. ‘The first ligature separated on the 17th day of February, 1710; and the 
second on the 27th of the same month; without the supervention of the least hemor- 
rhage, on the Ist of March in the same year, this friar not only left his room, but 
went even to church, * * * On the 5th of March the wound was perfectly 


above and below the aneurism, | only practised it above. id 
sac is usual opened, but I did not touch it at all; not doubting but that the blood con- 
tained in it would be dissipated, being at liberty to pass on towards the extremity ; 
that the sac, being once empty, would not fill again; that the layers of membrane 
that formed it would not fail to collapse; and that thus the tumour would disappear, 
all which happened as I thought. In this way the operation was less tedious, and 
much less painful; besides, my incision was not half the usual length 
was a smaller cicatrix.”? (p. 223.) The tumour collapsed in 
would have been impossible to have ascertained the spot where 


isted.”” (p. 222.) ee ae é 
Drsauxr’s operation, as stated by Sasatier (@), was performed in June, 1785, 


upon a popliteal aneurysm which ‘had acquired the size of a turkey-hen’s egg; the 
patient was thirty years of age. * * * DesauLr made an incision about two inches 
in length at the upper part of the tumour, laid the artery bare, separated it from the 
nerve and tied it. * * * On the sixth day he tied a ligature of reserve, that he 
had placed under the artery above the first one. ‘The state of the wound and of the 
patient was such as to promise a speedy cure.” The tumour diminished to half its 
size and the ligature came away on the eighteenth day. ‘On the following day the 
wound discharged a “tolerable large quantity of matter mixed with blood, and the 
tumour disappeared almost entirely; an evident sign of the rupture of the aneurismal 
ree ee this nothing was left buta fistulous opening which healed in a few days.” 
p- 403. 

Ericusen (0) observes: —* From the following remark by Maunoir it would ap- 
pear that little importance was attached to the operafion at the time even by Desautr 
himself. ‘I lived,’ says Maunoir, ‘two years with Desaunt, and I do not remem- 
ber to have ever heard him speak of this operation. It had not been considered of 
consequence; and in general, it seemed to me, that it was quoted without being un- 
derstood and after very vague reports.’ *? (p. 403.) 

Desavr’s operation was also performed by Porr after Hunrer had performed 
his new operation, in a case of femoral aneurysm of which E. Home gives a brief 
and not very clear account in the paper presently to be cited from; it did not, how- 
ever, succeed, and amputation became necessary, at what period, however, Home 
does not state. ; ‘5 

Ihave heard it mentioned that Joun Hunrer was indebted to Forp, for the sug- 
gestion at least, if no more, of his mode of operating in asc tei smn, It is 
not at all improbable that Hunrer’s mind may have been led to the operation he 
afterwards practised, from his reflection on the two cases of Forn’s, presently to be 
mentioned ; but this appears to be all Forp had to do with the matter, as it is very 
unlikely he should not have taken notice of the subject, had he any claim to it, in 
the paper (c) he published between two and three years after Hunren’s first opera- 
tion; and, in fact, he utterly discourages any kind of operation. He says:—* An 
aneurism of the larger vessels, when it occurs in the trunk of the body, is a disease 
that is usually fatal, and it is not uncommonly so when it happens in the extremities; 
the mode of cure in the latter case, whether by amputation of the limb or by tying 
the artery being universally allowed to be hazardous. * * * The cases I now com- 
municate to you serve to establish the fact, that in cases of aneurysm the efforts of 

(a) Médecine Opérato re. Paris, 1796. eurism, with remarks; in London Medical 

(b) Cited at head of article. Journal, vol. ix. 1788. 

(c) Cases of the Spontaneous Cure of An- 
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nature alone, unassisted by art, have produced in the coats of the vessel a coa- 
lescence of its sides, firm enough to render the artery impervious to the impetus of the 
blood, whilst the cireulation in the extremity has been amply supported by the col- 
lateral branches going off above the aneurysmal tumour.” (pp. 142, 43.) The first 
case he met with, several years previous to publishing his paper, was a popliteal 
aneurysm ina chairman ‘* He was admitted into an hospital, and at the end of three 
months, when he called upon me,” (again,) says Forp, “I found that the tumour 
had totally disappeared, and that the limb was wasted, and a little weaker than the 
other, but that he was capable of doing his business. Upon inquiry, I could not 
learn that the cure could be ascribed to any other means than to the efforts of nature, 
with which an horizontal position of the body, and a regular diet, might perhaps 
have co-operated. ‘This man died soon after of a fever, and as the limb was not ex- 
amined by dissection, and a doubt arose whether the tumour was aneurysmal or not, 
the circumstances of the case were not deemed strong enough to justify any infe- 
rence to be made: from it.”” (pp. 143, 44.) The next case was that of a clothes- 
presser thirty-six years of age, who had “*a tumour situated on the anterior and up- 
per part of the right thigh, about three inches’below Pouparr’s ligament. It 
was of the size of a turkey’s egg, and had a strong pulsation.” He had also, ‘at 
the same time, a swelling about the size of a pullet’s egg in the ham of the other leg, 
in which was felt a tremulous pulsation.” (p. 144.) ‘Two months after, the swell- 
ing in the right thigh had considerably increased; and from the irritation, probably 
dependent on a mustard poultice having been applied, and a cordial regimen directed 
by an empiric to promote suppuration, he had a very severe attack of fever, which, 
however, by proper treatment was relieved. No operation was proposed for fear of 
mortification and fatal hemorrhage. ‘* We now examined the other leg,’’ says Forp, 
“+ but found no traces left of the swelling I had formerly seen.” Six weeks after he 
died with gangrene of the right thigh, without hemorrhage. On examination of 
‘the Jeft ham, ** externally there was no mark left of the tumour; but upon cutting 
down to the vessel, we found the popliteal artery enlarged to the size of a small 
hazel nut. On opening the artery, both above and below this tumour, and endea- 
vouring to pass a director and a probe, it was found to be quite impervious to the in- 
struments, although some force was used; and upon farther examination, it was 
found plugged up bya substance of a hard and firm consistence.” (p. 148.) The last 
case was a femoral aneurysm, seen by Forp in September, 1785, when it. ‘* was 
about the size of a middle-sized China orange, and obviously increasing. ‘The si- 
tuation of it was so high up as to admit of no hope of preserving his life by removing 
the limb, or by tying up the artery. It was, therefore, only recommended to him to 
lie in bed, to keep his bowels open by gentle laxatives, and to live upon a very spare 
diet.”” (p. 149.) Among the professional people who saw this man, and by whose 
concurrence compression at the groin was made, but could not be persevered in on 
account of the severity of the pain. Hunrer is mentioned; but this case could not 
have encouraged or induced him to perform his new operation, because “for four 
months (from September) those symptoms continued to prevail which usually precede 
a fatal termination,’’ and it was only “at the end of six months that the man began 
-to think the pulsation was not so strong in the swelling, and that it had ceased to 
increase. * * * In the month of March, (three months after Hunter had operated 
on his patient,) the circumference of the tumour was much lessenéd, and the pain 
had ceased; the tension was also diminished, the inflammation of the skin had given 
way, and was now become scabious, putting on a mottled look, and appearing in 
some parts brown, and in others of an orange colour. (pp. 150, 51.) For two months 
afterwards the tumour continued to lessen. * * * He was sent into the country, 
where he soon recovered his strength and the use of his limbs so much, that in three 
months he was able to walk several miles with a stick.’’ After the lapse of two 
years, he was fully recovered ; but ‘‘ the thigh was two inches and a half in cireum- 
ference larger than the other, and there was a hard incompressible tumour where the 
aneurism was, but which gave him no uneasiness.” (pp. 151, 52.) From this ac- 
count, it is quite clear that the second is the only case which could at all have at- 
tracted the attention of such a mind as that of Hunter, and lead to the proposal of 
his operation; but neither of the three seems to have impressed Forp beyond the 
‘importance of quiet, and its adequacy to effect the natural cure of the disease; and 
from his review of these, as well as of the cases recited by Guarrant, he infers— 
“jst. That nature is capable of effecting the cure of many aneurisms solely by her 


Vou, 1..—42 
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own efforts. 2d. That these efforts have been successful even when counteracted 
by improper treatment, as in the (second) case of the popliteal aneurism (no men- 
tion, however, is made of such improper treatment in the recital of the case. J. F. S35) 
but that a quiet position of the limb, with an antiphlogistic regimen, contributes to 
the cure. 3d. That the cute by nature is a permanent one. 4th. That the inert 
mass left behind is not likely to produce any mischief. 5th. That the unsuccessful 
event of the operation for the popliteal aneurism, does not principally depend on any 
particular hazard in consequence of an obstructed circulation in the ham, but upon 
other causes.”’ (p. 155.) ; 

The first notice of Jonny Hunrer’s improvement in the operation for aneurysm, 
was given by Everarp Home in the year 1786 (a), and in that subsequent, the dis- 
section of the case. He also published another paper (b), giving the history of all 
the cases on which Hunrer operated, together with some by other surgeons. In 
the first paper Home introduces the case with the following remarks:— 

“The common method of operating in cases of popliteal aneurism having, in many 
instances, proved unsuccessful, the operation itself has been condemned by some of 
our most eminent surgeons. If we consider the cases in which it has been per- 
formed, and where the patients have died, we shall probably find that in all of them 
the artery had been diseased at the part enclosed by the ligature, and had either 
sloughed off, or had been cut through where it was tied, so that the sides of the 
artery, though brought together, had not remained a sufficient length of time in that 
situation to unite by the first intention, and the patients lost their lives from the con- 
sequent hemorrhage. The femoral and popliteal arteries are portions of the same 
trunk, presenting themselves on different sides of the thigh, and are readily come at 
in either situation; but where the artery is passing from the one side to the 
other, it is more buried in the surrounding parts, and cannot be exposed with- 
out some difficulty. In performing the operation for the popliteal aneurism, espe- 
cially when the tumour is large, the ligature is commonly applied on the artery at 
that part where it emerges from the muscles. This will be too limited a space, 
should it prove diseased for some way higher up; and if the artery should after-. 
wards give way from any of the causes above mentioned, there will not be a suffi- 
cient length of vessel remaining to allow of its being again secured in theham. To 
follow the artery up through the insections of the triceps muscle, to get at a portion 
of it where it is sound becomes a very disagreeable part of the operation; and to make 
an incision on the fore part of the thigh, to get at and secure the femoral artery, 
would be breaking new ground—a thing to be avoided, if possible, in all operations. 
From these considerations, suggested by the accident of the artery giving way, 
which happened several times to Mr. Hunrer, he proposed, in performing this ope- 
ration, that the artery should be taken up at some distance from the diseased part, 
so as to diminish the risk of hemorrhage, and admit of the artery being more 
readily secured, should any such accident happen. The force of the circulation 
being thus taken off from the aneurismal sac, the cause of the disease would, in Mr. 
Hunrer’s opinion, be removed; and he thought it highly probable that if the parts 
were left to themselves, the sac, with the coagulated blood contained in it, might be 
absorbed, and the whole of the tumour removed by the actions of the animal economy, 
which would consequently render any opening into the sac unnecessary.” (p. 


391-93.) 

1422. The operation for aneurysm is generally indicated—1. If com- 
pression be not applicable. 2. When, as regards the position of the 
artery, it can be employed, but cannot be borne. 3. When the aneu- 
rysm, already large, threatens to burst, or has burst. 4. In spurious 
diffused aneurysm, when the effusion of blood is considerable. The 
result of the operation for aneurysm is extremely doubtful, if several 


(a) An account of Mr. Hunrrr’s Method the Popliteal Aneurism, containing all the 


of performing the operation for the Cure of 
the Popliteal Aneurism; in London Medical 
Journal, vol. vii. 1786, vol. viii. 1787. 

(6) An Account of Mr. Hunvrer’s Method 
of performing the Operation for the Cure of 
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Transactions of a Society for the 
ah of Med. and Chir. Knowle 
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aneurysms exist in the same person, if the patient be in years, or weakly, 
if from the size of the swelling, destruction of the bones and neighbour- 
ing parts have been produced, whereby, perhaps, the collateral branches 
have been closed; if the arterial coats be rigid, or in any other way 
changed by disease, and compression, by swathing the limb, have been 
too long employed. ‘The larger the principal trunk to be tied is, the 
more doubtful is the prognosis ; the assistance rendered by nature by the 
enlargement of the collateral circulation is, however, very remarkable, 
and under the most unfavourable circumstances the treatment often pre- 
sents the happiest results. 

{#. Home has justly observed, ‘that surgeons have laid too much stress on the 
necessity of large collateral branches being present, to ensure the success of this 
operation; this must have arisen more from their anatomical knowledge, than from 
observations made from practice, since we find the trunk of the femoral artery may 
be taken up in any part of the thigh, without producing mortification of the limb. 
In one patient afflicted with aneurism, whose limb Mr. Hunrer examined after his 
death, though there was great reason to believe that the artery had keen obliterated 
above the great muscular branch, the limb had been very well nourished.”’ (p. 399.) 

As regards the size of an aneurysm, best suited for operation, Joun Hunrer 
says:—‘‘I wish never to see one, that can be made the subject of an operation, 
larger than a walnut before it is operated on.”’ (p. 543.) Surgeons, however, at 
present, rarely care about the size of an aneurysm, provided the skin be healthy, and 
there be sufficient space to apply a ligature between it and the heart, on a presumed 
healthy part of the artery.—s. F. s.] 

1423. In the operation for aneurysm, by opening the sac, after the cir- 
culation into the artery is arrested by the application of a tourniquet 
above the aneurysmal part, the skin covering the swelling is to be 
divided by a cut, which must extend from above to below it; the sac 
of the aneurysm is to be opened in the same direction, all the blood-clot 
removed, and the cavity cleansed. The surgeon then endeavours to 
find out the proper opening of the artery, introduces into it a probe ora 
female catheter, with which the artery is to be raised above the sac and 
separated from the surrounding parts; a ligature is then to be passed 
round it with Descuamps’ needle (1) and tied. In this way the artery is 
to be isolated and tied above the swelling. (What will subsequently be 
said, in reference to the form of the ligature, applies here.) The cavity 
of the sac is then cleansed, filled lightly with lint, covered with sticking 
plaster and a compress, and the whole kept in its proper place with a 
four-headed bandage. 

(1) Descuamps’ needle is the most convenient instrument for a ligature; if made 
of silver, it can assume every necessary curve. Weiss’s and Kirpy’s needles are 
suitable for some cases of very deep-lying arteries. 

As to the numerous varieties of aneurysmal needles, compare— 

Arnemann, Uebersicht der beriihmtesten und gebrauchlichsten Instrumente alterer 
und neuerer Zeit. Géttingen, 1796, p. 193. 

Kromsuorz, Akologie, p. 391. 

Hotrze, De arteriarum ligatura. Berol., 1827. 4to., pl. ix. 

1424. Hunrer’s mode of operation requires the laying bare and iso- 
lation of the artery at a suitable distance above the seat of aneurysm (1). 
It is here especially to be remembered, that the artery should be sepa- 
rated from its surrounding cellular sheath only as far as is necessary to 
carry around it, with Drescuamps’ needle, a round, but not too thick 
ligature, which is to be firmly tied upon the artery with two single 
knots (2). The ends ofthe thread should be laid in one or other angle 
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of the wound, the edges of which are to be brought into close contact 
with sticking-plaster, in order to effect the cure, if possible, by quick 
union. The ligature separates, according to the size of the artery, be- 
tween the eighth and sixteenth day. 


I consider tying the artery with a single round ligature, by which its inner and 
middle coats are divided, (ascertained by the artery forming a swelling above and 
below the ligature, and by the ligature being heaved up by the impulse of the 
blood,) with the simultaneous simple treatment of the wound, as the most preferable 
mode of treatment (pars. 283, 285.) The different modifications must, however, be 
here mentioned, which have been proposed for the more certain attainment of a suc- 
cessful result. 

Scarpa (a) holds, in opposition to Jones, (who concludes from his own experi- 
ments, that the division of the internal coat of the artery, with a single round liga- 
ture, favours the formation of a plug of blood, the adhesive inflammation, and the 
pouring out of plastic lymph within and without the artery,) that this result happens 
less frequently in men than in animals, that after-bleeding occurs the more quickly, 
as on the setting up of suppuration, the external coat of the artery is less capable of 
withstanding the impulse of the blood, and that this happens so much the earlier, as 
the division of the arterial coats by the ligature-thread resembles more a torn and 
bruised, than a cut wound. Also that the ligature-thread does not bring both the 
divided coats together, but only the wrinkled walls of the external. As the internal 
coat of the artery is very much disposed to adhesive inflammation, and plastic exu- 
dation, so a pressing together of the artery is sufficient to bring about adhesion. 
Upon these grounds, Scarpa prefers, to all other modes, tying the artery with a 
small band of waxed threads, between which and the artery, a little linen cylinder, 
smeared with cerate, is placed. In this mode, however, the artery must be laid 
bare, no farther than necessary to carry the band round it, nor the cylinder be longer 
than a line, or thereabouts, beyond the ligature, which, for the largest artery, should 
be about a line. The band must not be drawn excessively, but only sufficiently 
tight to keep the uninjured walls in close contact. By this plan of tying, a closure 
of the artery is produced by the actual joining together of the touching walls of the 
artery. Such flattening of the artery and touching of its walls, had been previously 
performed with broad ligatures, with the underlaying of a piece of wood or cork (3). 
Descuamps (5), more recently Crampron (c), Assaxini (d), and Kéuuer (e) have 
attempted to operate with peculiar arterial compresses; these metallic contrivances 
are, however, dangerous, and in reference to their operation on the coats of the artery, 
and the parts surrounding it, not comparable to the soft cylinder which adapts itself 
to the periphery of the artery. 

Jones (f) advanced the opinion, that, if upon a large artery several circular liga- 
tures be made near each other, whereby as many tears of the internal coat are pro- 
duced, and the threads be immediately removed, the plastic lymph effused into the 
cavity of the artery is sufficient for its obliteration. Hopeson (g¢) has, by experi- 
ment, disproved this opinion. ‘Travers (/) recommended, but subsequently disad- 
vised such treatment. Cases, however, are given, in which the ligature was removed 
twenty-four hours (7), and fifty anda half hours (7), after tying, and the cure ensued. 
Scarpa also has observed, that the closure of the artery follows, if the ligature, with 
its subjacent linen cylinder, be removed on the third or fourth day; only in weakly 
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persons is it necessary to leave the ligature till the sixth day. Scarpa, as well as 
others, have made known cases favourable to this mode of treatment. His mode of 
applying the ligature with a subjacent cylinder specially facilitates its removal. 
Scarpa uses a peculiar grooved probe, cleft in front and open, and a small knife for 
loosening the ligature. The proposals of Patuerra and Roserts must be here 
mentioned; by means of a sliding thread, the tightened principal loop may be again 
loosened; by Giunrini, one thread is attached to a little roller, in order to draw it 
out after the loop is cut through; Uccetxi introduces a small metal half cylinder 
between the linen roller and the loop (a). Vacca Beruineniert (0) is in favour 
of Scarpa’s mode of tying with the linen roller, but not for the removal of the liga- 
ture on the fourth day. ‘The experiments, as regards the temporary ligature on the 
human subject, are not yet sufficiently numerous to decide whether it should be 
generally employed, or only in particular cases, perhaps in old subjects and so on. 
It is always to be remembered, that the removal of the roller acts as an interruption, 
for it is firmly pressed on the artery by the loup, clings tight to it, and cannot be 
removed without tearing, even after the loop has been cut through. In order to get 
rid of the inconvenience dependent on the threads hanging out of the wound, Law- 
RENCE (c) proposed tying the artery with a fine silk thread, cutting it off at the knot, 
and closing the wound, (for the same reason, Asttey Cooper (d) used silk-worm 
gut previously moistened in warm water,) as the retained knots are either absorbed 
or enclosed in a cellular capsule. Many cases, however, decide against this mode 
of tying (e). Maunorr (f) and Aperneruy (g), under the supposition that the tied 
artery retracts actively, and thereby especially produces tearing and secondary bleed- 
ing, advised the application of two ligatures, and the division of the artery between (4). 
The rarity of secondary bleeding after amputation, which has been considered as a 
reason for the preference of this mode of tying, is on more than one ground inappli- 
cable; experience is opposed to this method of tying; besides, in many cases, it 
cannot be undertaken, on account of the want of space, or the deep situation of the 
artery. The application of the so-called reserve ligature, that is, some threads which 
in case of secondary bleeding may be drawn together, is not only useless, but 
dangerous, and therefore to be rejected. 

{(1) The operation of tying the femoral artery, for popliteal aneurysm, the first 
upon which Joan Hunrer (A) operated by his new method, Dec. 1785, was con- 
ducted in the following manner :—‘ A tourniquet was previously applied but not 
tightened, that the parts might be left as much in their natural situation as possible; 
and he began the operation by making an incision on the fore and inner part of the 
thigh, rather below its middle, which incision was continued obliquely across the 
lower edge of the sartorius muscle, and was made large to give room for the better 
performing of whatever might be necessary in the course of the operation; the fascia, 
which covers the artery, was then laid bare for about three inches in length, and the 
artery being plainly felt, a slight incision, abovt an inch long, was made through 
this fascza along the side of the vessel, and the fuscza dissected off, by which means 
the artery was exposed. Having disengaged the artery from its lateral connexions 
by the knife, and from the parts behind it by means of the end of a thin spatula, a 
double ligature passed behind it by means of an eyed probe, and the artery tied, by 
both portions of the ligature, but so slightly as only to compress its sides together ; 
a similar application of ligature was made a little lower; and the reason for passing 
four ligatures was to compress such a length of artery as might make up for the 
want of tightness, as he chose to avoid great pressure on the vessel at any one part. 
The ends of the ligature were carried directly out at the wound, the sides of which 
were now brought together and supported by sticking-plaster and a linen roller, that 
they might unite by the first intention. * * * The fourth day, on the removal of 
the dressings, the edges of the wound were found united through its whole length, 
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" gen, u. s, w.—Srier bas made some experi- deux Ligatures dans l’opération de l’Ané- 
ments, and is favourable to Scarpa’s tempo- vrisme. Paris, an x11. 
rary Ligature. Ib., p. 156. (g) Surgical Works, vol. i. p. 151. 

(c) Med. Chir. Trans., vol. viii. p. 490. (k) London Medical Journal, vol. vii. 

(d) Surgical Essays, part i. p, 126. 
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excepting where prevented by the ligatures. * * * On the ninth day after the ope 
ration there was a considerable discharge of blood from the part where the ligatures 
passed out; a tourniquet was therefore applied on the artery above, which stopped 
the bleeding; and although the tourniquet was taken off a few hours after, no blood 
followed. ‘The head of a roller was now placed upon the wound, in the direction of 
the artery, and over that the tourniquet, which was not tightened more than was 
thought sufficient to take off the impetus of the blood in that portion of the artery. 
* *'* On the fifteenth day some of the ligatures came away, followed by a small 
discharge of matter, and the tumour in the ham was lessened. * * * About the 
latter end of January, 1786, six weeks after the operation, the patient went out of 
‘the hospital, the tumour at that time being somewhat lessened, and rather firmer to 
the feel. He was ordered to make some degree of pressure, by applying a compress 
and bandage, with a view to excite the absorbents to action. * pa March the 
eighth, the wound which had cicatrized, broke out again, and the patient was taken 
into the hospital. About the eighth of April, some remaining threads of the ligature 
came away, and an inflammation appeared upon the upper part of the thigh. In the 
middle of May a small abseess broke at some distance from the old cicatrix, at 
which opening some matter was discharged, but no pieces of ligature were observed. 
Several small threads were, at different times, discharged at the old sores, and the 
swelling subsided; but the thigh soon swelled again to a greater size than before, 
attended with considerable pain. In the beginning of July a piece of ligature, about 
an inch in length, came away, after which the swelling subsided entirely, and he 
left the hospital the eighth day of July, at which time there remained no tumour in 
the ham, and he was in every respect well.”? (p. 394-98.) Among the few remarks 
which E. Home makes on this case, he says:—‘* Mr. Hunter now rather disap- 
proves the application of a number of ligatures, in the manner practised in the above 
ease, as these eannot come away without producing ulceration of the artery which 
they enclose, a tedious proeess when the ligature is not drawn tight; neither do I 
believe he would be again inclined to heal up the wound by the first intention, but 
rather to allow the cut surface to inflame and suppurate, by which he-would have it 
more in his power to come at the artery, should that prove necessary; and probably, 
by means of the dressings, he might make a gentle compression to assist the liga- 
tures.”? (p. 399. 

Bircu (a), of St. Thomas’s Hospital, performed, I believe, the second operation 
after Hunrer’s mode, in a ease of femoral aneurism, resulting from a blow. ‘On 
examination I found,’”? says he, “a large tumour extending within two inches of 
Povupart’s ligament upwards, and occupying two-thirds of the thigh; a pulsation 
could be felt, and there was no doubt of the disease béing an aneurism of the femoral 
artery. * * * On Friday the third of November, (1786,) it was determined to per- 
form the operation. Mr. Curve undertook to compress the artery as it passed through 
Poupart’s ligament, which he easily effected with a hard compress in the shape of 
a T with a broad basis. It was agreed previous to the operation, that an incision 
should be carried in a semi-circular form round the upper part of the aneurismal sac, 
in order to make room for the longitudinal incision necessary to dissect down to the 
artery. This was accordingly done; and the integuments raised, so as to make 
room to feel for the pulsation of the artery. Some portion of cellular membrane and 
some lymphatic glands, were necessarily dissected aad removed with my fingers. 
T then separated the muscular fibres, and tore away the connecting parts, till the 
artery could be plainly felt in pulsation. It was then necessary to divide a part of 
the fascia covering the artery, which was done by carrying the back of the knife on 
Mr. Cuine’s nail, while his finger pressed upon the naked artery, after which the 
finger and thumb could surround and compress the vessel. An eye probe, armed 
with a strong flat ligature, was then pressed through the cellular membrane and 
carried under the artery. This being effected, we had such command of the vessel 
as to be able to strip it downward and pass another ligature somewhat lower. This 
last ligature was then tied, the first being left loose to secure us against accident. 
The threads being separated and secured, the wound was lightly dressed, the tumour 
left in its natural situation, and the patient put to bed with the loss of only four or 
five ounces of blood during the operation. No pulsation could be perceived in the 
tumour atter the ligature was tied.” (p. 401-403.) He went on well till the seventh 

‘ 


(a) London Medical Journal, vol. vii ; in Home's paper just quoted. 
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day, when it is stated ‘the tumour grew thinner at one point and seemed as if dis- 
posed to ulcerate the integuments. On the evening of the eighth day he became 
feverish.” On the tenth day “the tumour was very thin in one part, and a fluc- 
tuation evidently to be felt. The limb was warm and moveable, but the patient was 
feverish and delirious at night.’’ In this state he continued till the twelfth day, 
when he became sensibie. ‘‘ The tumour burst and discharged serum and grumous 
blood ; he fainted; the dressings were not disturbed; he slept composedly; fainted 
again about six o’clock in the evening, and expired.” (pp. 404, 405.) The exami- 
nation after death, in this case, showed ‘the blood in the tumour very putrid, and 
the greater part of it fluid; it appeared to be dissolved by putrefaction. Water 
injected by the external iliac artery escaped freely from the wound at the ligature, 
where the artery was open, and appeared to have ulcerated at that part. In dilating 
the artery from the ligature to the heart, its internal surface appeared of a bright red. 
This appearance lessened at the curvature of the aorta, yet it was very evident in its 
semilunar valves. The arteria profwnda, which passed off from the femoral artery 
rather less than half an inch above the ligature, was also inflamed within.’’ There 
were nearly two inches of the femoral artery between the ligature and the aneurismal 
sac. (pp. 405, 406.) It may be here added, on Sir Astney Cooper’s authority, that 
the femoral artery in the space between the ligature and the profunda contained no 
elot, which he considered to have depended on the nearness of the latter artery to 
the ligature having prevented the formation of an internal clot, by the continuous 
flow of blood into that vessel. I am, however, by no means sure that this was 
really the case; it is very true that in the preparation which is in St. Thomas’s 
Museum no elot is apparent, as the femoral artery is slit upwards from the ligature 
to its full extent; but it seerms very probable that by the injection of the water that 
a clot might easily have been disturbed, and when the vessel was laid open that it 
might have dropped out unnoticed, as at the time of this case, such a circumstance 
was not much thought of. 

(2) The importance of opening the sheath to the least possible extent, which its 
eomplete isolation and the application of the ligature, will admit, cannot be too 
strongly impressed. Nor less important is doing this with the least possible disturb- 
ance of the position of the vessel, which ought never to be lifted up nor dragged, as 
too frequently done. I think it is best after opening the sheath, to separate the 
artery gently with the director previous to passing the aneurysmal needle behind it. 
Some persons prefer Descuamps’ needle, the curve of which will be found to re- 
quire adaptation correspondent with the depth and situation of the artery. Others 
prefer a blunt-pointed flexible silver needle without a handle, for the introduction of 
the ligature. Ido not think it of much consequence which is employed; it is the 
dexterity and knowledge of the surgeon, not the instrument that he employs, upon 
which the proper performance of the operation depends. Especial care should also 
be taken that no nerve be included in the ligature ; and if the patient should express 
great pain at the time the thread is first tightened, there is good reason to believe 
this has been done, and it will be necessary to make a careful examination, and 
even loosen the knot, to be sure of the perfect isolation of the artery, otherwise dan- 
gerous symptoms will ensue. The size of the ligature should accord with that of 
the artery to,be tied. As to the material, Asrtey Cooper was accustomed to use 
Dutch twine, but round strong silk is generally employed, and its strength tested 
before it is applied, or it may break upon the artery in tying, an accident which I 
have witnessed more than once or twice. The artery should not be lifted up from 
its bed in making the knots, but the ends of the forefingers or thumbs carried down 
the wound to it, and then the tie made. Nor do I believe it needful to draw the 
silk so exceedingly tight as commonly recommended for the purpose, as it is said, 
of cutting through the internal coat; it should be drawn so much, that the whole of 
the internal coat be brought into close contact, and that the silk should indent the 
external coat of the vessel ; in other words, the ligature should be tied moderately 
tight. I do not believe that cutting through the internal coat is absolutely necessary 
for the safe application of a ligature. A thread applied around the carotid artery of 
a dog so loose as not to interfere with the passage of the blood, is sufficient to cause 
inflammation, which will block it up completely, as was proved by an experiment 
made by my able master, the younger Cine, and which I myself have repeated with 
the like result. ‘ A } 

(3) In the Museum of St. Thomas’s Hospital there are two preparations, in which 
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the femoral artery was tied with a broad tape and removed after some hours by the 
elder Curve (a), in cases of popliteal aneurysm. In one case, the artery being laid 
bare, a double tape, about an inch broad, and one piece lying over the other, was passed 
by means of an instrument behind the artery. ‘The piece of tin which conducted the 
tape was cut off, and a cork nearly an inch long was laid upon the artery and con- 
fihed to its situation by means of the upper tape, producing in this way, a sufficient 
pressure upon the vessel included between the ligature and cork to stop the circula- 
tion, and, consequently, the pulsation of the tumourin theham. The other portion of 
tape was left loose. ‘The intention of securing the artery in this way was, to com- 
press the sides of the vessel together, and produce union without ulceration. On the 
ninth day the tapes were removed, and every thing seemed to be going on very 
favourably when the patient was attacked by a fever, supposed to have been caught 
from another patient in the same ward, of which he died on the seventeenth day after 
the operation. On examination of the limb after death, it was found that ulceration 
had taken place, though the whole extent of the artery included in the tape and sin- 
uses were formed both upwards and downwards in the course of the thigh to some 
distance. In the other case, similarly treated, the operation was successful, but the 
patient died three months after, of diseased lungs. Both these preparations are in 
the Museum at St. Thomas’s Hospital. 

Crampton (now Sir Purp), of Dublin, holding (4) that the division of the in- 
ternal and middle coats is precisely the kind of injury which a diseased artery is 
least able to bear with impunity ; and that, ‘accordingly, secondary hemorrhage, 
or even aneurism, is not an unfrequent consequence of this operation,” (p. 358,) 
adopted a modification of Cuine’s use of a temporary ligature. ‘The femoral artery 
was laid bare, at the usual place, by an incision not exceeding three inches in 
length, and a tape one-eighth of an inch in breadth, was passed under it by means 
of an aneurism-needle. ‘The ends of the ligature were passed through the holes in 
the foot of the presse-artere,and then crossed through the hole in its stalk. The artery 
was gently compressed by drawing the two ends of the ligature in an opposite direc- 
tion, until the pulsation had ceased. The ligature was then secured by passing a small 
peg of wood through the hole in its stalk.” Soon after he had excruciating pain in 
the calf of his leg, and this continuing, at the end of two hours Crampton ‘ deter- 
mined to relax the ligature, as well to ascertain how far the pain was excited by its 
pressure, as to observe what progress had been made in the process of coagulation; 
the peg was withdrawn from the hole in the stalk of the instrment, and the ligature 
was thus left at liberty to yield to any impulse that it might receive from the 
artery. I watched for five minutes, with my hand upon the tumour, and as the pul- 
sation did not recur, the peg was replaced, so as to secure the ligature at the degree 
of tension it now possessed.”’ After forty-four hours, the ligature was completely 
relaxed; there was no pulsation in the ham; and on the following day it was re- 
moved, and the patient cured. (p. 365-68.) Drase, of Dublin, also performed the 
same operation, and loosened the ligature five hours after; but a minute after, 
‘©a deep and obscure pulsation was discerned in the tumour, which became more 
distinct every moment. The ligature was immediately tightened and the pulsation 
ceased. Nineteen hours after, “the ligature was again completely loosened: we 
waited with great anxiety for nearly an hour, but the pulsation returned no more.” 
(p. 369.) The patient recovered. Crampron’s instrument consists of a short 
cylinder, having a foot at bottom pierced on either side with a hole for the tape, 
which having been passed round the artery, has its ends brought up through these 
holes and then passed through a transverse hole near the top of the cylinder, where 
they are crossed and tied; a little screw works down upon this tie, by which the 
ligature can be tightened. 

Lisrranc (c) says:—‘ If an artery be of a yellow colour, itis diseased ; its sheath 
must not then be opened, but must be tied with the vessel; he has often seen Dupuy- 
TREN follow this excellent practice with success.” (p. 282.) 

He prefers opening the sheath with his nail, rather than by raising it with forceps 
and cutting it with a knife, or opening it with a director.” (p. 282.)] 

(4) The application of two ligatures, and the division of the artery between them: 
as recommended by ABERNETHY, is now very rarely adopted, and a single ligature 


(a) In Home’s Account of Hunrer’s ope- rating for the Cure of External A i 
ration, above quoted. Trans.Med.andChir. with some observations and rier koree, 
vol. i. p. 174 &e. in Med.-Chir. Trans, vol. vii. : 

(6) An Account of a new Method of ope- (¢) Clinique Chirurgicale, vol. i. 
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is certainly preferable; yet I cannot think with Apernerny, that his operation is ad- 
visable as safest, when the experience of the surgeon who operates is not large. 
** Though an experienced and skilful operator,” says he, ‘*may accomplish this object 
with very little disturbance of the artery, from its natural situation and connexions; 
yet I cannot but suspect that surgeons in general may not be so successful, especially 
In cases where, from the deep situation of the vessel, the surrounding it with a liga- 
ture depends more on feeling than on sight.” (p. 248.) 

It does not appear whether Asernetuy originally proposed the division of the 
artery between the ligatures, to admit the retraction of its ends, or whether he was 
aware of GarEn’s advice (a) on this point, which was to the same effect. ‘If the 
artery be large, says Ga.en, ‘‘and if it can be cicatrized beyond the aneurysm, the 
whole of it should be cut through, and oftentimes that very practice prevents the 
danger from hemorrhage ; for it appears plainly that when a complete transverse 
division is made, both portions of the artery retract on either side, the one above the 
part and the other below it.” 

1425. After the performance of the operation for aneurysm, the limb 
is to be put into such position, that the artery be not stretched; the 
patient should be kept in the most perfect bodily and mental quiet, should 
be surrounded with well-advised assistants, and treated according as 
inflammatory or spasmodic symptoms occur. After the operation of 
opening the sac, the dressing is to be renewed every third or fourth day ; 
when the ligatures separate, and the wound is filled with granulations, 
its edges are to be brought together with sticking plaster. After the 
HunrTerran operation, the wound is to be treated as one which is to be 
cured by quick union. In these modes of treatment, immediately after 
the artery is tied, the pulsation in the aneurysmal sac ceases, the swelling 
gradually becomes smaller, and at last completely disappears. The pul- 
sation, however, shows itself anew, and often very quickly, in conse- 
quence of which, the surgeon may fall into error, if he supposes that it 
results from relaxation of the ligature. The pulsation is rather a proof 
that the ligature is well applied, and that the blood again passes into 
the aneurysmal sac by the collateral branches. It is of uncertain dura- 
tion, and there is generally no fear of enlargement of the sac, which 
slowly lessens. It must, however, be remembered, after HunrEr’s ope- 
ration, in aneurysm at the bend of the arm, upon the back and palm of 
the hand, and foot, that in consequence of the numerous anastomoses 
the blood can again distend the aneurysmal sac (b). ‘The pulsation 
which recurs in an aneurysmal sac, after Hunrer’s operation, depends 
either on the flowing of the blood into that part of the artery between 
the seat of ligature and the sac, or on the collateral branches which 
open into the sac, or on the regurgitation of the blood into the sac from 
the artery below it (1). 

Wepemeter (c) has communicated a case, in which, after tying the femoral artery 
for popliteal aneurysm, the sac burst in the ham, and bleeding ensued, which ren- 
dered amputation necessary. 

[(1) Gururiz mentions, that ‘it is not uncommon for a pulsation to be felt in the 
tamour a few hours, or in a day or two after the operation from this very cause, (the 
large size and direct communication of the collateral branches with the artery below 
the ligature,) but it very rarely continues.” (p. 153.) Ido not think this so common 
as just stated, for I do not recollect to have noticed it above two or three times. But 
I do not think that the absence of perceptible pulsation is a positive proof that no 
blood gets into the aneurysmal sac after the artery has been tied, as most probably 


(a) Tepe prcBoropene Oeprmevrincy, chap. 23, Laneensacn’s never Bibl, fiir Chir. u. Oph- 
vol. xi. p. 313. Kuun’s Edit. thalm., vol. ii. p. 560. 

(6) Scarea, above cited.—W epEmeEEr ; in (c) Rust’s Magazin fiir die gesammte 
Heilk., vol. vi. p 220. 
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it does fora time; and the distinctness of the pulsation depends merely on the 
quantity which flows into the sac. ; f 

In a case of popliteal aneurysm, for which I tied the femoral artery on Sept. 12, 
1840, pulsation was thought to be felt in the sac twenty-four hours after the opera- 
tion, but I could not satisfy myself that it really existed till the third day. After 
this, it continued to pulsate feebly, but distinctly, for about two months, when its 
pulsation again increased a little; and under this condition he left the house at the 
latter end of December. But the most remarkable instance, with which I am ac- 
quainted, was a case of carotid aneurysm as large as a walnut, for which my friend 
Green tied the right carotid artery in April, 1831. ‘The pulsation did not immediately 
cease on the application of the ligature, but it did in the course of the following 
hour; on the following day, however, it recurred feebly, and continued, though di- 
minishing, till the seventeenth day, but it never ceased. The ligature came away 
on the thirty-fourth day, and on the forty-seventh the pulsation was again distinct, 
though feeble. In the course of the following fortnight the sac increased in size, 
and the pulsation increased correspondently with it. Green thought the aneurysm 
was situated at the bifureation of the carotid, and that the pulsation was kept up by 
regurgitation from the internal earotid. It was a curious circumstance, in refe- 
rence to this case, that the jugular vein of the same side, on the day following 
the operation, began to pulsate, and continued to do so frequently though 
not constantly. The patient had also an aneurysm in the other carotid. Perhaps 
the preparation in the College Museum of an aneurysm of the carotid artery 
just before its division, and nearly filled with clot except at the upper part, 
towards which the current of blood has been directed, may correspond with GreEn’s 
case.—J. F. S.] 


1426. Two circumstances are specially to be dreaded after the ope- 
ration for aneurysm, to wit, Bleeding and Mortification of the limb.. 

1427. Bleeding is the more to be dreaded; the larger the arterial 
trunk which has been tied, the nearer the ligature lies to a large colla- 
teral branch, or if the tied artery be in a state of chronic inflammation, 
or otherwise changed by disease. The bleeding generally occurs be- 
tween the fourth and fifth days, but in many cases later. As soon as it 
takes place, the artery must be compressed above and below the bleed- 
ing part, and if the bleeding be not thereby stopped, the wound must 
be carefully examined, and the artery taken up afresh. After the opera- 
tion by opening of the sac, the bleeding may take place from the upper 


or lower end of the artery, or from collateral branches opening into 
the sac. 


[In Hounrer’s first case (a), “on the ninth day after the operation there was a 
considerable discharge of blood from the part where the ligatures passed out,”’ (p. 
150,) but it was stopped by pressure with a tourniquet, and did not recur. In his 
second case, in which the wound was made to unite by granulation instead of quick 
union, ‘on the nineteenth day there was an hemorrhage from behind the muscle, 
the swelling of which rendered it nearly as difficult to come at the vessel as if the 
parts had healed by the first intention; the bleeding was stopped by applying 
pressure, after having lost about 10 or 12 ounces. On the twentieth there was a 
slight bleeding which was readily stopped, yet five hours afterwards the femoral 
artery gave way, and he lost about one pound of blood before the tourniquet was 
applied. The artery was laid bare and tied a little higher up, the patient being very 
weak and low ; in this state he continued till the twenty-third day without bleeding, 
when it bled again froma small vessel. On the twenty-sixth a considerable hamor- 
thage having taken place, he became faint, then delirious, had vomiting with hic- 
cough, and died the same day.’ (pp. 159, 60.) No bleeding occurred in Hunter’s 
other three cases. 

One of the most interesting and anxious cases of after-bleeding happened under 
my colleague Green’s care in 1825, ina case of axillary aneurysm, for which he 
tied the subclavian artery external to the scalena muscles, on the 2d of August of that 


(a) Trans. Med and Chir,, vol. i. above quoted. 
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year. Nothing peculiar occurred at the operation. He suffered a good deal from 
constitutional excitement, which, however, subsided. On the afternoon of the 14th 
there was a sudden bleeding in a jet of five or six inches, and he lost very quickly, 
it was believed, more than a pint of blood; it ceased, however, by firm pressure 
with a wadding of tow kept up for 10 or 15 minutes, after which all the dressings 
were removed and linen dipped in cold water, and replaced every 10 minutes, was 
laid over the wound. On the following day pulsation in the wound was observed, 
but it almost entirely ceased two days after, and on the 26th the wound was healed, 
all but the middle. The ligature came away on the 29th, that is, 27 days after the 
operation. Oct. 31. A small sinus still continues open, from which there has been 
a slight discharge. About midnight, while he slept, a gush of blood occurred from 
the wound, which was readily stopped by pressure. It was attended with very 
great pain in his arm. On the following evening bleeding recurred as he was 
making water; the blood, which was arterial, rose in a jet five or six inches, and 
was in as large a stream as the wound would permit; it was easily stopped by 
pressure for an hour and then cold wet rag applied. There was no farther recur- 
rence of bleeding, and he recovered. On the 12th of December pulsation was 
felt in the radial artery. After this time nothing of importance occurred, and he 
ot well. 

X From this case and from two or three others I have seen, I think it must be in- 
ferred that when bleeding occurs at the wound after the application of a ligature, it 
is advisable to do as little as possible, unless the bleeding be so great that the 
patient’s life is in immediate danger. Even the continuance of pressure after the 
blood ceases to flow had better be left alone, as I have already mentioned, in the 
treatment of some wounded arteries. The strictest quietude, and the application of 
cold evaporating washes, should be trusted to, and will be oftentimes successful. 
But the application of a ligature higher up must be always undertaken with great 
fear of the result, as generally the cause of want of union at the first placed liga- 
ture being a diseased state of the artery, it may be justly dreaded that the vessel 
may be similarly affected still higher up, and that the same consequences will ensue 
when the ligature begins to separate. Iam inclined to think that if the bleeding 
be so severe as not to admit delay, I should amputate the limb, not that the actual 
state of the artery would be other than if it were simply tied; but there would be 
the advantage, if bleeding recurred, of having the opportunity to apply the actual 
cautery more efficiently than could be otherwise done; and as this practice is very 
successful, when, after amputation under ordinary circumstances, the sealing up of 
the artery has not happened, and either without or with its extremity assuming an 
aneurystwal character, repeated after-bleedings occur, so I think the actual cautery 
might be applied successfully to a diseased artery in aneurysm.—4J. F. Ss. 

In connexion with this subject may be here mentioned the occasional, though rare 
recurrence of aneurysm, in a sac which had disappeared after tying the artery above 
it. ‘lwo instances of this kind are mentioned by Gururir, (a). The first a popli- 
teal aneurysm, for which the femoral artery was tied by Gunwnine, of St. George’s 
Hospital, on 27th April, 1821, and the patient dismissed cured on the 30th June fol- 
lowing. On the 20th of July, 1825, he was re-admitted under Jerrreys, stating 
that the swelling had entirely disappeared soon after he Jeft the hospital in 1821; 
but that six weeks since he had noticed its return, of the size of a hen’s egg, in the 
upper part of the ham. ‘The tumour (on his return) occupied the lower third of the 
thigh, filling up the whole of the popliteal space, and projecting considerably on 
each side of the limb, between the hamstrings and the exterior muscles situated on 
the forepart of the thigh. It appeared to consist of three lobes, and was altogether 
as big as an ostrich egg. The pulsationin it was feeble but distinct, the skin cover- 
ing it of its natural colour, and he did not complain of much pain.” (p. 155.) He 
would not submit to having the artery tied, but determined on amputation, which, 
however, was deferred in consequence of violent salivation from taking a scruple 
of rhubarb and five grains of calomel, till 5th September, when the limb was re- 
moved ‘between the tumour and the part where the femoral artery had been tied. 
A large vessel, which appeared to be the femoral artery, and eight smaller ones, 
were tied ;’’ but he became faint and sick during the dressing of the stump, and 
eight hours after died. On examination, “the femoral artery was found to be obli- 


(a) Cited at head of Article. 
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terated, for the space of half an inch, at the part where the ligature had been 
applied four years ago, and immediately below it two small branches were observed 
to enter the continued trunk of that vessel. These branches were equal to half the 
diameter of the femoral artery. The anastomosing branches, given off above the 
obliterated portion, were a good deal enlarged.”’ (pp. 155, 56.) ‘The second case 
was also a popliteal aneurysm, for which the femoral artery was tied by Brices, 
6th March, 1829. ‘The pulsation in the tumour ceased, and it diminished very 
much in size. It was only in June he was. able to go to work, when the swelling 
had entirely disappeared. In September it began to appear again with pulsation, 
both the swelling and pulsation being soon greater than before.’’ Compression of 
the leg and swelling was employed, but could not be borne. ‘A hard compress, 
in fact a narrow roller four inches in length, was applied on the inside of the thigh, 
just above the knee and above the inner hamstring muscles, which was firmly 
retained in that situation night and day. This gave him relief by taking away the 
pain, which was principally felt in the toes and ankle. This compress he wore 
for two months, at the end of which time the pulsation had ceased, although the 
swelling had not entirely subsided.” (p. 159.) A year after there was no appearance 
of a swelling. ] 

1428. Mortification of the Limb, after tying the principal trunk of an 
artery, depends on the impossibility of properly sustaining the circulation 
in the limb by the collateral branches, and by the anastomoses of the 
capillary-vascular system. Perhaps such unyielding condition of the 
collateral vessels as does not admit properly the restoration of the circu- 
lation, is also a principal cause of secondary hemorrhage, inasmuch as 
the blood is driven with so much more force against the seat of the liga- 
ture, and thereby tearing of the artery is eastly produced. The circula- 
tion is most easily restored in young subjects, and with a certain energy 
of circulation. After tying the principal artery of a limb, if it be even 
ultimately well nourished, the limb is always more or less numb, insen- 
sible, and has its natural warmth diminished. In proportion as these 
symptoms are slighter, there is greater hope that the circulation will soon 
be restored. It is endeavoured to promote the circulation with warm 
flannel, or warm bags filled with sand or aromatic herbs so applied that 
the limb is not at all pressed, and renewed as often as they begin to 
cool. Subsequently warm applications of spirituous or aromatic fluids 
are to be used. After some days usually sensation and warmth recur, 
the latter often to a high degree, and continues, although the limb be 

_not enveloped in warm bags or overlays. It is not uncommon that, 
although subsequently the circulation recur properly, the extreme parts 
of the limb, to wit, several of the toes, mortify. If, after persisting for 
several days in the use of the above-mentioned remedies, and of careful 
rubbing, the sensation and warmth do not return, there is the greatest 
danger of the limb mortifying. It then swells considerably, becomes 
bluish, and if the patient do not die in consequence, amputation is the 
only remaining remedy, but it rarely has a favourable issue. 

[Sometimes, although the operation go on favourably, and the ligature-wound 
heal, yet the aneurysmal sac will burst and discharge its contents; this happened 
in Joun Hunrer’s third operation (a), four weeks after the operation, “ but it healed 
a ee ay other sore, and at the end of three months he was perfectly recovered.’’ 

1429. As regards the preference of the old, or of the Hunrertan ope- 
ration, it may be assumed generally of the former—first, that on account 
of the usually deep situation of the artery, and of the nerves and veins 


(@) Homn’s account, above cited; in Trans, Med. and Chir., vol. i. 
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connected with it, which parts have changed their natural place, it is 
always extremely complicated, difficult, and excites considerable injury, 
especially as the sac is generally in the neighbourhood of a joint; second, 
that if the aneurysm be consequent on an inflammatory, ulcerative, or 
otherwise diseased condition of the artery, the ligature, although applied 
both above and below the sac, may be placed on some part of the artery 
where the walls are not disposed to adhesive inflammation; third, that 
in this operation there is always a considerable quantity of blood lost; 
Jourth, that on account of the large and deep wound in the neighbour- 
hood of the joint, anchylosis commonly remains, and, fifth, that after- 
bleeding is frequent after opening the sac. On the other hand, by this 
operation all the coagulated blood is removed from the sac, which, after 
the Hunrertan operation, if not absorbed, in rare cases produces inflam- 
mation, suppuration, and bursting of the sac. 

1430. The advantages of HunTer’s mode of operation are in general 
inuch greater than those of the old; for therein the place for applying the 
ligature may be selected, and probably upon a part of the artery which 
is best suited for adhesive inflammation; the operation itself is accom- 
panied with much less difficulty and pain; after-bleeding is more rare; 
the patient can use his limb as well after as previous to the operation ; 


experience speaks in favour of Hunter’s mode of operation. Finally, 


in many cases where, on account of the seat of the aneurysm being near 
the trunk, the opening of the sac is not possible, this operation is alone 
admissible. 

1431. Important, however, as is the superiority of Hunrrr’s over the 
old operation, so that by many surgeons it is considered unconditionally 
as the best mode of operating, yet after what has been already said about 
the accidents after the operation, the opening of the sac must be con- 
ceded if the aneurysm be diffused, and accompanied with much extra- 
vasation of blood, and in aneurysm at the bend of the arm (1), on the 
back and front of the hand and foot. (par. 1425.) 

(1) Scarpa, Wa.rTuer, and others, consider two ligatures in circumscribed aneu- 
rysm at the bend of the arm, asa superfluous proceeding. Compare, on the contrary, 
‘the cases given by WepemetEr (a). 

The opening of the sac has also been considered preferable to Hunrer’s operation, 
in those cases in which the aneurysmal sac is very large, and its absorption not to 
be expected; experience, however, shows that even the largest sacs will gradually 
diminish. 

1432. The proposal of forsion of the artery in its continuity by means 
of a Descuamrs’ needle (1), Amussav’s (2) division and thrusting back 
of the internal coats of the artery, (réfoulement de la membrane interne, et 
moyenne de Vartere,) and Tavienor’s subcutaneous tying of the super- 
ficial arteries, must be here noticed. 


(1) Tuterry (db) and, subsequently, Lizper have proposed torsion or pes a the 
arterial tube, instead of tying it, for the cure of aneurysm; and this mode of o lite- 
rating the vessel has been practised by them on a living animal. The artery having 
been exposed, a Descuamps’ needle is passed beneath so as to raise it, and then, by 
means of a stick, a twisting is produced, (without, however, opening the vessel, ) 
proportioning the number of turns to the size of the artery; the wound Is then closed, 
and having nothing extraneous in it, the obliteration is as complete as if it were tied 


(2) Above cited. Paris, 1829.—Fronier’s chirurg. Kupfertaf., 
(b) Turerry, De la Torsion des Artéres, pl. ccxxxiil. 
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with a ligature. Burarp (a) properly objects to this practice, that if the artery be 
healthy, there is no fear of the ligature causing bleeding by prematurely cutting 
through it; butif the artery be unhealthy and friable, the twisting will at once cause 
tearing of its coats. : 

(2) The thrusting back of the arterial coats with forceps was the result of experi- 
ments performed by Caron pu Vixzars, and repeated by Amussar. 

In Amussat’s division and thrusting back the internal coats (6), the 
artery is laid bare by a pretty large cut, as in the ordinary mode of ope- 
ration, and isolated for some lines. The artery is then seized transversely 
by the right hand with a pair of torsion forceps, the branches of which, 
when closed, touch very exactly, so that the vessel lies directly between 
its branches; a second pair of forceps is then applied with the left hand 
on the opposite side, at the distance of some lines, also transversely. 
The vessel is so held with the two pairs of forceps, that the forceps can 
be laid parallel, and not at an acute angle, and then pretty strongly 
pressed together. By these means the inner and middle coats of the 
artery are torn, and only, in the interspace between the two pairs of 
forceps, remains a ring consisting of all three coats of the artery. The 
thrusting back of the internal coats is next effected solely by the forceps 
farthest from the heart, because this, according to Amussa‘’s experience, 
is sufficient; and the thrusting back of the coats upwards towards the 
heart is difficult of performance and insufficient. The forceps destined 


_ for the thrusting back are supported sometimes by the point, sometimes 


by the opposite end, on the fixed forceps, and so acting alternately and 
like a lever, they thrust back the internal coats, first on the one, then on 
the other side, by which all tearing of the artery is prevented. When 
the operation is thus completed, the wound is to be closed, and the cure 
atterapted by quick union. AmussaT has published numerous experi- 
ments on brutes, and the operation also on man, with successful result. 

According to Tavienor’s plan (c), the two ends, laid together, of a 
silk thread are to be passed through the eye of one small and one large 
curved needle, and the loop allowed to hang loosely. The smaller 
needle is to be carried over the artery, the larger one is to take a directly 
opposite direction to it, is to pass through the hole made by the former, 
away under the artery, and carried out again at the same hole. From 
the opening of each needle-track the loop of one and the two ends of the 
other thread hang down; the one is then pushed through the other; 
another coloured thin silk thread is passed through éach of the loops (so 
that the loops may, when needful, be again loosened); the two ends are 
then pulled, by which the loops are drawn together. The ends are fast- 
ened to a horseshoe-like instrument. 

On exarnination of arteries which have been subjected to this operation, the fole 
lowing changes are found. At the part where the forceps next the heart was applied 
the external coat only remained entire; then followed a ring about a line broad, 


consisting of all the coats of the artery; beneath this again, the internal coats were 
divided, and thrust back under the cellular coat, to the extent of two or more lines. 


(4) Dictionnaire de Médicine, ou Réper- C., Ueber Amussat’s Methode fiir dic Ope- 
toire générale des Sciences Médicales—art. ration der Pulsadergeschwulste; in Rust’s 
Anévrysmes, vol. iii. p. 49. | Magazin. 

(b) Pemr Apergu critique sur quelques (c) De la Ligature sous-cutanée des Ar- 


Procédes récemment imaginés pour obtenir téres; in Examinateur Médical, 13-20, Feb. 
l’Oblitération des Artéres, sans avoir recours 1842, 5 


ala Ligature, Paris, 1831:—Muirscneriicn, 
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At this part which externally felt hard, the area of the artery was considerably dimi- 
nished by the thrust back and inverted coats, and subsequently still more so by the 
ensuing swelling and effusion, whereby the complete obliteration was effected. 

The various remedies which have been proposed for the treatment of aneurysm, 
or which have been made use of, are stil] to be mentioned in historical review. 

1. Cutting into and plugging the aneurysm. 2. Suture of arterial wounds, with a 
needle and thread wound round it. Lameerr effected obliteration of the artery by 
this practice in man, and Amussar in brutes. 3. Application of a ligature with a 
running knot, for the purpose of gradually compressing the vessel. (Dusois, Lar- 
REY.) 4. Acupuncture; K. Home (a) thrust a needle into an iliac aneurysm, heated 
it with the flame of a spirit lamp, and allowed it to remain twenty or thirty minutes. 
The soft and, notwithstanding its previous tying, stil] pulsatory swelling, gradually 
became harder, lost its pulsation, and the needle exhibited hardened clot every time 
it was drawn out. Vexupeau (b) proposes the introduction of a needle into the artery 
when laid bare, in which it is to remain for at least four days. One needle is suffi- 
cient for an artery as large as a feather; two or three are necessary for larger arteries. 
The same result is effected by means of a thread carried round the artery, and tied 
on a little pad. According to Puiniips (c), the thrusting in of several needles into 
the aneurysmal sac, or the introduction of a silver thread; in sixty hours inflamma- 
tion ensued, after which the sac shrunk as in Hunrer’s operation. Pravaz has 
proposed to use galvanism, with needles thrust into the sac, in order to excite more 
quickly the coagulation of the blood. Leroy p’Hriotums (d) applied the extremities 
of two compressors, at the distauce of some inches from each other, for the purpose 
of coagulating the blood in the interspace between them; he also applied ice on the 
part, and used acupuncture and galvanism. 5. Cawterization with moxas (LarRey.) 

6, The introduction of mechanical plugs of wax and so on into the arteries, and the 
compression of the ends of the artery or ligatures. 7. The introduction of threads ~~ 
into the artery (Jameson, Worms, Amussat.) 8. Various modes of compressing the — oe 
artery between the rounded branches of forceps, and tying it below this part, accord- 
ing to AmussaT’s experiments on brutes. 

Compare, Lisrranc, Des diverses Méthodes et des différens Procédés pour l’Ob- 
litération des Artéres dans le Traitement des Anévrismes; de leurs avantages et de 
Jeurs inconvéniens respectifs. Paris, 1834, 


1433. In aneurysms in which tying the artery between the swelling 
and thé heart is impossible, Desaunr (e¢) and Braspor have proposed 
laying bare that side of the swelling farthest from the heart and tying it, 
for the purpose of effecting obliteration of the artery up to the nearest col- 
lateral branches, by the stagnation of the blood in the aneurysmal sac. 
Descuamps (f) followed out this proposal with unsatisfactory result; so 
also Astiey Cooper (g). From these cases it has been improperly deter- 
mined to reject this practice unconditionally (4), as it can only answer 
our expectations if no branches arise from the artery between the seat of liga- 
ture and the sac, or from the sac itself (i). ‘This opinion is confirmed by 
the observations of Warprop (k ), Lamperrr (1), Hvans (m), Busue (n) 
Mort (0), and Moytcomery (p), who, in aneurysm of the carotid artery, 
have tied the vessel above the swelling, and effected a cure. 

(a) Phil. Trans., 1826. Operation. London, 1828, 8vo.—Med.-Chir. 


(b) Révyue Médicale, Jan. 1831, p. 137. Mé- 
dicine opératoire. Nouv. Edit. vol. ii-p. 66. 

(c) London Med. Gaz., vol. xxvi. p. 134, 
1840. 

(d) Lancette Francaise, March, 1535. 

(€) Guvres Chirurgicales, vol. ii. part 4. 

(f) Recueil périodique de la Soc. Médic. 
de Paris, vol. v. p. 188. 

(g) Honeson, above cited, p. 301, 

(h) Burn’s A,, Observations on the Surgi- 
eal Anatomy of the Head and Neck. Se- 
cond Edition, Glasgow, 1824. 8vo. 

(i) Hopason, above cited, p. 302. 

(&) On Aneurism and its Cure by a new 


Trans., vol. xiii, pt. i—Horn’s Archiv. fir 
medic, Erfahrung. 1825. Sept. Oct., p.277.— 
Lancet, 1826, Dec., vol. xi. p. 365-—Magazin 
der auslindischen Literatur von Gerson und 
Junius, March, April, 1827, p. 343,—The 
Examination of Arteries after death, ibid., 
March and June, 1827.—Lancet, vol. xii. 

(1) Lancet, vol, xi. p. B01; vol. xii. p, 218. 

(m) Ibid. vol, xiii, p. 187. 

(n) Ibid. vol. xiv. p. 149. 

(0) American Jonrnal of the Medical 
Sciences, vol. v. p. 287. 

(p) Medie.-Chir. Review, 1830, Jan. In 
this case the sac enlarged ten weeks after 
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Dupvyrren supposes that the small branches between the sac and the seat of 
ligature may become useful, as they proportionally afford a passage for the blood, 
and prevent the too great extension and tearing of the sac. Warprop also considers 
the objection of some branches between the sac and the ligature as no necessary 
reason against the operation. ‘ 

[The operation of tying the artery beyond the aneurysmal sac, was according to 
Boyer proposed nearly sixty years since by Braspor in his lectures, but never per- 
formed by him ; it was also recommended by Desautr, as feasible where it was not 
possible to tie the vessel between the heart and the sac, but neither did he perform 
it. The operation, however, was at last undertaken by Descuamps, in a man of 
sixty years old, who had a femoral aneurysm, seventeen inches in circumference so 
high up that there was nota finger’s breadth between the sac and Poupart’s liga- 
ment. The vessel was tied below the sac in hope that the blood, arrested in its 
progress through the vessel, would coagulate. The tumour, however, continued to 
pulsate and increased so much after the operation that on the fourth day, its bursting 
being dreaded, Descuamrs’ compression of the iliac artery being made as it left the 
belly, ‘‘ plunged the bistoury into the upper part of the tumour and opened it down 
to the bottom.” * * * A large quantity of fluid blood immediately escaped 
and he removed a mass of clot and fibrinous concretions larger than the fist. The 
sac having collapsed, a long space was left between the upper angle of the cut and 
the compressing pad. He therefore continued the cut upwards as far as the hand of 
the assistant who was making pressure, so that he might discover the precise situa- 
tion of the gap in the artery, which he could only see occasionally, being constantly 
flooded with the blood, notwithstanding the care taken to compress the artery. A 
long probe was passed into the upper portion of the vessel, which was raised up as 
high as possible, and the ligature quickly applied, on account of the enormous loss 
of blood. * * * As blood was seen to flow from below upwards he applied a 
ligature of wax thread tied with a double knot below the sac. * * * ‘The pa- 
tient lost such a quantity of blood that he fell into a state of syncope, from which 
he did not recover; * * * he gradually sunk and died eight hours after the opera- 
tion.’ (p. 196-98.) Both operations were performed in a very bungling and ineffi- 
cient manner; for, as appeared by Descuamps’ dissection, in the first, ‘*the ligature 
included the artery, the femoral vein and a small portion of the great adductor mus- 
cle; and in the second, the upper ligature was situated three lines above the aneu- 
rysmal sac, and included the femoral artery and a third of the profunda which had 
been pierced by the needle; the ligature of reserve placed above the last, passed be- 
tween the femoral artery and the profunda accurately surrounding the former, the 
lower ligature applied in the second operation was upon the artery six lines below 
the sac, and the vein had been wounded by the needle.” (p. 199.) From this ac- 
count itis pretty clear that the higher origin than usual of the profwnda and its firm 
connexion with the aneurysmal sac, would have little to do with the fatal result of 
this horrible operation, the ill success of which, alone to be expected, could not 
however present any real objection to the operation proposed by Braspor, if pro- 
perly performed. 

Astiey Cooper tied the femoral artery below the sac of an external iliac aneurysm 
‘between the origins of the epigastric artery and of the profunda. The pulsation 
continued, but the tumour did not increase in size after the operation. The ligatures 
separated favourably. The aneurism diminished so considerably, that it was con- 
ceived in a little time, if its diminution continued, it would be possible to tie the 
external iliac artery above the tumour. The patient went into the country to recruit 
his general health, where the aneurism burst underneath the periionzum,and he died 
im consequence of extravasation of blood into the celluar membrane of the pelvis and 
scrotum. In this instance, the femoral artery was tied below the origin of the epi- 
gastric and circumflex iliac arteries; a current, therefore, continued to pass through 
the sac into these vessels ; consequently the blood was not at rest in the aneurism, 


the operation, formed an abscess, on opening 
which eight ounces of stinking chocolate- 
like fluid escaped. The opening was en- 
larged, all the blood clot removed, the sac 
filled with charpie, and permanent cure ef- 
fected.—Orrrnurim, N. W., Ueber die Un- 
terbindung der grésseren aneurysmatischen 


Gefiiss-Stamme an den, vom Herzen entfern- 
ten, Theile der Geschwulst; in Rust’s Maga- 
zin, vol. xxx. p. 100.—Marsouin et Br- 
rarD, Dictionnaire de Médicine, vol. iii. p. 
Ser WEP ERs Thése de Paris, 1831. No 
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and did not coagulate. After the ligature of the artery, the blood was transmitted 
more readily through the internal iliac than through the arteries which originate be- 
low the aneurism, namely, the epigastric and circumflex iliac. The contraction of 
the sac, therefore, appears to have been the consequence of the diminution of the 
stream which passed through it, in the same manner as an aneurism contracts,. 
although a current enters it after the ligature of the artery, ata distance from the 
disease.”’ (pp. 301, 302.) 


For some time this operation was entirely given up, and was, perhaps hastily, de- , 


signated by Antawn Burns (a) as being “absurd in theory, and experience proves 
that it is ruinous in practice.” (p. 159.) Warprop (0), however, revived it in 
1822, considering “that the changes which such an operation produces both in the 
artery and sac, are precisely those which nature employs when she cures the dis- 
ease bya spontaneous process.” (p. 19.) In the course of his reasoning to prove the 
superiority of tying the artery beyond the sac, over tying it between the heart and 
the sac, he makes some very odd and, as seems to me, incorrect observations; for 
instance, *‘ when the artery is tied on the cardiac side, the blood cannot make its 
escape, and cannot be pushed through the capillaries into the veins. It must remain 
in the sac, and must either be absorbed or be evacuated by a process of inflamma- 
tion and ulceration of the sac.’’ (p. 22.) Now, unless the disease be of long 
standing, and of such size, that whatever practice be pursued, burst the sac will, it 
is rare that the bulk of the contents of the sac are absorbed; the greater quantity of 
the blood is generally fluid, and the rapid subsidence of the swelling, after the. 
artery has been tied, above, proves clearly that the blood does make its way into the 
veins without any “ pushing,” whilst the remaining coagulated part quietly rests, 
often for years, without causing any inconvenience, as will be shown by the dissec- 
tion of Asttey Cooprr’s and Kry’s cases, hereafter to be mentioned. Inflamma- 
tion and ulceration of the sac are of rare occurrence, so far as I have had opportu- 


nity of observing. Warprop’s explanation of the diminution of the bulk of the _ 


aneurysmal tumour, after tying the distal part of the artery, is one utterly incompre- 
hensible. ‘The fluid blood,” says he, ‘* can find a ready exit into the trunk from 
whence it came, and thus again passes into the circulation, in place of, as in the 
other case, having to pass through the capillaries into the veins; and, as nature im-. 
mediately finds a new channel, there is mo more blood impelled into the tumour 
afterwards.”’ (p. 22.) How ‘the fluid blood can find a ready exit into the trunk from 
whence it came,’’ is rather puzzling I should think to the blood, which must be con- 
stantly ‘‘pushed”’ forward byevery fresh portion propelled by the heart; and it must 
be a very ‘‘new channel” indeed which nature finds, if the blood have ‘‘a ready 
exit into the trunk from whence it came.’? No surgeon who has observed the con- 
sequence of a ligature applied between the heart and the aneurysmal sac, presumes. 
to say that ‘to allow the process of coagulation to go on in an aneurism, it is neces~ 
sary to put a complete stop to the circulation of the blood in the tumour.” (p. 60). 
Home (c), in describing Hunrrr’s operation, speaks only of ‘the force of the cir- 
eulation being taken off from. the aneurismal sac.”’ (p. 147.) In some of Hunrer’s 
eases the pulsation, did continue; and it is probable that there is always some de--. 
gree of circulation through the aneurysmal swelling, after the ligature has been ap-. 
plied, although not sufficient to convey an impulse to the walls of the sac, which is 
only produced when the disease has existed so long that the anastomosing vessels 
have begun to enlarge and bear a share in the circulation, as they do in spontaneous. 
cure of aneurysm. It is not also ‘¢a curious circumstance that the natural or spon- 
taneous process. does not affect a cure, on the principle of the Hunterian operation, 
by completely arresting the passage of the blood. into the sac;’’ for, as just noticed, 
Hunrer’s operation proposes nothing of the kind. Nor is the ‘‘natural or sponta~ 
neous process in strict conformity with the principle of the operation I (Warprop) 
am, now endeavouring to establish; that is, by the formation of @ barrier in the 
artery beyond or at the distal side of the aneurism.”’ Nor is it correct to state that 
“ina case of aneurism, Mr. Macxenican found that nature had nearly completed a 
eure of the disease on this principle;” for “the carotid artery was plugged up, andi 
(a) Surgical Anatomy of the Head and also On Aneurism, and its Cure by a new 
Neck. operation. London, 1.828, 8vo.; from which 
(b) Cases of Carotid Aneurism successful- here quoted. 
ly treated by tying the artery beyond the tu- (c) Trans. Med, and Chir., vol, i. 
mouz ;.in Med.-Chir, Thans., vol, xiii.. 1825 ; 
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the large aneurismal swelling was filled with a coagulum, leaving only a compara- 
tively small ehannel for the blood to pass into the subclavian artery ;” (p. 61) which 
was certainly not a barrier in the artery beyond, or at the distal side of the aneurysm. 
The operation of tying the artery beyond the sac may be permissible in some in- 
stances when its ligature on the hither side cannot be performed, but the principle 
on which it must be conducted, and the success which may be therefrom expected, 
must be otherwise explained than as Warprop has set it forth.—s. F. s. 

With regard to the operation of applying a ligature beyond the aneurysmal sac, 
Lawrence (a) observes ‘the circumstances under which aneurisms are placed, in 
reference to the trunk, and with respect to such an operation are not always alike; 
in fact, we may distinguish two cases in which the results of this operation may be 
very different. In the first place, we might reasonably expect to succeed if we 
could place a ligature upon an artery leading from an aneurismal tumour, under cir- 
cumstances that would prevent the current of blood through the aneurism. We 
should expect here the same result as when we cut off the supply of blood, by 
placing a ligature between the anenrismal tumour and the heart; but there are very 
few arteries that are so circumstanced, perhaps the carotid artery is the only one. 
If an aneurism be situated at the lower part of the carotid artery, suppose the com- 
mon carotid artery be then tied, we know that no branch is given off between the 
ligature and the aneurism, by means of which the circulation in the tumour can be 
carried on; therefore, if it were tied effectually, there could be no current of blood 
through the tumour, that the coagulation might take place necessary for the cure of 
the aneurism. Mr. Waroprop first tried the operation in a case of this kind, and it 
was completely successful. The operation was subsequently performed in a case 
of aneurism of the carotid artery, and it appeared again to have been completely 
successful, so far as the contraction of the tumour was concerned; but the patient 
unfortunately died in consequence of hemorrhage from the upper orifice of the 
artery where it had been tied, from the remote orifice of the artery, a cireumstance, 
however, that does not at all diminish the value of the inference that is to be drawn 
from the operation, as far as regards the principles upon which it is founded. 
When, however, we come to aneurism on the trunk of the axillary, or femoral 
artery, the case is different ; if we tie the vessel beyond the tumour, in either case 
there are important branches given off between the disease and the ligature, by 
which, probably, a current of blood will continually be kept up through the tumour. 
In a case of aneurism of the femoral artery, for instance, we should hardly be able 
to tie the trunk of the vessel beyond the tumour, above the origin of the profunda ; 
if, therefore, the profwnda be left going off either from the aneurismal sac, or from 
any part between the aneurism and where the trunk of the artery has been tied, we 
should expect from the active circulation which would be kept up through the 
tumour, that the operation would fail. In cases of aneurism of the axillary artery, 
there are a variety of Jarge branches situated, near to the tumour, so that we could 
not apply a ligature on the distal side, between them and the tumour itself, and 
these branches would keep up the circulation of the blood through the tumour in 
the same way that it would be maintained if no ligature were applied. The two 
eases seem, therefore, to be very different in point of principle; that in which the 
aneurism is situated near the trunk, and where the vessel gives off no branches be- 
tween the disease and the ligature; and thatin which it is so situated, that numerous 
branches are given off between where we can apply a ligature, and the situation of 
the aneurismal tumour. Still, as I have already said, the question is one of expe- 
rience, and, until it has been fairly tried, we cannot venture to assert that the appli- 
eation of a ligature on the trunks of both femoral and axillary arteries beyond the 
aneurismal tumour, may not be effectual.’ (p. 165.) ] 


(a) Lectures in Lancet, vol. ii. 1830., 
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Szconp Srction.—OF ANEURYSM IN PARTICULAR. 


I1—OF ANEURYSM OF THE CAROTID ARTERY AND ITS BRANCHES. 


1454, Aneurysm of the carotid artery is usually situated at its bifur- 
cation; it has, however, been noticed on various parts of its common 
trunk, near its origin, and on its branches, the ophthalmic, temporal, and 
others. ‘The diagnosis rests on the general symptoms which characterize 
aneurysms; with which it is also to be remarked that the aneurysm does 
not move in swallowing, like pulsating swellings of other kinds, in the 
neck, which, for the most part, are connected with the thyroid gland. 
Besides, it is generally accompanied with violent tearing pain in the 
entire half of the head, beating in the head, sudden loss of recollection, 
and, according to the different seat and size of the aneurysm, difficulty 
in breathing. 


Burns (a) has often felt an enlargement of the common carotid, and of the root of 
the internal carotid, after death and twice during life, forming a swelling as: large 
as a filbert nut, which caused no pain. Ihave noticed such an expansion in a strong 
young man, upon the bifurcation of the carotid, which arose after violent exertion ; 
excepting a violent beating it was unaccompanied with any inconvenience, and did 
not increase for several years. Syme, J.(b), observed a case of aneurysm of the 
internal carotid artery, which formed a pulsatory swelling in the throat; and, from 
its situation, resembled an abscess in the tonsil. Tying the carotid artery did not 
stop the pulsation, and the patient died. ; 

1435, Tying the carotid artery is the only remedy which can be 
employed in aneurysm of that vessel, if the seat and size of the swelling 
especially permit. 

Acret (c) has restored the artery in an expansion (2neurysma verum) of the 
trunk of the carotid artery, by gradual and strong compression as the place per- 
mitted, after four or five months, to its natural strength. 

1436. Numerous observations have proved that, after tying the com- 
mon trunk of the carotid artery, the brain is sufficiently supplied with 
blood, and that no disturbance of its functions ensue. Besides the 
numerous small anastomoses, the carotids of both sides communicate, 
and the vertebral arteries, by large inosculations in the region of the 
cellular sinuses, of the cuneiform process of the occipital bone, the 
falz, and the halves of the cerebeléwm, but especially by one peculiar 
branch from the deep artery. The vertebral arteries at the same time 
assume the function of collateral. branches. 

Tying the carotid artery (previously undertaken by AperneTuy (1) and Lynn in 
wounds) was first and afterwards frequently performed for aneurysm by AsTLry 
Cooper (d). Macerut (e), in the space of one month, tied both carotid arteries for 
tumours of both eyes. Several months after the operation, the patient was well 
and the swellings had subsided. Mussry (/)) tied both carotids at an interval of 
six weeks, on account of inosculating arterial swellings, and the case recovered. 


(a) Observations on the Surgical Anatomy tery for aneurysm, in the year 1808, with 


of the Head and Neck, p. 163. 

(6) London and Edinburgh Monthly Jour- 
nal of Med. Science, Nov. 1842. 

(c) Chirurgische Vorfille, vol. i. p. 253. 

(d) Account of the first Successful Opera- 
tion performed on the common Carotid Ar- 


the post mortem examination in Guy’s Hos- 
pital Reports, vol. i. p. 53. Jan. 1836, 

(e) New York Medical.and Physical Jour- 
nal, vol. iv. p. 576. 

(f) American Journal of Medic, Sciences, 
vol. v. p. 316. 
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[(1) Anerneruy was not the first person who tied the carotid artery; for Hzpen- 
STREIT, in the fifth volume of his translation of Bensamin Bet’s System of Sur- 
gery, mentions a case which he had met with, where the external carotid artery 
was wounded in the extirpation of a schirrhous tumour. The profuse hemorrhage: 
which instantly ensued would soon have destroyed the patient, if the surgeon had 
not immediately recollected himself and tied the trunk of the artery. ‘‘’'The opera- 
tion was successful, and the patient lived many years after it.”’(a) 

Apernetuy’s operation (b) was performed about 1798 or 9,on a man whose neck 
was gored bya cow. The horn ‘¢had passed beneath and torn the internal carotid 
artery, and all the branches in front of the external carotid artery. The former vessel 
was not, however, entirely rent asunder, so that the general course of the artery, and 
its connexion with the craniwm remained in the usual state.” (p. 117.) ‘The vessels 
did not at first bleed, but soon did, but this was checked by pressure on the common 
carotid artery, which could not, however, be borne, and the patient’s struggles re- 
moving the pressure, repeated bleedings ensued. The wound was therefore en- 
larged, the artery found and tied, but he died thirty hours after the ligature had been 
applied. (p. 125.) “i 

Fiemine (c) successfully tied the carotid in 1803, for secondary bleeding, in a 
sailor who had attempted to commit suicide. The wound had healed so rapidly that 
on the seventh day the ligature was completely buried in granulation, and required 
removal by a cautious dissection.” (p. 4.) 

The common carotid artery was first tied by Asrtey Coopzr (d), in November, 
1805, for aneurism of the right carotid, the ligatures were drawn from the wound on 
the eleventh day, but the woman died on the nineteenth day, having suffered 
much from difficulty in swallowing. He tied it in another case in June, 1808; the 
upper ligature came away on the twenty-second, and. the lower on the twenty-third 
day, and this patient recovered. ‘The account of the state of the vessels thirteen 
years afterwards will be found below. 

Travers (e) tied the carotid artery in the following year successfully for a case 
of aneurism by anastomosis in the orbit, ina woman of thirty-four years of age. 

The carotid artery has since been tied frequently with success; and there is one 
very interesting instance in which Dr. Roserrson, of Edinburgh (f), operated in a 
case where an aneurysm had burst into the wsophagus, and the space was so little, 
that the artery was taken up only half an inch above the bifurcation of the arterta 
innominata ; the ligature came away on the seventeenth day, and the patient re~ 
covered. © ; 

Zuis, of Dresden (¢), tied the carotid artery in an infant of fifteen months for a 
vascular nzvus on the left side of the face. After having exposed the edges of the. 
m. sterno-mastoideus, a vein about the thickness of a quill, was found lying across 
the bottom of the wound; this he tied and divided. /There was not any arterial he-. 
morrhage, but dark venous blood oozed out, which was stopped by the application 
of kreosote water. On opening the sheath, and exposing the internal jugelar vein 
another large gush of blood ensued, and was stopped by kreosote water. ” The vein 
which had been tied swelled so much as to excite fear of its bursting, and was there- 
fore tied again higher up; after which the artery was tied with a silk thread. The 
tumour immediately became smaller and paler, shrivelled up, and exhibited in va- 
rious spots, a greenish yellow colour, like an ecchymosis of four or five days. stand-. 
ing. On the fourth day the ligature on the vein came away, and on the following 
night a considerable venous bleeding took place, which recurred six times in the 
course of the next twenty-four hours, but each time was arrested by the kreosote: 
water. On the evening of the eighth day the ligature came away; the bleeding 
ceased, and after seventy-two days the wound had healed. Several weeks after the: 
operation, the tumour had increased with the nutrition of the: body, and became very 
large, when the child cried, About a week before the complete healing of’ the- 
wound, the child was attacked suddenly with convulsions and hemiplegia of the: 


(a) Scarpa Wisuarts’ Translation, note, (e) Med.-Chir. ‘T'rans., vol. i. p. 222 
p. 409. (f) Dublin Journal of Medical Sei 
(b) Surgical Works,, vok. ii. Be xikep. 285s 1838, Mee al 


) Medico-Chirurgical Journal, vol. iii. (g) Zeitschrift fiir die. gesammte Medicen 
it vol, iii, partl. iy 
(d) Medico-Chirurgical Transact., vol.. i. : 
pl. 
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right side; these symptoms continued with increasing debility, and on the forty-ninth 
day after the attack of convulsions, the child died. The vascular neous had for 
oe days disappeared, leaving only a few folds of the skin. No examination was 
allowed. 

Kuut (a), of Leipzig, has tied both carotids with success at an interval of twenty- 
seven days, for a pulsating aneurysmal tumour of the scalp, consequent on wound 
on the occiput, from which there were repeated bleedings. The application of the liga- 
ture was followed by convulsions, other troublesome symptoms, heaviness and 
throbbing of the head, for which it was necessary to employ venesection, though the 
case at last did well. ] ; 


1437. Tying the common trunk of the carotid artery may be performed 
at three different places, according to the different seat of the aneurysm, 
viz.: first, immediately above the collar bene; second, below the part 
where the m. omo-hyowdeus crosses the carotid; third, above that point. 
If the seat and extent of the swelling do not permit the ligature below 
the aneurysm, it must be applied above (par. 1433.) The patient is to 
be placed horizontally upon a couch, the head supported by a pillow, 
and the diseased side of the neck turned properly towards the light. 

1438. In tying the carotid artery «mmedzately above the collar-bone, 
a cut of two inches and more should be made through the skin and m. 
platysma myoides, from the top of the breast-bone along the inner edge 
of the m. sterno-cleido-mastoideus. When the edge of this muscle is laid 
bare, it must be separated from its cellular connexion with the m. sterno- 
hyoideus and sterno-thyroideus, and drawn outwards, whilst the latter two 
muscles are drawn inwards, with a blunt hook, by an assistant. The 
m. sterno-cleido-mastoideus is now to be relaxed by inclining the head 
to the affected side. The internal jugular vein appears in the wound, 
and must be drawn outwards, with the forefinger of the left hand from 
the artery, the sheath of which is then to be opened with delicate and 
careful strokes of the scalpel; or, when the vein has been fixed exter- 
nally by an assistant, the sheath is to be raised with forceps, and care- 
fully cut into ; the artery should be carefully isolated with the handle 
of the knife, and the ligature applied round it with DrscHamps’ 
needle. 


The operation is always most difficult at this part, on account of the depth of the 
artery beneath the m. sterno-cleido-mastoideus, and because it is entirely covered by 
the jugular vein. 

Zane (b) has proposed that an incision, beginning from the top of the cricoid 
cartilage, should be carried outwards between the two portions of the m. sterno-cleido- 
mastoideus, and terminate at a quarter of an inch from the collar-bone; the skin and 
m. platysma myoides, and the edges of the wound must be kept asunder with the 
blunt hook, the cellular tissue and fascia of the neck divided, and thus the triangular 
space formed by the sternal and. clavicular insertion of the sterno-mastoid muscle 
reached. The internal cervical fascia is then to be cut through, the thyroid gland 
drawn inwards, the jugular vein and pneumo-gastric nerve outwards, the artery 
taken hold of by the forceps, gently raised, and a ligature passed with a proper 
needle close to the part where the artery is covered by the m. omo-hyoideus. 

According to Dierricn’s proposal (c), an incision is to be made on the mesial 
line of the windpipe, from the semilunar notch at the top of the breast bone, to the 
cricoid cartilage, from two and a half to three inches in length, through the skin, 
cellular tissue, m. platysma myoides, and external cervical fascia, by which the small 
veins running from above downwards are avoided. The tendinous connexion between 
the m. sterno-hyoides and sterno-thyroideus is then to be divided, the edges of the 


(a) Raprus und Cxarvs, Beit. zur prakt. (b) Blutige Operationen, vol. i, p, 233. 
Heilkunde. Leipz,, vol. ii. p. 245. ,(¢) Above cited, p. 162. 
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wound drawn asunder with a blunt hook, and the muscles just mentioned pushed 
from the windpipe, with the handle of the knife, and carried towards the shoulder. 
The branches of the inferior thyroideal vein, as well as the thyroid gland, which ap- 
pears from the middle to the upper end of the wound, must be avoided. The finger 
is to be introduced into the wound downwards and outwards, after the cellular tissue 
has been divided with the handle of the knife, and the vessel is felt enclosed in its 
sheath, which is then to be opened, the artery a little raised and the ligature intro- 
duced. 

As upon the left side the carotid artery lies deeper and nearer to the pleura, the 
jugular vein and pneumo-gastrie nerve higher, and the thoracic duct close behind the 
sheath of the artery, the performance of the above mode of treatment the more 
difficult. 

The following method, proposed by Coarus (a), is more easy and more sure. A 
cut from two to two and a half inches long, is to be carried upwards from the upper 
edge of the breast-bone, upon the inner edge of the sterno-mastoid muscle; from the 
lower end of this incision, a second is to be made parallel to the upper edge of the 
collar-bone, to the inner edge of the clavicular part of the sterno-mastoid muscle, 
about an inch and a half long, the cellular tissue m. platysma myoides, and external 
cervical fascia, is to be divided into two cuts. A director is then to be carefully thrust 
under the sternal portion of the sterno-mastoid muscle, which should be cut through 
three lines from the upper edge of the collar-bone, together with the internal cervical 
fascia. The flap is turned somewhat upwards, and held back with a blunthook. The 
cellular tissue is then to be divided, and if there be much fat, it must be removed 
partly with the scissors, forceps, or bistoury, so that the vessels, with their sheath, 
behind the collar-bone, and on the outer edge of the m. sterno-hyoideus may be 
brought into view. These muscles are to be inclined with the handle of the knife 
towards the wind-pipe, and the sheath opened with the greatest care, and without - 
any violence, as the delicate walls of the thoracie duct, which lies close behind the 
sheath, are torn with the slightest violence. ‘The isolation and tying of the artery 
is effected in the way already described. 


1439, If the aneurysm be higher up, the tying of the carotid artery 
must be effected below the part at which the m. omo-hyoideus crosses. A 
cut is to be made through the skin and m. platysma-myoides, in an oblique 
direction along the inner edge of the m. sterno-mastoideus, commencing 
at the top of the cricoid cartilage, and terminating an inch from the sternal 
end of the collar-bone. When the edge of the sterno-mastoid muscle 
is exposed, it must be separated carefully from the sterno-hyoid muscle, 
and drawn outwards; the omo-hyoid muscle then appears crossing over 
the vessels of the neck, and the carotid artery, jugular vein, and pneumo- 
gastric nerve enclosed in their sheath, with the descending branch of the 
hypoglossal nerve upon it. The omo-hyoid muscle is now to be drawn 
outwards and upwards, the thyroid gland inwards, and the jugular vein 
with the forefinger of the left hand outwards, and there kept (1). The 
sheath is now to be opened, immediately where it covers the carotid 
artery, either with a director, or, if carefully raised with the forceps, with 
the scalpel held flat, or, what is best, with some careful strokes of the 
scalpel. The artery should now be separated from the surrounding parts 
with the handle of the knife, to an extent sufficient for passing around it 
the ligature with Descnamp’s needle. 

As the swelling up of the jugular vein often renders the isolation of the artery 
very difficult, this may be facilitated by applying compression on the vein above, 
with the finger. For the purpose of not injuring the important surrounding parts in 
isolating and tying the artery, it is to be borne in mind that the jugular vein lies on 


its outer side, and upon it; the pneumo-gastric nerve between the vein and artery, 
and the sympathetic nerve behind them. As important varieties in the course of the 


(a) Medico.Chir. Trans., vol, xi. pt. ii. 
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vessels of the neck, in connexion with this operation, it must be remembered that 
the division of the carotid artery often takes place deep in the bottom of the neck, 
and that the vertebral artery arises from the aorta, or the subclavian ascends along 
the side of the carotid, and close behind it. If the artery be laid bare, as proposed, 
to a great extent, two ligatures must be applied, and the artery tied at the upper and 


» lower part of the exposed portion (a). 


{(1) Asriry Cooper (b) observed in his first operation for carotid aneurysm, that 
“the motion of the internal jugular vein produced the only difficulty in the opera- 
tion, as, under the different states of breathing, it sometimes presented itself to the 
knife tense and distended, and then as suddenly collapsed.” (p. 3.) This, how- 
ever, is not always the case, as in an instance mentioned by Hopeson where the 
carotid artery was tied for a spurious aneurysm, the result of wounding the vessel 
with a penknife, ‘‘the jugular vein afforded no trouble in the operation; it was not 
even seen.” (p. 332.) And in another operation, by Dr. Joun Brown, of Meath (c), 
for wounded carotid by a penknife, the vein ‘did not appear, nor was it a source of 
the slightest inconvenience in the operation.” (p. 305.) 

If, however, the vein be wounded in the operation, it must be tied as was done by 
Simmons, of Manchester (d).] 

1440. If the carotid be tied above the crossing of the m. omo-hyordeus, 
(which is only possible when the aneurysm is seated in the branches of 
that vessel, or when the aneurysm is deep, and the artery must be tied 
above it,) the cut must be carried either from the top of the cricoid carti- 
lage two inches upwards, in the direction of the inner edge of the sterno- 
mastoid muscle, or commenced at the upper edge of the thyroid cartilage, 
and, on the contrary, carried down a sufficient length along the inner 
edge of the sterno-mastoid muscle. In this case the operation is to be 
proceeded with as before, only the omo-hyoid muscle must be drawn 
downwards. In other cases, when the skin, m. platysma myotdes and 
cellular tissue are divided, the edges of the wound must be held asunder, 
a thin layer of cellular tissue divided ; and, in the triangular space formed 
at the lower end of the wound, by the crossing omo-hyoid muscle, at the 
upper end of the wound, by the digastric muscle, and externally, by the 
inner edge of the sterno-mastoid muscle, the artery must be isolated, as 
already mentioned (e). = 

The superior thyroideal vein above the cricoid cartilage, crosses the common 
carotid artery, and with it the laryngeal and pharyngeal vein, as well as some 
branches anastomosing with the external jugular vein, run together before the caro- 
tid, and partially form some anastomoses. ‘These veins must be avoided, and drawn 
upwards (1), and the superior thyroideal artery inwards. 

[(1) I have on one or two occasions seen these veins wounded in tying the carotid 
artery; they bled.very freely, but were soon stopped by a little pressure.—s. F.s. ] 

1441. When in one or other way the ligature has been carried round 
the carotid artery, it must be fastened sufficiently tight with two single 
knots; the one end of the ligature cut off near the knot, the other brought 
out of the wound by the shortest course, and the union of the edges of the 
wound effected with sticking plaster. Such symptoms may occur after 
the operation as have been already generally mentioned. ‘The patient 
should be kept quiet in bed, with his head somewhat raised, and bent 
forwards. On the fourth or fifth day the dressing isto be renewed. The 
patient should be treated. antiphlogistically, according to the symptoms, 
and with suitable antispasmodics, if cramps come on. After tying the 
carotid, it is not uncommon that, on account of the great anastomosis, 

(a) Hopeson, above cited, p. 342, (d) Cyclopeed. of Pract. Surgery, vol. i. p. 

(by Med. Chir. Trans., vol. i. 262. 

(c) Dublin Hospital Reports, vol, i: (e) Dierricn, above cited, p. 180, 
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the pulsation in the sac reappears ; no farther increase, however, is to be 
feared; it gradually becomes weaker, and the sac diminishes. — 


For the history of the ligature of the common trunk of the carotid artery, and the 
collection of the hitherto known cases, see Dierricu (a). 

[The following is the account of the dissection of the second case in which Asrizy | 
Cooper tied the left common carotid artery in 1808, for aneurysm (6), the patient 
having died thirteen years after of apoplexy (c). ‘The disease of which he died 
sufficiently attested the freedom of the circulation, as well as its force in the cerebral 
vessels, on the side on which the carotid had been tied. The arteries on the left 
side of the brain were rather Jarger than those on the opposite side. The anterior 
cerebral artery was of the same size as its fellow: the middle cerebral] larger than 
that on the right side, which was filled with coagulum and did not admit the injec- 
tion. The large size of the latter vessel is accounted for by the increased size of the 
communicating branch; which receiving its blood from the basilary, had become as 
large as an ordinary radial artery. ‘The basilary appeared to be of its usual capacity, 
although it was evidently the channel which supplied the middle cerebral artery. 
The blood probably found an easier course from the basilary, through the left com- 
municating branch, than into the right corresponding vessels, which appeared rather 
diminished in size. From an inspection of the base of the brain after the vessels 
had been injected it immediately struck the observer, that the left side of the arterial 
circle of W1LLis was much more developed than the right, and that the left side of 
the brain received its full share of arterial blood. he anterior cerebral artery 
received its supply from its fellow by means of the transverse branch: these vessels 
seemed to be of their usual size. he internal carotid was pervious for about half 
an inch, and of its ordinary capacity. ‘The external vessels were not so well dis- 
played. ‘Those of the face did not receive the injection. The common carotid trunk 
was impervious throughout its whole extent, being reduced to a mere cord. The 
external carotid was injected at its commencement: and the superior thyroideal was 
filled from the arteries of the opposite side; but beyond this the arteries were empty 
and therefore could not be satisfactorily traced. The free communication of the 
branches of the external carotids, in their natural state, affords an ample channel of 
supply, when the circulation in one is cut off. The aneurism must, as Sir AstiEy 
Cooper suspected, have been situated in the internal carotid artery. (p. 57.) The 
preparation of the carotid arteries of this case is in the Museum at St. Thomas’s. } 


1442. Ifan aneurysm be seated in the branches of the carotid, the tying 
of the affected artery must, if possible, be performed. This tying may 
also be required on account of other diseased conditions. We must 
therefore consider tying the external carotid, the lingual, the external 
maxillary, the temporal, the occipital, and the posterior aural. Tying 
the superior thyroideal artery will be mentioned in the treatment of 
bronchocele. 

1443. Tying the external carotid artery is considered as one of the 
most difficult operations, on account of the vessel being surrounded with 
arteries, veins, and nerves, and therefore also it is usually recommended 
to tie the common trunk instead of it (d). It has, however, been per- 
formed successfully by Busue(e), on account of aneurysm by anastomosis: 
by Morr (f) in removal of the lower, and by Lrzars (g) in that of the 
upper jaw-bone. . 

Dierricu (/) has proposed the most convenient mode of operating; a 
finger’s breadth from the lower edge of the lower jaw, ata distance-of 
half an inch from the inner edge of the sterno-mastoid muscle towards 
the larynx, a cut should be made obliquely upwards, and parallel to the 

a) A 1 LS ) A Me 

ated Clawaitne eal i. p.222, 1809. me Gee oe ot Mea 

(c) Guy’s Hospital Reports, vol.i. 1836. (g) Lancet, 1829-30, vol. ii, p- 54, 


(d) Manzc, above cited, pl. iv. (h) Above cited, p, 186. 
(e) Lancet, 1827-28, vol. ii. p, 482. > 
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edge of the sterno-mastoid muscle, through the skin, cellular tissue, and 
m. platysma myoides. After the division of a thin layer of cellular tissue, 
the external cervical fascia appears, upon which run some veins, which 
are to be raised, and the fascia and the cellular tissue divided with the 
handle of the knife. The internal cervical fascia is then to be cut through 
with slight strokes of the knife, and, whilst the edges of the wound are 
held asunder with blunt hooks, the inner edge of the sterno-mastoid 
muscle appears on the outer edge of the wound; at its inner edge the 
tongue-bone is felt; at the upper angle of the wound are seen the sub- 
maxillary and parotid gland; at the ‘under edge, the digastric muscle ; 
and at the lower angle the omo-hyoid. With the greatest care the fat 
and cellular tissue filling the bottom of the wound must now be divided, 

keeping towards the upper angle of the wound, for the purpose of best 
avoiding the venous branches, to wit, the superior thyroideal, sublingual 
and facial, and thus the artery is exposed, partially covered by the com- 
mon trunk of the facial veins. Now begins the most difficult part of the 
operation, to wit, the isolation of the artery from the surrounding im- 
portant parts. At the upper angle of the wound the artery crosses the 
lower edge of the digastric muscle, as well as the principal trunk of the 
hypoglossal nerve, which runs parallel to the edge of the muscle; on the 
inside some twigs pass down from the hypoglossal nerve, a and, at the 
same time, the superior thyroideal artery and vein run down from above 
to the internal jugular vein. The trunk of the facial veins lies in part 
upon the artery, and upon the wall of the artery descends a branch of 
the hypoglossal nerve. On the outside of the artery are the internal 
carotid artery, and the internal jugular vein, which frequently covers the 
latter artery; together with them descend the pneumo-gastric and sym- 
pathetic nerves, which divide into many branches. Between, and rather 
behind the two arteries, passes up with, and very near it, the ascending 
pharyngeal artery, from the external carotid. The laryngeal nerve, as 
well as branches of the hypoglossal nerve, cross it deeply, passing on 
the back and inner part inwards and upwards, The external carotid 
artery is best tied either above the giving off of the superior thyroideal, 
or where it crosses the lower edge of the digastric muscle. This muscle, 
and the hypoglossal nerve, must therefore be somewhat separated from, 
the cellular sheath, and with the submaxillary gland drawn upwards 
with a hook by one assistant, whilst another draws the internal carotid 
artery, the internal jugular vein, and the nerves outwards. When the 
operator has now in part pressed the trunk of the facial veins lying on 
the artery, aside and inwards, he opens the sheath of the artery. with the 
handle of the scalpel, and passes the ligature with Descuamps’ needle 
from without inwards. 

1444. Buciarp (a) has proposed tying the lingual ar tery in bleeding 
after deep extirpation of the tongue, and the like. ‘Tying it on one side 
is sufficient, as the bleeding from the other side of the tongue may be 
staunched by cauterization. ‘The patient hes with his head somewhat 
bent back, and with his face turned towards the sound side; the operator 
thoroughly satisfies himself of the position of the tongue- -bone, which, 


(a) Manrc, above cited, pl. iii—Bett, Caries, Operative Surgery, vol. ii. p. 307— 
Wisg; in Averttt, above cited, p. 53. 
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during the whole operation, must guide him, and makes a cut from an 
inch to an inch and a quarter long, which he commences a little behind 
the horn of the tongue-bone, and carries upwards and forwards, half an 
inch over the body of that bone. The skin and m. platysma myovdes are 
thus divided, avoiding the facial vein, which is to be turned backwards. 
The cellular sheath of the submaxillary gland is then to be opened, and 
the gland raised without injuring it, upon which the digastric and stylo- 
hyoid muscles, as well as the hypoglossal nerve, appear. If these 
different parts be very near the tongue-bone, as happens with persons 
who have short necks, they must be gently raised, so as to expose the 
outer side of the hypoglossal muscle, some fibres of which are to be 
seized with the forceps, raised, the director introduced under them and 
then divided, upon which the artery is exposed, and easily isolated. 


Dierricy (@) makes the cut as in tying the external carotid artery, only with this 
difference, that he begins three lines from the under edge of the lower jaw, and car- 
ries it two inches downwards, through the skin, cellular tissue, m. platysma myoides, 
and external cervical fascia. The vein being avoided, and the second fascia divided, 
the edges of the wound are to be kept asunder with hooks, when the submaxillary 
gland and lower edge of the digastric muscle appear at the upper angle of the wound. 
The cellular tissue, connecting the gland with the muscle, is to be divided, and the 
gland raised up, which exposes the stylo-hyoideal muscle. Both muscles and the 
hypoglossal nerve are to be drawn downwards or upwards, and the two layers of 
cellular tissue being divided with the handle of the knife, the artery now appears” 
close to the trunk of the external carotid artery, from which it is given off. In front 
of the artery passes the lingual vein; often, also, on its inner and outer side the 
facial vein; and still farther, the superior laryngeal nerve. The nerve must be drawn 
down, the vein up, and the artery tied from below upwards, immediately above the 
great horn of the tongue-bone. If the artery is to be tied still more distant from its 
origin, it is not necessary to cut into the fleshy fibres of the hypoglossal muscle. 
The artery otherwise runs through sufficient extent before it passes under any 
muscle. 

1445. The external mazillary or fascial artery is tied at the angle of 
the lower jaw in the following manner. A cut is to be made on the in- 
ner edge of the masseter muscle, running obliquely downwards and out-. 
wards to the extent of an inch or a little more through the skin, the cel- 
lular tissue, and fibres of the m. platysma myoides. In this direction the 
cellular tissue and some threads of the facial nerve are cut through; and 
the edges of the wound being separated, the artery appears on the inner 
edge of the masseter muscle, lying on the periosteum; and close to it, on 
the outer side, is the facial vein; these are drawn outwards, and the ar- 
tery isolated with ease. 

This artery can be tied in its submaxillary part only with the greatest difficulty. 
Manec (8) declares himself against this operation, because the artery lies very 
deeply, and is covered by very many parts. Vexpreau and Drerricu have given the 
modes of proceeding in this operation. By the former, an incision is made from the 
submaxillary gland to the inner edge of the sterno-mastoid muscle, and then asecond 
from the hinderend of the great horn of the tongue-bone to the inner edge of the masseter 
muscle, through the skin and m. platysma myoides, and the flap so formed should be 
turned back upwards. The edges of the wound are to be kept asunder, the flap held 
up, and the now displayed aponeurosis, from which the artery is only separated by 
cellular tissue, must be cut through, in doing which the facial vein is sometimes di- 
vided, between the submaxillary gland and digastric muscle; after this the artery is 
to be isolated and tied between the great horn of the tongue-bone and the submax- 
illary gland. According to Dierricn, the cut should be made two lines from the 


(a) Above cited. (b) Above cited, pl. iv. 
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under edge of the jaw, directly down, rather obliquely outwards and downwards, to 
the inner edge of the sterno-mastoid muscle. The facial vein is never to be cut 
through, but separated from the submaxillary gland, and carried outwards or in- 
wards, as may be most convenient. ‘The hypoglossal nerve is to be taken care of. 
The artery passes under the stylo-hyoid muscle, at the point where it is perforated 
by the digastric muscle, about half an inch from its insertion in the tongue-bone. 
The muscles together with the nerves, are to be separated from the cellular tissue, 
and carried downwards, and the ligature passed around the vessel from without in- 
wards, and from below upwards. 

1446. Aneurysms of the temporal artery, occurring after wounds, may be 
often cured by compression, as I have seen in one instance, when aneu- 
rysm occurred after arteriotomy; if this be not possible,'the temporal 
artery must be tied. The position of the artery is to be first well ascer- 
tained by feeling with the finger, and then along its course a cut an inch 
in length is to be made through the skin, midway between the joint of 
the jaw and the auditory passage; a director is then to be introduced be- 
neath the pretty thick cellular tissue by which the artery is covered, and 
this being divided the artery is to be isolated. The accompanying vein 
lies to the outer side. 

1447. Aneurysms of the occipital artery rarely occur, though Meyer (a) 
mentions a case in which, on account of aneurysm, many branches and 
the trunk of the occipital artery were tied. J. Burns (b) also tied this 
vessel for an aneurysmal swelling. A cut is to be made half an inch 
behind and a little beneath, the tip of the mastoid process, and continued 
obliquely upwards and backwards, to the extent of an inch or an inch 
and a quarter. The skin and aponeurosis of the sterno-mastoid muscle 
are to be divided, and the finger carried under the upper lip of the wound, 
in order to feel the base of the mastoid process. The m. splenius is then 
to be divided the whole length of the wound, and the pulsation of the 
artery being felt, should be carefully isolated, so as not to injury the ac- 
companying veins. ; 

1448. To tie the posterior aural artery, a cut half an inch long should 
be made from the lobe of the ear to the inner edge of the sterno-mastoid 
muscle, and continued upwards along its inner edge an inch upwards; 
this cut divides the skin, fatty cellular tissue, and the muscular aponeu- 
yosis. An assistant with a blunt hook separates the edges of the wound, 
and then is seen at the lower angle of the wound, a portion of the pa- 
rotid gland; but in the upper angle, the lower edge of the lower retractor 
of the auricle; in the middle of the wound the artery is to be sought for, 
isolated and tied (c). 

Syme (d) tied a branch of the posterior aural on account of aneurysm. 

[Astiey Cooper (e) had a case of ‘‘aneurism of the posterior aural artery from 
a blow; he opened the sac, and was compelled to tie not only the vessel which led 
into the sac, but numerous others entering in all parts of the circumference of the 


swelling.” (p. 82.) : ; 
Been (f) gives the account of ananeurysm of the middle meningeal artery, in 
which the bone having been absorbed, the tumour became superficial, and, being 


(a) Dissert. de aneurysmate arteri@ occi- (d) Edinburgh Med. and Surg. Journ., vol. 
pitalis, 1804.—Scarpa, Translation, p. 199. xxxi.p. 66. 1829. 
note, (e) Surgical Lectures, 


(b) In his brother’s Surgical Anatomy of (f) Dictionnaire de Médecine et de Chir. 
the Head and Neck, p. 374.—Manec, above urgic partiques, vol, ii, p, 533—article, An. 
cited, pl. v.—Drernricn, above cited, p. 209. évrysme, 

(¢) Digrricn, aboye cited, p. 211. 
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mistaken for an encysted tumour, was extirpated. An ineffectual attempt was made 
‘to stop the bleeding by plugging ; but the patient could not be saved. _ 

The branches of the internal carotid artery within the skull sometimes become 
aneurysmal. A remarkable instance of this kind occurred to Dr. (afterwards Sir 
Gitzert Brane) (2), in a female of sixty-four years old, who ‘ was suddenly seized 
with a fit of giddiness and dimness of sight, succeeded by acute pain in the forehead 
which remained for some time. ‘The indistinctness of vision continued for six 
months; after this, she was at intervals seized with giddiness, headache, and imper- 
fect vision. She had a similar attack two years after the first, from which also she 
recovered to a certain degree. From this period she continued subject from time to 
time, to the above-mentioned symptoms as long as she lived. She forsome time saw 
objects double, but the particular period of this could not be ascertained.” (pp. 193, 
94.) She afterwards betrayed signs of mental derangement, and became maniacal, 
and died in that state five years after her first attack. On examination there was 
found more water than usual in the ventricles of the brain; upon the falz some spi- 
cula of bone; and the optic nerves were smaller than usual, as if they had been 
wasted. ‘* The morbid appearance in this ‘case, which was sosingular, and to which the 
symptoms of complaint seemed chiefly referable, was to bulbs about five-eighths of 
an inch in diameter, filling up the hollow on each side of the sel/a tursica, which were 
evidently dilatations of the carotid arteries, and, from their being filled with lamin 
of coagulated blood, there could be no doubt of their being aneurisms of these arte- 
ries. The one on the left side was the largest; that on the right communicated 
with the cavity of the artery, which was not the case with the other.” Bran ob- 
serves :—‘“‘ It is probable that one of the aneurisms arose five years before her death, 
occasioning the first attack described, and that the other arose two years afterwards, 
occasioning the other attack. It is also probable that it was between these two at- 
tacks that she saw objects double, from the unequal compression on the’optic nerves.” 
(pp. 196, 97.) _Hopeson mentions an instance of a small aneurysm in the anterior 
cerebral artery, filled with a solid coagulum, and another in the basilar artery was 
seen by Serres. ] 


IIT—OF ANEURYSMS OF THE SUBCLAVIAN AND AXILLARY 
ARTERIES, 


1449. Aneurysm of the axillary artery in general increases quickly, as 
the surrounding parts offer little opposition. ‘The swelling raises the 
great pectoral muscle, spreads towards the collar-bone, and thrusts it up- 
wards. It is, therefore, rarely that this aneurysm is so early observed, 
that there is still space sufficient (b) for tying the axillary artery, and 
this operation is usually possible only in aneurysms at the upper part of 
the brachial artery. 

1450. Tying the axillary artery may be performed in two situations, 
namely, jirst, by cutting through the great pectoral muscle, under the 
collar-bone ; and second, by division of the tendinous interspace between 
the pectoral and deltoid muscles. The patient either lies on a bed or sits 
on a sloping chair, with the shoulders somewhat depressed; an assistant 
stands behind, and is ready to compress the subclavian artery, if bleed- 
ing should occur during the operation. 

1451. In the first mode of operating, a cut must be made through the 
skin, commencing an inch from the sternal end of the collar-bone, and 
continued along its under edge towards the coracoid process of the blade- 


(a) History of some cases of Disease ia (b) Keate; in London Medical Review: 
the Brain; in Trans, of a Society for the Im- 1801.—Peturran,Clinique Chirurgicale vol, 
provement of Med. and Chir. Knowledge, iis p. 49,—CHAMBERLAINE, Medico-Chir, 
vol. ii, 8vo,. 1800, Trans., vol. vi, p. 128, 
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bone, as far as the cleft which separates the pectoral and deltoid mus- 
cles. In this direction the connexions of the great pectoral muscle with 
the collar-bone are divided, and thus the lessor pectoral muscle is ex- 
posed, which, beginning from the coracoid process, crosses the lower 
angle of the cut. The point of the finger is then to be introduced between 
the coracoid process and the lower edge of the collar-bone, and the artery 
is there found surrounded, upon the outer side, and partially covered by 
the brachial plexus, and upon the inner side by the brachial vein. The 
artery is now to be carefully separated from the vein and nerves, and a 
single ligature carried round it with DescHamps’ needle, before with- 
drawing which, the artery should be compressed upon it, for the purpose 
of ascertaining that it alone is taken hold of. The small arteries wounded 
during the operation are to be tied at once, and the wound kept clear of 
blood. ‘The dressing and after-treatment are to be conducted according 
to the former general rules. 

The direction of the wound in this mode of operation is variously advised. The most 
important variations are—that recommended by Lisrranc, in which the cut is com- 
menced half an inch from the sternal end of the collar-bone, in the pit formed by the 
elavicular and sternal parts of the great pectoral muscle, and carried three inches be- 
low the collar-bone ; and the practice recommended by Zane and others, who carry 
the cut close beneath the collar-bone, beginning from its middle, and continue it for 
two and a half inches downwards and outwards, nearly to the coracoid process. 

1452. In the second mode of treatment, if the artery be not tied so 
near the collar-bone, a cut is made of two and a half inches in length, 
from the lower edge of the outer third of the collar bone, towards the 
inside of the upper arm, on the interspace between the great pectoral and 
deltoid muscles. The lesser pectoral muscle is cut off at its insertion to 
the shoulder-blade. The forefinger is now to be carried deeply into the 
wound, and passed upon the surface of the m. serratus magnus, till its tip 
reach the shoulder-blade. The finger is now curved, and, following the 
inner surface of the subscapular muscle, is again carried forwards, up to 
the outer lip of the wound in the skin. In this way is the whole armpit 
swept round, and the entire mass of vessels and nerves, collected imme- 
diately under the collar-bone, are without difficulty brought to the ex- 
ternal parts between the edges of the wound, and fixed with the finger. 
Here the artery is easily isolated and tied (a). 

(The operation of tying the axillary artery in either mode above recommended, or 
indeed in any other way, has not met with much favour among practical surgeons; 
the position of the vein so much in front of it, and its almost complete envelopment by 
the axillary nerves, together with its great depth, render ita very hazardous and diffi- 
cult operation. As to dragging up the whole mass of vessels and nerves to the sur- 
face, and then selecting the artery to be tied, as recommended by Detrecn, no per- 
son who had had any experience in tying arteries, would think of doing, on account 
of the necessary detachment of the vessel from its connexions, which would put it 
into a very unfavourable condition for the effusion of adhesive matter on its exterior, 
and interfere with its healing up. And indeed, though this might be done on a ves- 
sel undiseased, yet if any aneurysmal swelling existed, there would not be room to 
attempt it. Nor is there any good reason to perform so troublesome and dangerous 
an operation, when tying the subclavian above the collar-bone will answer all the 
purposes required, with greater ease and safety. If the artery were wounded and its 
ends exposed, as in Hau’s case, related by J. Bett (6), and Mauwnorr’s case men- 


(a) Devrscn, Chirurgie Clinique de Mont- of Wounds. Third Edit., Edinburgh, 1812, 
pellier, vol. i. p: 59 ; 
(6) A Discourse on the Nature and Cure 
44* 


518 TYING THE 


tioned by Scarpa (a), then tying the ends of the wounded vessel would, as under 
ordinary circumstances, be required. But for aneurysm of this vessel, tying the 
subclavian is always preferable.—s. Fr. s.] 


1453. If an aneurysm situated upon the commencement of the axillary 
artery, or at a deep part of its commencement, so extend, that it reach 
the collar-bone, the subclavian artery must be tied above the collar-bone, 
The patient being seated on a chair, or laid horizontally upon a table, 
and the shoulder of the ailing side depressed as much as possible, a cut 
is made through the skin, extending from the outer edge of the sterno- 
mastoid muscle, along the collar-bone, to the clavicular insertion of the 
m. trapezius. Then the m. platysma myoides is to be divided carefully 
in the same direction, so that the external jugular vein may not be 
wounded, which, when laid bare, is to be drawn towards the shoulder 
with a blunt hook. ‘The cellular tissue in the midst of the wound is 
next divided with the knife, or more safely with the finger, or a director, 
till the edge of the m. scalenus anticus be reached with the finger, where 
the artery is found lying on the first rib, and the ligature is to be carried 
round it with DescHamps’ or Desautr’s needle. 

The cut for tying the subclavian artery, should, according to Zane, 
be made in the middle of the triangle, formed by the hind belly of the 
m. omo-hyoideus, and the hind edge of the clavicular part of the m. ster- 
no-cleido-mastoideus, and should be commenced two inches above the 
collar-bone, at the hind edge of the latter muscle, and carried some-~ 


what obliquely outwards and downwards to the middle of the collar- 
bone. 


T have found this operation easiest on the dead subject; the subclavian vein lies on 
the inside of the artery, the nervous plexus on the outside, and partially covering it. 
A little stud on the first rib, which is telt at the inner side of the artery, and the hol- 
low made by the artery in that rib, are given as the certain marks for directing the 
finger upon the artery. Taking up this artery is often extraordinarily difficult, and 
even impossible (6), if, from the size of the swelling, the collar-bone he very much 
thrust up; the operation should therefore always be performed early. The same also 
happens in tying the ligature for which Lisron (c) has proposed a peculiar contri- 
vance. As the artery is partially covered with the plerus of nerves, one of the 
nerves may be taken up and tied instead of the artery, as pulsation is propa- 
gated to it (d). 

Tn one case where the ordinary mode of treatment was inapplicable, DupuyTrREN (e) 
eut through the m. sca/enus anticus. Hopeson, Lisrranc, and Grarre, have pro- 
posed the same in their modes of practice, that, after a long cut has been made 
through the skin and the m. platysma myoides, from the hind edge of the sterno- 
mastoid musele, from two to two and a half inches along the collar-bone, the opera- 
tor should dip deeply, and seek for the m. scalenus anticus, pass beneath it a curved 
director, raise it up and cut it through either from without inwards, or carefully 
across, without previously introducing a director. 

[The operation of tying the subelavian artery above the collar-bone was first 
attempted by AstLey Cooper in the spring of 1809, but ‘*the aneurysm was very 
large, and the clavicle was thrust upwards by the tumour, so as to make it impos- 
sible to pass a ligature under the artery, without incurring the risk of including some 
of the nerves of the axillary plewus. The attempt was therefore abandoned” (/). 


(2) Wisuart’s Translation, above cited, Bibliothek ftir Chirurgie undOphthalmlogoie, 
p. 412. vol. iii. p. 269, pl. i. fi 2, pl. ii. fi. 
(5) Coorer, A., London Medical Review, (d) Manec, above cited. pl. iv. 
vol. ii. p. 300. (e) Legons Orales, vol iy. p. 530. 
« (¢) Edinburgh Medic. and Surg. Journal, (f) London Medical Review, vol. ii. p. 300. 
vol. xvi. p. 348.—Lancenseck, in his Neuer 
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The operation was first performed in St. Bartholomew’s Hospital, ov. 2, 1809, by 
RamspEN (a), for axillary aneurysm about half the size of a large orange. He first 
made a transverse cut through the skin upon the collar-bone, two and a half inches 
long, from the outer border of the m. trapezius, to within half an inch of the outer 
edge of the m. sterno-mastoideus ; and then pinching up the skin above the bone, he 
divided it, from within, outwards and upwards, in the line of the outer edge of the 
sterno-mastoid muscle to the extent of two inches. His object in pinching up the 
skin for the second cut ‘‘ was to expose at once the superficial veins, and by dissect- 
ing them carefully from the cellular membrane, to place them out of the way without 
wounding them.” (p. 282.) He then dissected with his knife till he had brought 
into sight ‘the anterior scalenus muscle immediately below the angle which is 
formed by the traversing belly of the m. omo-hyotdeus, and the edge of the m. sterno- 
cleido-mastoideus ; and having placed his finger on the artery, at the point where it 
presents itself between the scalenz, he found no difficulty in tracing it without touch- 
ing any of the nerves, to the lower edge of the upper rib, at which part he detached 
it with his finger-nail for the purpose of applying the ligature.”’ (p. 283.) Various 
kinds of instruments, fixed in handles, were essayed in vain to pass the ligature, 
which was at last managed with a flexible probe, the end of which being introduced 
behind the artery, was drawn out with the forceps, and the operation completed with 
a single ligature. The patient died after five days. The subclavian artery was 
next tied by Sir Witu1am Brizarp, in 1811, in the London Hospital, but the patient 
died on the fourth day; by Tuomas Buizarp, in 1815, but death followed on the 
eighth day (b); in the same year, by Dr. Coxues, of Dublin, but the man died on 
the eighth day (c). ‘The first successful case was that of Dr. Post, of New York, 
who operated on Sept. 8, 1817; the aneurysmal tumour burst on the ninth day, and 
discharged above three ounces of blood; the ligature came away on the eighteenth 
day (d). The second successful case was Lisron’s, in which the operation was 
performed on April 3, 1820; the ligature came away on the twelfth day (e). Since 
this time favourable results have frequently followed ligature of the artery at this 

art, by English surgeons, Gisps of St. Petersburg, Butien of Lynn, Wisuart of 

Ydinburgh, Green at St. Thomas’s, twice, Ky and Branssy Cooper, each at Guy’s 
Hospital, and Hoparr of Cork. 

Green, in his operations, made a similar cut above the collar-bone, with its con- 
cavity upwards, and the inner end higher than the outer; and, in the case referred 
to at page 498, the external jugular vein being in the way, he put two ligatures upon 
it, about an inch above the co}lar-bone, and divided between them, which gave much 
additional room. To avoid the difficulty often experienced in passing the ligature 
round the artery, instead of using the common aneurysmal needle, either with or 
without a handle, and which difficulty appears to arise from the too great length of 
the curve of the needle, he employed a needle, the curve of which, in size and shape, 
nearly resembled an ordinary button-hook, and with this the ligature was readily 
passed round the vessel. 

In taking up the artery care should be taken that the ligature be not passed round 
one of the nerves instead of the artery: this mistake occurred to both Lisron and 
Green, but was quickly discovered and corrected. An occurrence like this happen- 
ing to such able and excellent surgeons will show the necessity of extreme caution 
before tightening the ligature. I recollect also having seen, on one occasion, the 
posterior scapular artery, as it crossed the space between the sterno-mastoid and 
trapezial muscles, being mistaken for the subclavian, and tied, but this mistake was 
quickly discovered, and the subclavian immediately found and tied.—zs. F. s.] 


[For a table showing the mortality following the operation of tying 
the subclavian artery, see Norris (/).—e. w. N.] 

1454. If the aneurysm be situated in the subclavian artery itself, tying 
that artery on the tracheal side of the m. scalenus may, perhaps, give hope 


(a) Practical Observations on the Sclero- (d) Med. Chir. Trans., vol. ix. p. 185, 
cele, &c.; to which are added four Cases of (e) Edinb, Med. and Surg. Journ., vol. xvi, 
Operation for Aneurisms. Lond., 1811. 8vo. p. 348. 

(b) Honason, above cited, p. 596. (f) Amer, Journ, of the Med. Sciences, 

(c) Edin. Med. and Surg. Journ., vol. xi. vol. x. p. 13, 1845. 

p. 1. : 
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ofacure. This operation must, however, always be considered as ex- 
tremely dangerous and hazardous, if it be remembered with what important 
structures the artery is connected. The pneumo-gastric and phrenic 
nerves lie before it, the lower cervical ganglion and sympathetic nerves 
behind it; on the right side, the recurrent laryngeal runs round it, and 
upon the left, lies between it and the gullet; the subclavian vein lies 
immediately beneath the collar-bone before the artery, and when dis- 
tended, even upon it; and it rests immediately upon the pleura, which, 
in carrying round the needle, may be easily wounded. If the ligature 
be applied in the neighbourhood of the origin of the inferior thyroideal, 
internal mammary, and vertebral artery, the formation of a plug is pre- 
vented, and secondary bleeding ensues (a). It is also to be farther 
remembered, that aneurysm of the aorta, or of the arterta innominata, 
frequently rises so much above the collar-bone (1), that it may be easily 
mistaken for subclavian aneurysm (d). A. Cooper, Coties, ARENDT, 
Mort, and Haypen, have performed this operation, but not successfully 
in any Case. 

The proceeding in this operation is as follows:—A cut three inches in 
length is to be made through the skin, and m. platysma myoides, imme- 
diately above the sternal end of the collar-bone; a director should be 
passed under the clavicular origin of the sterno-mastoid muscle, which 
is to be divided from the bone, or according to Hopeson and ArEnpr, 
the sternal origin also. The cellular tissue is then to be divided with 
the finger, or with the handle of a knife, till the tracheal edge of the m. 
scalenus anticus is reached, behind which the artery is felt passing. It 
will be advisable to draw the artery forth, so that the ligature may bé 
applied beneath the origin of the inferior thyroideal and vertebral arte- 
ries. When the artery is surrounded by the aneurysmal needle, very. 
great care must be taken not to wound the plewra, nor to include any. 
other structure. 

Dietricn (c) has proposed a modification of Kine’s operation for the right and 
left side. Upon the right side a cutis to be made from the middle of the semi-lunar 
notch in the top of the breast-bone upwards, directly in the middle line of the wind- 
pipe. He then penetrates, in the same way as he proceeds in tying the arteria 
innominata, into the interspace between the two sterno-hyoideal muscles, till he 
comes to the hifureation of the subclavian artery. The sterno-hyoideal and sterno- 
thyroideal arteries are now to be drawn outwards with a blunt hook, and the sheath 
of the artery carefully slit up, till the pneumo-gastric nerve and internal jugular vein 
be seen descending immediately before the artery. Upon the deft side, a cut is to be 
made on the inner edve of the sterno-mastoid muscle, a line from it, nearer the wind- 
pipe, which shall extend for two and a half inches up, along its inner edge, but so, 
that it is always a line’s breadth distant from it. A transverse cut of half an inch, 
is then to divide the skin and sterno-mastoid muscle. The cellular tissue in the 
wound is to be carefully divided, any irregular vein, if cut through, to be tied, and 
the divided sternal portion of the sterno-mastoid muscle drawn towards the left 
shoulder, with a blunt hook, by an assistant. The outer edge of the sterno-thyroid 
muscle now appearing, the cellular tissue connecting the underlying parts is now to 
be somewhat loosened, and drawn by an assistant towards the right side. The carotid 
artery then appears in the wound, the internal jugular vein in its outer side, and the 
pneumo-gastric nerve between them. In the lower part of the wound, opposite the — 
base of the breast-bone, behind, and to the outer side of the carotid, lies the subcla- 
vian artery. The internal jugular vein is now to be carefully separated from the 


(a) Hoveson, above cited, p. 381. 
() Byrys, A., above cited, p. 30. (c) Above cited, p. 43. 
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pneumo-gastric nerve and carotid artery, and drawn back with a blunt hook towards 
the shoulder by an assistant, who also draws the sternal portion of the muscle in the 
same direction. ‘The subclavian artery, enclosed in its thick cellular sheath, now 
becomes visible; its branches, the inferior thyroideal, transverse cervical, vertebral, 
and internal mammary, are given off somewhat above. The thoracic duct, which 
here forms its curvature, lies on the inner edge of the sheath of the artery, and also 
behind the carotid. The artery is now to be somewhat isolated with the handle of 
the scalpel, the sheath opened on the outside with a careful stroke of the knife, by 
which injury of the thoracic duct is best avoided, and then with a curved blunt hook 


the ligature should be carried round the artery from behind forwards, and from above 
downwards. 


((1) In reference to this most important point it may be mentioned, that there 
are in the Museum at St. Thomas’s Hospital two preparations. The one, an aneu- 
rysm of the arch of the aorta, involving part of the arteria innominata, and mistaken 
for carotid aneurism; a parallel instance to ALLAN Burn’s case. The other, an 
aneurysm from the curvature between the origins of the left carotid and subclavian 
arteries, which communicated by a narrow canal with a large bag in the neck, and 
having the carotid artery behind it. The latter was the case to which AsTLEY 
Cooper referred, when advising Burns to be cautious in undertaking a proposed 
operation for a pulsating tumour above the clavicle, which was at first thought to be 
a subclavian aneurysm. In the Museum at Fort Pitt, Chatham, there is a prepara- 
tion of an aneurysm as large as a walnut between the origins of the arteria innomi- 
nata and left carotid. And also another, bounded by the brachio-cephalic trunks in 
front, the sac of which is deeply indented by the arteria innominata.—s. F. 8.] 

1455. Atuan Burns (a) and Hopeson (1) proposed tying the arteria 
innominata, and showed, by injecting the dead body, that the circula- 
tion can be supported after the obliteration, and that on the subject, the 
operation can be performed without great difficulty, if the head be bent 
back, the sternal portion of the sterno-mastoid, sterno-thyroid and hyoid 
muscles be separated, and the artery followed to its origin. Morr (6), 
Graere (c), AnenpT (d), Haut (e), Busausxy, Buanp, and Lizars (f), 
pale performed this operation on the living subject, but not success- 

ully. 

In Morv’s case, the patient died on the twenty-sixth day, in GraEFx’s, 
on the sixty-seventh, and in Argnpt’s, on the eight day; in the two 
former cases from repeated bleeding, and in the third, in consequence 
of severe inflammation of the aneurysmal sac, of the pleura, and lung. 
Mort, beginning from the aneurysmal swelling, made a cut above 
the collar-bone, lengthened it to that bone, and continued it on the 
windpipe, above the upper end of the breast-bone. From thence he 
made a second cut of about the same length, and carried it along the 
inner edge of the sterno-mastoid muscle. He then separated the skin 
from the m. platysma myoides beneath it, cut through the latter, and 
carefully separated the sternal part of the sterno-mastoid muscle in the 
direction of the former cut. The internal jugular vein, which had ad- 
hered to the swelling, was now separated, the sterno-hyoid, sterno- 
thyroid muscles cut through, and turned back over the air-tube. The 
carotid now laid bare for some lines above the breast-bone, was sepa- 
rated from the pneumo-gastric nerve, and the internal jugular vein, 

(2) Burns, above cited, p. 31. Gebiete der Heilkunde von einer Gesellschaft 
(b) Medic. and Surg. Register of New praktischen Aerzte zu St. Petersburg. Sa- 
York, 1818, vol. i. p. 8.—von Grazre und muel, iv. 1830, p. 188. 
von Wattuer’s Journal, vol. iii. pt. iv. p. 569. (e) Baltimore Medic. and Surg. Journal 
Mi Journal above cited, and vol. iv. pt. iv. and Review. Oct, 1833, p. 133. 


. 587, (f) Lancet, 1836-7, vol. ii. p. 445, p. 602. 
(2) Vermischite Abhandlungen aus dem 
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which were drawn to the outer side. He now exposed the subclavian 
artery, in which he particularly used the handle of the scalpel, and a 
small narrow knife, with a rounded cutting end. In this way he pene- 
trated to the division of the arteria innominata, following it under the 
breast-bone, freed it with the handle of the knife from all the surrounding 
cellular tissue, and after drawing the recurrent and phrenic nerve aside, 
he applied a round silk thread around the artery, about half an inch 
above its division. ; 

Grarre makes an incision on the inner edge of the sterno-mastoid 
muscle two inches long, and continues it two inches downwards upon 
the first portion of the breast-bone. He then separates the lips of the 
wound with blunt hooks, and passes the fore-finger of his left hand, be- 
tween the sternal part of the sterno-mastoid and sterno-hyoid muscles, 
not farther than the top of the breast-bone, separating the cellular tissue 
up to the carotid artery. The patient’s head is to be then bent much 
backwards by an assistant, and the operator carries his finger down 
along the carotid. Having reached the inner surface of the top of the 
breast-bone, he finds a blue swelling, under which his finger must be 
introduced. With the aid of his finger, and the handle of the scapel, 
he proceeds down to the place where the arteria innominata divides 
into the carotid and subclavian arteries. Then continues for half an 
inch farther down, takes the hook, armed with a thread, in the right 
hand, passes it close to the finger of the left hand, down to the arterta 
tnnominata, and carrying it around it, draws the threads, and applies 
Grarre’s ligature-apparatus. 

Morr used the instruments employed by Parris, Hartsnorne, and Hewson (a), 
which he recommends as sufficient for tying deep arteries. He carries a blunt- 
ended needle, having two eyes at the two ends, with a needle-holder, around the 
artery, carefully avoids the p/ewra, then introduces a hook into the eye of the needle, 
which is brought into view, with which, after freeing the needle-holder, he draws 
the needle out, and with it the ligature, which is then to to be gradually drawn 


together and tied with two single knots. No effect upon the heart or lungs was 
noticed. 


((1) Cuenivs is mistaken as regards Hopeson on this point, for he neither pro- 
posed nor advised this operation. He merely quotes the operation proposed by 

URNS, and as to his opinion of it he observes :—** The ligature of the arteria in- 
nominata, or of the subclavian artery, on the tracheal side of the scalenws, must be 
regarded as peculiarly hazardous. I have thought it proper, however, to treat of 
these operations, because, under particular cireumstances, a surgeon may conceive 
it his duty to undertake them.” (p. 384.)—s. r. s.] 

1456. Besides these operations performed on living subjects, Busat- 
sky, Kine, Dierricn, and Manerc, have proposed other methods for 
tying the arteria innominata. 

According to Busansxy, the cut through the skin should be made on 
the inner edge of the sternal portion of the sterno-mastoid muscle, be- 
tween it and the windpipe, as long as the breadth of four fingers, a 
little to the inner sider of the muscle above, commencing at the middle 
of the neck, and extending down to the middle of the notch of the 
breast-bone. The fibres of the m. platysma myoides are now apparent 
at the upper angle of the wound, but at the lower, there is a considera- 
ble quantity of fat. The cut is to be continued deeper, and in the mid- 
dle of the wound the sterno-hyoid muscle is exposed, and to be cut 

(a) Eclect. Repos., vol. iii. p, 229. 
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through obliquely; beneath it is the sterno-thyroid muscle, which is 
also to be divided. The operator should keep as much as possible to 
the inner edge, because the internal jugular vein runs along the outer 
edge. The inferior thyroideal vein, which in the wound passes obli- 
quely under the muscles, is to be drawn upwards or downwards. Suf- 
ficient depth having now been attained, the artery is to be isolated and 
tied. . 

In Kine’s (or, rather, O’Connext’s) mode, a cut from fifteen to eigh- 
teen lines long is to be made on the inner edge of the sterno-mastoid 
muscle of the deft side, through the skin, m. platysma myoides and fascia 
of the neck; the finger is then passed between the sterno-thyroid mus- 
cles, and under the right of those muscles, the cervical fascia divided, 
the finger introduced beneath it, and carried down to the arteria inno- 
minata, lying upon it. 

Dierricn has correctly shown the impracticability of Kine’s opera- 
tion, and proposes the following:—The patient’s head should be bent 
a little backwards, and a cut from two and a half to three inches long, 
according as the neck, is longer or shorter, and more or less fat, should 
be made from the middle of the base of the breast-bone directly up- : 
wards, in the mesial line of the windpipe. After dividing the cellular 
tissue and fascia, several little veins appear, enclosed in loose cellular 
covering; these may very easily be put aside, as they run in the same 
direction as the windpipe, and terminate in a large vein, which is visi- 
ble at the lower angle of the wound. The cellular tissue is to be re- 
moved, and now the internal cervical fascia appears; on both sides lie 
the sterno-hyoideal muscles, separated by an interspace of two or three 
lines, and the fascia occupying it being cut through, the windpipe is 
reached. With a blunt hook the right sterno-hyoid, and sterno-thyroid 
muscles, are to be drawn outwards, which exposes the second inferior 
thyroideal vein, in the bottom of the wound, sometimes considerably 
expanded. If it be of the usual size, the point of the scalpel should be 
carried on its outer side, and the fatty cellular tissue carefully divided, 
the handle of the scalpel carried downwards, and so the arteria inno- 
minata reached. But if this vein be considerably enlarged, it must be 
got under from within outwards, and the cellular tissue in that way 
divided ; this, however, must only be done with the handle of the knife, 
as otherwise there is no safety against wounding it, which is here of 
the greatest importance, as this vessel empties itself into the vena cava 
descendens, and, if wounded, severe bleeding would occur from the re- 
flux of the blood. The hook is to be carried under the artery from 
left to right. ’ 

Mayec (a) directs the head of the patient to be bent much backwards, 
so that the neck shall be greatly stretched, and the vessel to be tied 
brought up to the upper edge of the breast-bone ; and the face is to be 
inclined a little towards the left shoulder. A cut of three inches’ length 
is to be made from the middle of the space dividing the two sterno-mas- 
toid muscles, towards the right shoulder, half an inch above the collar- 
bone, through the skin and m. platysma myotdes ; in the same direction 
the sterno-mastoid muscle is to be divided, and a director having been 


(a) Above cited, pl. ii. 
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passed under the sterno-hyoid and sterno-thyroid muscles, they also are 
to be divided. For isolating the artery, the operator uses only the 
handle of the knife. If the inferior thyroideal vein, and some fibres of 
the hypoglossal and first cervical nerve require division, this must be 
done with the knife. ‘The artery is to be isolated at its outer and back 
part with great care, so as not to injure the pleura. After this is done, 
Descuamps’ needle should be introduced from the outside, between the 
pneumo-gastric nerve and the pleura, carried out upon the other side 
between the artery and the windpipe, and the ligature then drawn in. 

1457. When the entire trunk of the subclavian artery is obliterated, 
the blood flows from the superior thyroideal and occipital arteries, into 
the inferior thyroideal, cervical, transverse scapular, and numerous 
anastomoses, which spread over the neck and shoulder, into the sub- 
scapular, supra-scapular, and posterior-scapular arteries, from which it 
passes into the trunk of the brachial artery. If the obliteration be at the 
lower end of the subclavian, or at the axillary artery, the passage of the 
blood is much more ready, as it is carried by the anastomoses of the 
cervical, transverse cervical, and transverse scapular arteries, with the 
branches of the subscapular and posterior-scapular into the brachial 
artery (1). That in many cases, after tying the axillary artery for a 
wound, the sensation and nourishment of the arm are injured, depends 
not on the too small flow of blood, but on the injury of the plerus of 
nerves, caused by the wound, or by the tying (2). 


(1) The following is the account of the mode in which the circulation was main- 
tained in a case of axillary aneurysm, for which Key had tied the subclavian artery 
twelve years previously (a); the circumstances of which had been already de- 
scribed (6). ‘*The subclavian trunk had undergone no material alteration in size 
from its origin to the point where the ligature had been applied, just on the outer 
edge of the sca/enus muscle. Here the vessel became suddenly obliterated, assuming 
the form of a dense flattened cord, which was continued for about two inches and a 
half into the axilla, and terminated in the remains of the aneurismal sac. The precise 
spot where the artery had been tied was clearly indicated by a deep indentation; but 
the continuity of the vessel above the ligature with the obliterated portion below it, 
was not destroyed, or, more, properly speaking, had been restored, after the separa- 
tion of the silk, by a process of adhesion, which connected the two extremities to 
each other, and glued them to the contiguous structures. The aneurismal sac still 
existed in the axilla, where it formed a firm and solid, but at the same time some- 
what elastic and yielding tumour about the size of a small hen’s egg, * * * and 
presented a smooth uniform exterior, bearing altogether considerable resemblance to 
those cysts which are occasionally found to form themselves around foreign bodies. 
The obliterated portion of the axillary trunk terminated in the upper and back part 
of the sac; while, from its under surface, the continuation of the artery was seen to 
emerge as a perfect vessel ; having been restored to nearly its natural calibre by the 
entrance of a large branch, which was originally given off immediately below the 
tumour, and through which the blood had afterwards assumed a retrograde course. 
On opening the sac, the coats of which were remarkably dense and hard, it was 
found to contain a firm and solid coagulum, which readily separated from the sur- 
rounding cyst, and on being removed, retained the precise shape of the tumour. A 
section of it clearly evinced that it consisted of fibrin, apparently inorganized, dense 
and tough in its texture, and of a dirty-yellowish colour.’? The anastomosing ves- 
sels consisted of three sets:——‘‘1. A posterior set, consisting of the supraseapular 
and posterior scapular branches of the subclavian, which anastomosed with the infra- 
scapular from the axillary. 2. An internal set, produced by the connexion of the 
internal mammary on the one hand, with the long thoracic arteries and the infra- 
scapular on the other. 3. A middle or axillary set, which consisted of a number of 


(a) Guy’s Hospital Reports, vol. i. 1836. (6) Med. Chir. Trans., vol. xiii. p. le 28H 
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small vessels derived from branches of the subclavian above, and passing through 
the axilla to terminate either in the main trunk, or some of the branches of the axil- 
lary below. This last set presented, most conspicuously, the peculiar character of 
newly-formed, or rather dilated, arteries. They were excessively tortuous and 
formed a complete plecus, which was almost inseparably connected with the axillary 
nerves; many of the branches penetrating into the midst of the nervous fibres, so as 
to render their separation a work of great difficulty and labour. The chief agent in 
the restoration of the axillary trunk below the tumour was the infrascapular artery, 
which communicated most freely with the internal mammary, suprascapular, and 
posterior scapular branches of the subclavian; from all of which it received so great 
an influx of blood, as to dilate it to three times its natural size. The infrascapular 
artery was, in this subject, given off much higher than usual; and its origin had 
been included in the aneurysmal dilatation; in fact the artery opened into the sac 
itself; and, under the restored state of the circulation, the blood had to traverse a 
small portion of the cavity in order to reach the commencement of the axillary trunk. 
The continuity between the two vessels had been preserved through the coagulum 
contained in the tumour, which, for a short space, actually constituted the arterial 
coats; thus, when the contents were removed, the injected wax became exposed at 
the bottom of the cyst; while a corresponding deep sw/cws in the coagulum indicated 
the channel through which the blood had passed. ‘The suprascapular artery was, in 
this instance, given off by the superficial cervical, and became augmented just as it 
reached the scapula, by a branch which arose from the obliterated portion of the 
main trunk, but which had again been rendered available, as a medium of circulation, 
by receiving a vessel from the subclavian above. ‘The common origin of the short 
thoracic and humeral-thoracic arteries had become obliterated as it came off from the 
sac itself; but the two vessels had subsequently regained their original size; the 
one being supplied by its connexion with the internal mammary, the other by com- 
munications with the superficial cervical.’”’ (p. 63-5.)] ‘This preparation is in 
Guy’s Hospital Museum. 

(2) Not only do weakness and numbness occur when the axillary nerves are 
injured, but even gancrene has happened in the case mentioned by Wuirs, of Man- 
chester (a), in which three of the nerves were tied in, and in Desaunt’s case (8), in 
which the whole axillary plexus was included in the ligature.—J. F. s.] 


1458. The tying of two branches of the subclavian artery, to wit, the 
internal mammary, and the vertebral artery have yet to be mentioned. 

1459. The internal mammary artery may be treed without much difh- 
culty in the second, third, or fourth intercostal space; in the first, its 
nearer position to the edge of the breast-bone renders its tying more dif- 
ficalt. In either of the just-named intercostal spaces, a cut made from 
the edge of the breast-bone, and on the upper edge of the lower rib, is 
carried outwards, and a little upwards towards the lower edge of the 
upper rib, so that its whole extent occupies an inch and a half, and by 
its termination, just below the under edge of the upper rib, it is secured 
from injuring the intercostal artery. The skin, cellular tissue, and 
aponeurosis of the great pectoral muscle are divided, and also the muscle 
itself. ‘here still appear some layers of cellular tissue, and beneath 
them the ligamenta nitentia; these are to be divided with some slight 
strokes of the knife, as well also as some fibres of the intercostal muscles 
hereupon seen, with which usually a small arterial branch is cut through, 
and must be at once tied. A thin Jayer of cellular tissue still covering 
the artery is now to be carefully divided, the artery isolated from the 
accompanying vein, and a needle carried round it, from within outwards. 
In the third and fourth interspace the artery lies upon the fibrous expan- 


(a) London Medical Journal, vol.iv.p.159. (6) GEuvres Chirurgicales, vol. ii, p. 553, 
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sion of the m. triangularis sternt; so that, in carrying round the needle, 
there is no fear of wounding the pleura (a). 

Vepeav’s practice of making a cut three inches long, parallel to the side edge of 
the breast-bone, and which must be deepened to get at the artery, is unfitting. On 
the contrary, I have very frequently found the artery by a cut, commencing on the 
side edge of the breast-bone, and running directly in the middle of the costal inter- 
space, more frequently than in the way just described. 

1460. For the possible case of tying the vertebral artery, Dretricu (6) 
has proposed two modes of treatment, according as the artery is to be 
looked for between the atlas and dentate vertebra, or between the atlas 
and occipital bone. 

In the former case, the head of the patient being inclined to the oppo- 
site side, and a little forwards, a cut 1s to be made two fingers’ breadth 
from the lobe of the ear, or one finger, behind the mastoid process, 
beginning half an inch above the latter, and carried for two inches along 
the outer hinder edge of the sterno-mastoid muscle. From the upper 
fourth of the length of this cut, a second is to be carried backwards, and 
obliquely downwards, to the extent of an inch. After dividing the skin, 
some cellular tissue appears in both cuts, which should be divided, and 
then in the first is seen the outer and hinder edge of the sterno-mastoid 
muscle; and in the second, the m. splenius covered with aponeurotic 
expansion. The wound is now to be deepened, through the aponeurotic 
and cellular tissue, and in the second cut the fibres of the m. splenius are 
to be divided, at which time a small artery will be wounded. After the 
division of this muscle a second aponeurotic layer appears, which must 
be divided with some light strokes of the knife, and under it pass some 
branches of arteries and nerves. An assistant with blunt hooks holds 
the edges of the wound apart, and now a layer of fat appears, in which 
the vertebral artery is enveloped. At the same time also the outer edge 
of the m. obliquus capitis inferior is seen at the inner edge of the second 
wound, and is to be drawn somewhat inwards. Two branches of the 
occipital artery, also enclosed in cellular tissue, pass across the wound. 
The cellular tissue is now to be divided with the handle of the knife, and 
the arterial branches drawn upwards or downwards. ‘Two branches of 
the second cervical nerve also now show themselves, and are to be 
drawn up or down out of their place; after which the isolation of the 
artery is no longer prevented. This done the needle is to be carried 
round the artery from without inwards, in order more certainly to avoid 
the internal carotid artery, which hes very near the vertebral, and is only 
separated from it by cellular membrane. 

If the vertebral artery be tied between the atlas and occiput, the cut 
should be made, as in the former case; but the first is to be begun a 
quarter of an inch above the mastoid process, by which the second cut, 
which, in like manner, passes from the upper fourth of the length of the 
former backwards and obliquely downwards, runs somewhat more up- 
wards. After cutting through the skin, fascia, and m. splenius, the 
occipital artery appears in the upper angle of the first wound, as also at 
the front edge on the upper fourth, the hind edge of the m. obliquus 
capitis superior ; but in the whole surface of the wound a layer of aponeu- 
rosis, and under it cellular tissue, loaded with fat, the former of which 


(a) Dieraicn, above cited, p. 89. (6) Ibid., p. 81. 
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must be carefully divided. The edges of the wound are now to be held 
asunder with blunt hooks by an assistant, and then a triangle appears, 
formed by the m. rectus capitis posterior, and m. obliquus capitis superior 
and inferior, filled with fat and cellular tissue, which covers the artery. 
This is then to be carefully divided, turned back, and, if in large quantity, 
should be partially removed, upon which the artery appears below the 
m. obliquus capitis superior, and runs backwards nearly an inch before it 
perforates the occipito-atlantal ligament. ‘The vessel is then to be iso- 
lated, and the ligature, by the aid of a ligature-needle, passed obliquely 
from below upwards, for the purpose of more surely avoiding the nerves 
and vein. 


Nontran'rz Ipporiro, who saw two cases of aneurysm of the vertebral artery, has 
proposed the following mode of tying it. After having found the triangular space 
formed by the external jugular vein, the hind edge of the sterno-mastoid muscle, and 
the upper edge of the collar-bone, a cut is to be made through the skin, from its top 
to the base, not exceeding two inches in length. The operator continues penetrating 
in this direction till he reach the inner edge of the m. scalenius anticus, and thus the 
artery is easily struck upon, without injuring one twig of a nerve (a). 

Mozvs (b) mentions a case of aneurysm of the vertebral artery, originating in 
wound which was cured by compression, the application of ice, and so on. 

[An example of this very rare disease (aneurysm of the vertebral artery) has 
recently occurred in the Northern Infirmary at Liverpool; the carotid artery could 
be distinctly traced over the pulsating swelling, of the actual nature of which there 
were some doubts, as to what kind of aneurysm it was, or whether only a pulsating 
tumour. It was decided to tie the common carotid artery. The tumour rapidly 
increased after the operation, and in about a fortnight the patient died by bursting of 
the aneurysm into the trachea. On examination, an aneurysm of the vertebral artery, 
between the transverse processes of the fourth and fifth cervical vertebra was found.— 
I.F.'S-] 

Upon the importance of tying the vertebral arteries, and its greater danger in com- 
parison with tying the carotid arteries in animals, see Asrrzy Coopmr (c). 

[The arteries of the brain sometimes become affected with aneurysin. In the 
Museum of the Royal College of Surgeons, there is an example of a small conical 
aneurysm in the cerebral artery.—zs. F. s.] 


1i.—OF ANEURYSM OF THE BRACHIAL, ULNAR, AND RADIAL 
ARTERIES. 


1461. Aneurysms of the brachial artery, and its branches, are almost 
always consequent on wounds, and occur most frequently at the bend 
of the arm, after a wound of the artery in bleeding. In these aneu- 
rysms therefore compression is commonly employed with the best 
results. + as wi 

[<I do not recollect,” says Astiry Cooper, ‘to, have seen a case of aneurysm 
from disease in the brachial artery.”’ (p. 78.) Hopeson observes :—* I have never 
seen an aneurysm in the arm which was not produced by accidental violence.” 
(p. 389.) Lisron (d) also speaks of the rarity of spontaneous aneurysm at the bend 
of the elbow; and says :—‘‘I have treated but one such case in the person of an old 
ship-earpenter. While at work, as usual, he felt something snap in his arm, a pul- 
gating tumour was soon after noticed, and it had attained, during four months, fully 


_(a) Froriep’s Notizen, 1835. p. 304. and the Pneumo-gastric, Phrenic and Sym. 
(6) von Grarre und von Watruer’s pathetic Nerves; in Guy’s Hospital Reports, 
Journal, vol. xiv. p. 98. vol. i. p. 457, and p, 654. 


(c) Some Experiments and Observations (d) Practical Surgery, 1838, Second Edit. 
on tying the Carotid snd Vertebral Arteries, 8vo. 
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the size of a hen’s egg, and was evidently, in part, made up of solid matter. The 
brachial artery was tied, and every thing went on favourably.” (p. 181.)] 

1462. If the aneurysm be seated in the trunk of the brachial artery, 
at the bend of the arm, or in the ulnar (1), radial (2), or interosseal 
artery near the bend, it is sufficient to tie the brachial artery (a). But 
if it be situated in the middle of the fore-arm, in the region of the wrist, 
it is necessary to tie the artery near the aneurysmal sac, because the 
free anastomosis on the back of the hand, is sufficient to support the 
aneurysm by the reflux of the blood (6). 

The free anastomosis of the arteries of the arm always renders it advisable to un- 
dertake tying the artery near the sac, because in many cases the regurgitation of the 
blood continues the growth of the sac, and causes its bursting (par. 1423.) In an 
aneurysm originating from wound of the artery, in the middle of the arm, when the 
sac does not extend far upwards, the opening of the sac is to be effected according 
to Hunrer’s first plan. 

[(1) Asriry Cooper had seen ‘only one case of aneurism of the ulnar artery 
from disease ; it was seated where the artery dips under the pronator radii teres and 
flexor muscles of the hand.”? The artery was tied above the swelling with great 
difficulty, and ‘the patient died from the constitutional irritation resulting from this 
operation.”’ (p. 81.) 

(2) Lisron says he has ‘‘secured the radial and ulnar arteries in all parts of their 
course for small aneurysms.”’ (p. 187.) In the College Museum there is a prepara- 
tion of aneurysm of the radial artery an inch above the origin of the superficial volar 
branch. Asritey Cooper mentions a case in which Wittiam Cooper, formerly 
surgeon at Guy’s Hospital, ‘‘in performing this operation, (tying the radial artery,) 
found the upper portion of the radial artery obliterated, and that the aneurism was 
supported by regurgitation from the hand, from the free anastomosis with the ulnar 
artery.”’ (p. 81.)] 

1463. In aneurysm upon the back or front of the hand, tying one or 
other of the large arteries of the fore-arm does not, on account of the 
extensive communications which the ulnar and radial arteries have 
with each other in the hand, prevent the blood flowing back with sufh- 
cient power to keep up the aneurysm. If in this case pressure be in- 
sufficient for curing the aneurysm, the sac must be opened, and the 
artery, tied above and below; and if this be not possible, one of the princi- 
pal arteries of the fore-arm must be tied, the sac opened, and the bleed- 
ing arrested by pressure. The same rules must be followed in wounds 
of the arteries of the fore-arm and hand (c). 

1464. ‘The brachial artery may be tied in any part of its course, from 
the arm-pit to the bend of the elbow. Its tying, therefore, must be con- 
sidered, first, at the end of the axillary artery, where it passes beneath 
the lower edge of the great pectoral muscle; second, in the middle of 
the upper-arm; and ¢hzrd, at the elbow-joint. 

1465. If the artery be to be téed in the arm-pii, the arm must be 
separated from the trunk, and the fingers carried along the inner edge 
of m. biceps into the arm-pit for the purpose of ascertaining the course 
of the muscle, and the position of the artery. A cut is then to be made 
along the inner edge of the m. biceps, of two inches in length, which is 
to extend upwards to the middle of the neck of the upper arm-bone. 
The skin first and then the aponeurosis is to be divided, with a careful 


(a) Scarpa, above cited, p. 384.—Rovrx, (6) Honeson, above cited, p. 394. 
Nouveaux Elémens de Médecine Operatoire, (c) Scarpa, above cited, p. 407. 
vol. i. pt. ii. p. 759.—Hopeson, above cited, 

p. 893.—Watruer, above cited p. 58, 
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cut; or the latter is first raised with the forceps, and cut into with the 
bistoury held flat, so as to admit a director, upon which itis to be divided. 
The edges of the wound are now to be separated with blunt hooks from 
each other, when the inner edge of the m. coraco-brachialis and biceps, 
together with the median nerve, are now seen, and behind the latter lies 
the artery. The nerveis drawn carefully inwards, and the artery which 
is between it and the edge of the just-mentioned muscles isolated, and 
the needle carried carefully around it, so as not to include the internal 
cutaneous nerve. 


If the operator keep on the inner edges of the m. bzceps and coraco-brachialis, in the 
it Pp ges © Cee ) 

manner recommended, and draw the median nerve inwards, there is no danger of 
erring, which may easily be done if he keep somewhat more inwards, where the 
radial or ulnar nerve are met with; and if one of these be mistaken for the median, 
the artery will be sought in vain. The following is the relative position of the 
artery :—The artery is separated from the edge of the m. biceps and coraco-brachialis 
only by the median nerve; on its inner side is the internal cutaneous nerve, and 
these two nerves at once cover the front of the artery. Near the cutaneous nerve 
lies the vein, which frequently forms two or three branches, and these render the iso- 
lation of the artery difficult. Still further inwards lie the radial and ulnar nerves. 

1466. In order to tie the brachial artery in the middle of the upper 
arm, a cut, two and a half inches long, is made through the skin, along 
the inner edge of the m. biceps. The aponeurotic expansion is then to 
be divided, and the artery is found on the inner edge of the just-named 
muscle covered with the median nerve, between its two accompanying 
veins. The edge of the m. biceps is to be taken hold of, and the me- 
dian nerve drawn somewhat inwards, between which and the edge of 
the muscle the artery appears, and is easily isolated with the handle of 
a knife; the ligature is to be carried round it with Descuamps’ needle, 

The brachial artery frequently divides high up. If the ulnar artery be given off 
high up, itis always observed to penetrate the fascia of the upper arm, and take a 
superficial course. If the radial originate high up, it for the most part accompanies 
the ulnar artery to the elbow-joint, and then separates from it (a). Timpemann (0d), 
who has very often noticed the high division of the brachial artery in the corpse, found 
in such cases the radial artery nearly always very superficial at the elbow-joint, im- 
mediately under the aponeurotic expansion, from the aponeurosis of the m. biceps ; 
on which account it is very easily wounded, but can also be as easily tied. The 
ulnar artery lies beneath this aponewrosis of the m. biceps. If, on laying bare the 
brachial artery, two arteries are found, they must be alternately compressed, in order 
to ascertain whether the pulsation in the aneurysm be stopped, for the purpose of 
tying that one in which it is seated. 

1467. To tie the brachial artery at the bend of the arm, a cut two 
inches long is to be made through the skin on the extended arm, in the 
direction of a line imagined to be drawn from the middle, between the two 
condyles of the upper arm-bone, obliquely inwards and upwards towards 
the inner edge of the m. biceps. ‘The veins lying beneath the skin are 
to be avoided, the superficial aponeurosis of the m. biceps is to be opened 
without or with a director introduced, and the artery isolated, for which 
purpose the fore-arm should be somewhat bent. 


The median nerve here lies upon the inside of the artery three or four lines distant 
from it; the median basilic vein lies sometimes upon, sometimes at the side of, and 
frequently beneath the artery ; and farther outward is the median cephalic vein. 


1468. ‘To lay bare the radial artery in the upper third of the fore-arm, 


(a) Hopeson, above cited, p. 391. i . 
(6) Waxtuer, above cited, p. 63. Tabule Arteriarum, pl. xiv. xv. 
x 
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a cut should be made, about two inches long, through the skin, a little 
below the insertion of the tendon of the m. biceps, in the oblique direction 
of the ulnar edge of the m. supinator longus. The aponeurosis of the 
fore-arm is to be divided in the same direction, and the edge of the just- 
mentioned muscle inclined somewhat outwards, when the artery appears 
in the interspace between it and the m. flexor carpi radialis. A branch 
of the musculo-cutaneous nerve lies upon the outer side of the artery, 
which is accompanied by one or two veins. 

In laying bare the ulnar artery in the upper third of the fore-arm, a cut 
two inches and a half long is to be made between the radial edge of the 
m. flexor carpi ulnaris, and the m. flecor digitorum sublimis, through the 
skin and aponeurosis of the fore-arm. The artery lies rather under the 
edge of the m.flecor digitorum sublimis, accompanied by a vein, and on 
its outer side by the ulnar nerve. 

In the lower part of the fore-arm, where these arteries are quite super- 
ficial, they are very easily laid bare. With the radial artery the cut falls 
on the radial side of the tendon of the m. flecor carpi radials ; with the 
ulnar artery between the tendons of the m. flexor carpi ulnaris and flexor 
sublimis digitorum. 

If the ulnar artery be tied in the region of the wrist, a cut an inch and 
a half long, and three or four lines to the outside of the pisiform bone, 
should be made through the skin and fatty cellular tissue, which often 
fills up the whole wound, and, in such case, must be in part removed. 
The ulnar nerve is now found opposite the pisiform bone, and to its 
outer side the ulnar artery, accompanied by two veins. ‘The artery 
should be isolated, and the ligature applied above the origin of its hinder 
branch which anastomoses with the deep palmar arch. 

To tie the end of the radial artery, the hand must be brought prone, 

and bent somewhat towards the fore-arm. A cut is tobe made from the 
outside of the styloid process of the spoke-bone, to the upper part of the 
interspace separating the first and second metacarpal bones. After cut- 
ting through the skin, the veins coming into view are to be drawn out- 
wards or inwards, and the delicate branches of nerves which cross the 
wound divided. The position of the tendons of the m. extensor longus 
and brevis pollicis is now to be ascertained, and between them, and 
towards the most depending part of the carpus, a kind of soft and thick 
aponeurosis, which covers this part, is to be divided. Beneath it are 
some little masses of fat, which, if in the way, are to be removed, and 
then upon the carpal bones a thin aponeurotic layer is seen, which allows 
the artery, with its accompanying veins, to show through. This layer 
is then divided upon the director, and the artery easily isolated (a). 
_ 1469. The supply of blood to the arm, after tying the brachial artery, 
is effected by the branches of the arteria profunda humeri, and the anas- 
tomoses of the recurrent radial, ulnar, and interosseal arteries. If the 
brachial be tied above the origin of the arteria profunda, the blood flows 
through the ramifieations of the circumflex humeral and subscapular 
arteries, into the ascending branches of the arteria profunda, and the 
recurrent radial and ulnar arteries. 


ce ' : ; ; ; : 
(| Vurre, of Manchester (4), has given a beautiful engraving of the circulating 


(2) Manrc, above cited, pl. vii, viii. (6) Cases in Surgery, p. 139. London, 1770. 8vo. 
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branches fourteen years after the brachial artery had been tied just above the bend of 
the elbow, for a wound in bleeding. 

In the Museum at St. Thomas’s Hospital are two beautiful preparations of the 
anastomotic branches enlarged after the brachial artery had been tied. In the one a 
long portion of the artery had been obliterated, and sets of vessels are descending 
on either side from above the obliteration, to be received into others which ascend 
in similar manner from below it. In the other the obliteration is less extensive, and 
a single curved artery about as big as a crow-quill passes from the upper to the lower 
open part of the artery.—s. F. s.] 


IV.—OF ANEURYSM OF THE EXTERNAL AND INTERNAL ILIAC 
ARTERY. 


1470. Astiry Cooper (a), in an aneurysm which extended four inches 
above and as many below Povpart’s ligament, and had burst, undertook 
to tie the abdominal aorta. For this purpose he made a cut into the 
white line three inches in length, in the middle of which was the navel, 
which, by a curve in the wound, was placed on its left side, and then a 
small opening made into the peritoneum, which was lengthened with a 
button-ended bistoury to the extent of the external wound. He then 
passed his finger between the intestines, down to the spine, scratched with 
nis nail through the perttoneum on the left side, carried his finger gradu- 
ally between the spine and aorta, and then passed a single ligature with 
a blunt aneurysmal needle around it. The ligature was carefully tied 
without including intestine, and the wound brought together with the 
quill suture and sticking plaster. The patient died forty hours after the 
operation ; sensation and warmth had, however, returned on the thigh of 
the healthy side, but that of the diseased side was cold and bluish. 

James ()), on account of an aneurysm of the external iliac artery, first 
tied the femoral, according to Desavuit’s and Braspor’s proposal; and 
the aneurysm at first diminished a little, but soon increased. He then 
proceeded to tie the abdominal aorta as Astrry Cooper had done, only 
that he began his cut in the white line an inch above, and terminated it 
two inches below the navel. ‘The patient died the same evening. 

Murray (c) tied the aorta on account of a very extensive iliac aneu- 
rysm. He made a cut through the skin and muscles, beginning from 
the jutting extremity of the tenth rib, and continuing it about six inches 
down, curving in a direction backwards to an inch from the upper front 
spine of the hip-bone. He divided the transverse fascia on a director, 
separated with his hand, carried in flat, the perttoneum from the sheath 
of the m. ¢diacus internus and psoas, and easily reached the aorta, Passing 
the finger between the spine and aorta was more difficult, as also was the 
separation of the nervous plerus and the sheath of the aorta, which he 
effected partly with his nail, and partly with an elevator. Passing the 
aneurysmal needle was also very difficult. Drawing the ligature together 
did not excite any pain. ‘The patient lived twenty-three hours after the 
operation. 

It may be more convenient, as recommended by Astney Cooper, in tying the 


(a) His and Travers’ Surgical Essays, (c) London Medical Gazette, vol. xiv. p. 
vol. 1, pt. i. p. 393. ‘ I 
(b) Medico-Chirurg, Trans., vol. xvi. p. 1. 
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abdominal aorta, to make the cut about an inch distant from the epigastric artery, 
outwards and running parallel to it, and to proceed as in tying the internal iliac 
artery. ; 

Acoottibe to Gururie’s recent views, it is in no case necessary to tie the aorta, 
because in an aneurysm of the external or internal iliac, the common iliac on the 
diseased side can always be got at, and if not there, yet on the healthy side, for the 
purpose of carrying a ligature around it. : ‘ ; 

[The aorta was also tied by C. D. Monretro (a) at Rio Janeiro, 2ug. 5, 1842, for 
an aneurysm of the femoral artery, close to the groin, which on examination turned 
out to be spurious, by the vessel having burst and formed a large swelling, occupy- 
ing a great portion of the right under part of the belly. The incision was made on 
the left side, from the tip of the last false rib to the upper front iliac spine, through 
the abdominal walls, avoiding the peritoneum. 'The fingers were then carried down 
to the aorfa, and a ligature with great difficulty passed around it by means of a liga- 
ture-needle. But little blood was lost. As soon as the ligature was tied, the 
aneurysm sunk down, but the artery swelled up (?), and for some time remained as 
a thick large knot. The case went on well till the eighth day; at three, Pp. M., arte- 
rial blood escaped through the dressings; it did not, however, affect the pulse, but 
patient’s countenance was sunken and hollow. The bleeding continued, and on the 
tenth day, at 10 a.m., he died. 'The ligature had been placed two lines above the 
bifurcation of the aorta; a small opening was found on the left side of the vessel, 
immediately above the ligature. ] 


1471. If an aneurysm be situated on the external or internal iliac 
artery, or if it have extended so far upwards that there is not sufficient 
space between the aneurysm ‘and the origin of these arteries to apply.a 
ligature, tying the common iliac artery is indicated. Grsson (8) tied this 
artery for a wound; Morr (c) on account of an aneurysm of the internal 
iliac artery, Crampton (d) and Satamon (e) on account of a Jarge external 
iliac aneurysm; Liston for secondary hemorrhage ; Gururte for a pre- 
sumed aneurysm of the gluteal artery; also Syme, Deeuise, and Peace(f); 
but Mort’s, Satamon’s, Drguise’s, and Prace’s operations alone were 
successful. 

1472. In order to tie the common thac artery, an imaginary line must 
be drawn from the upper front spine of the hip-bone directly towards the 
white line: two and a half inches above this line, and two lines from 
the outer edge of the m. rectus abdominis, acut should be begun, carried 
obliquely downwards and outwards, and terminated an inch and a half 
below the line, so that it has a length of from four to five inches. In 
this direction, the skin, the fascia of the external oblique muscle, the 
muscle itself, and then the fascia of the internal oblique muscle, are cut 
through; the transverse muscle with its aponeurosts is then divided with 
some careful strokes of the knife, or a director is introduced, and they 
are divided upon it. Any spouting vessel must be tied; the edges of 
the wound drawn asunder with blunt hooks by an assistant, and with the 
finger passed down into the wound, or with the handle of the knife, the 
cellular connexion of the perttoneum with the surrounding external parts 
must be divided. ‘The patient’s trunk is then to be inclined towards the 


(a) From a letter of Latitement’s; in (d) London Medieal and Surgical Journal. 
Scumipr’s Jahrbticher der in und auslin- vol. v. p. 382. . 
dischen gesammten Medecin. Juhrgang, (e) Frorrer’s Notizen, vol. iv. No. 3 
1843, Leipz. 1837, is 

(b) American Medic. and Surg. Recorder, (f) Dublin Journal of Medical Science 
1820, vol. iii. p. 185. vol. xxiii, p., 214, 1843, extracted from the 

(c) American Journal of Medical Sciences, Philadelphia Medical Examiner. 
vol, i. p. 156, 1827. 
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healthy side, so that the intestines may drop away from the wound, and 
the division of the outer and under parts be facilitated. If there be not 
any diseased thickening, the separation is easy; but if there be, the bis- 
toury must be used with the greatest care. The peritoneum with the 
ureter is now to be borne upwards, and being kept in that position with 
a spatula, by an assistant, the finger is to be carried down to the artery, 
which lies in a position corresponding with the cut. Below the artery 
and a little inwards, the accompanying vein lies; and at the lower 
angle of the wound pass branches of the ilio-lumbar artery and veins. 
The sheath of the artery must be torn with the nail of the forefinger, or 
with the handle of the scalpel, according as it is thinner or thicker; the 
artery is then isolated, and the needle carried round it, whilst the vein 
is pressed inwards (a). 

Morr made a cut, five inches long, beginning immediately above the external 
abdominal ring, and continued in a semi-lunar direction half an inch above Poupart’s 
ligament, to a little above the front spine of the hip-bone; he then divided the 
external and internal oblique and transverse muscles, and separated the peritoneum 
from its cellular connexions. 

Crampton carried a cut, seven inches long, from the seventh rib, downwards and 
forwards, to the front spine of the hip-bone, ina semicircular form, with its concavity 
towards the navel, cut through the three abdominal muscles, and separated the pert- 
tonzum. 

According to Anprrson (0b), the cut should be commenced from the upper and 
front spine of the hip-bone, half an inch above Poupart’s ligament, parallel with it, 
continued towards the share-bone, and curved somewhat upwards, so that it is four 
inches long; cutting through the three abdominal muscles, and so on. 

Satamon made a cut about an inch from the upper front spine of the hip-bone, 
proceeding at similar height from it, and in parallel direction to the epigastric artery, 
terminating about a finger’s breadth below the Jast false rib, and from four to four 
and a half inches long. ‘The division of the abdominal muscles and transversal 
fascia, and so on. 

1473, If an aneurysm be situated on a branch of the internal iliac 
artery, to wit, on the ischiatic or gluteal artery, tying the internal iliac is 
indicated, as the practice followed by J. Bet (c) in a case of ischiatic 
aneurysm arising from injury, viz., opening the sack and tying the artery 
above and below the wound is extremely dangerous, and only in few 
cases can be permissible. W. Srevens (d) tied the internal iliac artery 
for an aneurysm above the ischiatic notch; J. ATKrInson (e) on account 
of a gluteal aneurysm, so also Wuire (f); Morr (g’), for a gluteal or 
ischiatic aneurysm. ArTK1Nson’s and Mort’s cases were unfortunate, but 
the other two had the happiest result (1). 

[(1) The internal iliac artery has also been tied successfully by a Russian army- 
Surgeon (4); also by my friend THomas, of Barbadoes, but the patient died, and 
the preparation is in Guy’s Museum (2).] 

1474. To tie the internal iliac artery, a cut of five inches in length is 
to be made through the skin and three muscles, upon the under and outer 
side of the belly, parallel to the course of the epigastric artery, and an 
inch to its outer side. ‘The exposed peritoneum is to be separated with 


(a) Dierricn, above cited, p. 282. (f) American Journal of Medical Scei- 
(b) System of Surgical Anatomy, p. 1. ences, vol. i, p. 304. 1828. 

(c) Principles of Surgery, vol. i. p. 421. (g) Ibid., vol. xx. p. 1, 1837. 

(d) Medic. Chir, Trans, vol. v. p. 422. (h) Averttu’s Operative Surgery, p. 79. 


(e) London Medical and Phys, Journal, (?) Med. Chir, Trans., vol. xvi, p. 230. 
vol, xxxviii. 1816. 
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the finger from the m. iliacus internus and psoas magnus, and the finger 
carried down to the internal iliac artery which should be detached by it 
from its connexions; and about half an inch below its origin a ligature 
is to be carried round it with an aneurysmal needle. 


In this way Stevens proceeded, and this operation is most proper and safe. 
Wuire made a semicircular cut seven inches long, beginning two inches from the 
navel, and continuing it nearly down to the external inguinal ring. ; 

According to Anperson and Busarsxy, the cut should be begun a finger’s breadth 
above the upper front spine of the hip-bone, or even higher, and half an inch distant 
from Poupart’s ligament, but continued parallel to it for about three inches towards 
the share-bone. Cutting through the three abdominal muscles, separation of the 
peritoneum and retracting it together with the spermatic cord upwards. : 

[The following are the particulars of Owrn’s dissection (a) of Srevens’ case. 
The woman died ten years after the internal iliac artery had been tied. The internal 
iliac artery had become impervious at the part where the ligature had been applied, 
and ‘the ilio-lumbar appears to have arisen just above this point, the obliteration in 
consequence had not extended to the origin of the external iliac. In the state of a 
ligamentous cord, the internal iliac descended towards the ischiatic notch for the 
space of an inch, and then suddenly resuming its natural diameter it again became 
pervious, and so continued for the extent of half an inch; the gluteal artery arising 
from the lower part of this space; a sacro-lateral vessel from about the middle; and 
the obturator artery from the upper part of it. The latter vessel was, however, 
entirely obliterated, but the sacro-lateral artery was pervious, of the size of a crow 
quill, and passed inwards to the second sacral foramen; whilst the gluteal artery, 
of its natural size, received close to its origin two vessels as large as the preceding, 
given off from the sacro-lateral artery, near the third and fourth sacral foramina of 
the left side. The anastomoses of the sacro-lateral arteries with each other and the 
sacro-median were large and tortuous. Immediately after the origin of the gluteal 
artery, the ischiatic, obliterated and cord-like, passed on to the lower part of the 
ischiatic notch; the sanatory processes set on foot by the application of the ligature 
being uninterrupted by the enfeebled current of blood passing from small canals to 
a large one. Many vessels met with in the course of the dissection of the gluteus 
maximus and medius were found to have received the injection. The gluteal artery 
was in a healthy condition, and of the natural size; but an elongated tumour, situated 
between the tuberosity of the 7schiwm and the great trochanter indicated the true seat 
of the original disease. This tumour in length three inches and a half, and above 
two-thirds of an inch in breadth, was of the sciatic artery, and consisted of layers of 
condensed cellular membrane and the peculiar fibrous arterial coat. It contained a 
quantity of dark-coloured granular not lamellated coagulum, which, when removed, 
showed the internal surface of the sac to be somewhat irregular and raised in small 
patches by the deposition of soft matter. In some places it appeared to retain the 
smooth character of the arterial lining membrane. From the ischiatic notch to the 
tumour, the artery was completely obliterated, its texture altered and the remains 
of the cavity filled with indurated and partly caleareous matter. From the lower 
part of the tumour the sciatic artery was continued down the posterior part of the 
thigh of an uncommon size, nearly as large as the femoral artery in front; its calibre 
did not, however, correspond with the apparent magnitude, for its coats were thicker, 
by at least one-half than any artery of the same size with itself. It was obliterated 
for about the space of an inch below the sac, and became pervious after receiving 
an anastomosing vessel from the arteria profunda. A vessel ramifying between the 
glutzus maximus and medius, and distributing branches to these muscles, was con- 
nected to the commencement of the sac, from which it had probably arisen; it did 
not, however, open into the sac, but after becoming contracted near the point of 
attachment, it there gave off a small artery to the quadratus femoris and received its 
blood by anastomosing near the erista liz, with a superficial branch of the gluteal 
artery. A smaller vessel was similarly attached to the lower part of the aneurysmal 
sac, but neither did it communicate with that cavity, for the blood which it received 
from branches ramifying in the neighbourhood was diverted from the sac bya small 
branch given off at the point of attachment.” (pp. 222-25.) ] 


(a) Med. Chir, Trans, vol. xvi. 
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1475. If the gluteal artery is to be tied, a cut three inches long should 
be made through the skin and cellular tissue, commencing at the upper 
hinder spine of the hip-bone, and carried in the direction of the fibres of 
the great gluteal muscle, towards the great trochanter. The fibres of the 
great and middle gluteal muscle are to be divided in the same direction, 
to the lower edge of the hip-bone and the artery found. 

CarmicHaet (a) tied the gluteal artery, for spurious aneurysm, by a penknife 
wound in the way just directed. From one to two pounds of coagulated blood were 
emptied out. The vessel could not be taken up with a tentaculum; but a ligature, 
with a large common needle, having been passed round it, was tied, and came away 
in six days. The boy was convalescent in sixteen days. 

To tre the ischiatic artery, a cut two and a half inches long must be 
made through the skin and cellular tissue, commencing immediately be- 
low the under hind spine of the hip-bone, and continue along the fibres 
of the great gluteal muscle, towards the outside of the tuberosity of the 
haunch-bone, where it is connected with the rump-bone, and the artery 
is found lying on the ischio-sacral ligament (0). 

1467. If the common pubic artery is to be tied, a cut of an inch or an 
inch and a half Jong should be made along the inside of the descending 
branch of the haunch-bone, through the skin, cellulat-tissue, fuscra of the 
great gluteal muscle, and through the muscle itself. The edges of the 
wound are to be kept asunder with blunt hooks, by which a layer of fat 
is exposed, and beneath it lies the artery. This is to be divided, or 
partially removed till the m. erector penis be laid bare, on the inner side 
of which muscle lies the vessel, accompanied by two veins and a branch 
of the pudic nerve. The transverse perineal artery also accompanies 
the pudic, running almost parallel with it. The artery is to be carefully 
isolated, and the needle carried round it, from within outwards (c). 

[In the Museum of the Royal College of Surgeons there is an example of aneu- 
rysm of the pudie artery an inch in diameter, and nearly filled with clot. Whilst 
alive, the patient had a strongly pulsating tumour under the left great gluteal muscle; 
he was much out of health, and died. “On examination, there was found beneath the 
hinder edge of the muscle a tumour, as large as a walnut, upon the ischiatie notch, 
and adhering to the ischiatic nerve as it left the pelvis. The artery was the internal 
pudic, and it was healthy above till it at once dilated into ananeurysm, below which 


it was obliterated, so that there was no outlet for the blood: the coats were strong 
like the coats of many cysted tumours.—4. F. s. ] 


V.—OF ANEURYSM OF THE FEMORAL AND POPLITEAL ARTE- 
RIES AND THEIR BRANCHES. 


1477. Anernetuy (d) was the first who tied the external iliac artery 
in the groin for aneurysm. ‘This case, although not successful, showed 
the possibility of the limb being sufficiently supplied with blood afler ob- 
literation of the artery. 

[The first time Anernetuy tied the external iliac artery was in the early part 


(a) Dublin Journ,, vol. iv. p. 231, 1833. | Physical Journal, vol. vii. p. 97, 1802, and 

(b) Zana, Operationslehre, Third Edition, in his Surgical Works, vol. i, p. 254, The 
vol. 1. p. 203, first case here mentioned is cited from the 
' (c) Dinrrics, above cited, p. 244. latter, and the second from the former work. 

(d) On Aneurysms; in the Medical and —4. F. 8 ; 
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of the year, 1796, on a patient in St. Bartholomew’s Hospital who had popliteal 


aneurysm in one, and femoral aneurysm in the other leg. ‘The femoral artery was 
tied for the cure of the former by Sir Cuarues BuicKe with two ligatures, between 
which it was divided; the upper ligature came away on the tenth and the lower on 
the fifteenth day, and the cure was perfected. ‘* About five weeks after this opera- 
tion, the aneurism in the opposite thigh was almost ready to burst, the tumour 
having acquired a pyramidal form, and the skin covering the apex having yielded so 
much as to form a kind of process from the tumour. Indeed the integuments at this 
part were so thin, that we every hour expected them to give way. ‘The aneurism 
was situated so high, as to make it probable that the disease extended above the 
place where the arteria profunda is sent off,’”’ and prevented pressure being made upon 
the artery, except at the place for incision; but even here it did not stop the pulsa- 
tion, and troublesome bleeding occurred during the operation. A small opening 
made in the fascia of the thigh admitted the finger, upon which it was divided up 
to Poupart’s ligament, and down to the sac. The pulsation directed the finger 
and thumb to the artery, which was tied with two ligatures, the upper half an 
inch from the os pubis, and the lower the same distance from the arteria pro- 
funda, but the artery was not divided between them. ‘The tumour diminished 
greatly after the operation, and the blood contained in it became coagulated, which 
it did not appear to have been before the operation.” * * * Every thing 
went off well till the fifteenth day, when the upper ligature separated, and the blood 
gushed ina full stream from the open extremity of the vessel. The bleeding was 
stopped by pressure. The stream of blood which flowed upon any remission or 
wrong application of the pressure was so large that we did not dare to remove the 
patient even from the bed on which he lay. Mr. Ramspen undertook, in this situa- 
tion, to prevent the further escape of blood from the vessel, whilst I proceeded to tie 
the artery above Pouparr’s ligament. Accordingly, I first made an incision, about 
three inches in length, through the Integuments of the abdomen, in the direction of 
the artery, and thus laid bare the aponeurosis of the external oblique muscle, which 
I next divided from its connexion with Poupart’s ligament, in the direction of the 
external wound, for the extent of about two inches. The margin of the internal 
obliqne and dransversalis muscles being thus exposed, I introduced my finger beneath 
them for the protection of the per’tonewm,and then divided them. Next with my hand 
I pushed the peritoneum and its contents upwards and inwards, and took hold of the 
external iliac artery with my finger and thumb, so that | was enabled tocommand the 
flow of blood from the wound. It now only remained that I should pass a ligature 
round the artery and tie it; but this required caution, on account of the contiguity of 
the vein to the artery. J could not see the vessels, but I madea separation between 
them with my fingers. Having, however, only a‘common needle with which to 
pass the ligature, I several times withdrew the point from apprehension of wounding 
the vein. ‘ After having tied the artery about an inch and a half above Poupart’s 
ligament, I divided that part,and thus laid bare the new and former wound into one. 
* * * No adhesion took place between the divided parts; the edges of the wound 
were open and sloughy. * * * Still no greater mischief appeared till the fifth 
day after the operation, when a hemorrhage of arterial blood took place in such 
quantity that there was no doubt but that it arose from the principal artery, though 
the ligature with which it was tied still remained firm.’? No further attempt at 
tying the vessel higher up was made, but compresses were fixed with a bandage, 
and continued for three days, but there was still occasional, though not profuse 
bleeding. ‘In the course of the eighth day after the last operation he died.” On 
examination, it was found, that ‘for nearly two inches above the part which was 
tied, the lymphatic glands covering the artery were considerably enlarged. 'The ex- 
ternal surface of one of them next the wound had ulcerated, and the ulceration pene- 
trated through the gland, and communicated with the artery. * * * ‘The ulce- 
rated opening from the artery, through the diseased gland, admitted the passage of a 
moderate-sized bougie.” (pp. 254-66.) Apbernetuy remarks:—In this case I thought 
1 disturbed the peritoneum too much, and tied the artery higher than was necessary.” 
(p. 269.) This accordingly he avoided in his second operation on the 24th of Octo- 
ber, 1801, and having divided the edges of the internal oblique and transversal mus- 
cles, I now introduced,” says he, ‘* my finger beneath the bag of the peritoneum, 
and carried it upwards by the side of the psoas muscle, so as to touch the artery 
about two inches above Poupart’s ligament. I took care to disturb the peritoneum 
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as little as possible, detaching it to no greater extent than would serve to admit my 
two fingers to touch the vessel.” (p. 99.) The artery was then tied with two liga- 
tures and divided between. He went on tolerably till the fifth day when “the 
wound and contiguous parts looked remarkably well, but a bloody sanies was dis- 
charged which I felt unable to account for. On the sixth day the state of his health 
and limb continued as well, if not improving. The bloody discharge, however, had 
increased in quantity, insomuch that it ran through the coverings of the wound and 
soiled the bed; it had also become fetid. * * * I could not believe that a healthy 
wound would secrete such a sanies, and I felt apprehensive lest the wound should 
spread from disease. Nothing, however, took place to confirm thisidea. It seemed 
probable, also, that if the aneurysmal sac were not entire, some of the blood being 
exposed to the air, might tinge the discharge from the wound and grow putrid. [| 
frequently pressed on the tumour, but could press no blood from the wound.” On 
the ninth day he ‘** appeared like a man advanced in typhus fever. * * * On ex- 
amining the wound, with a view to discover the cause of this great and sudden al- 
teration, and pressing on the tumour beneath Poupart’s ligament, I forced out a great 
quantity of blood rendered fluid and highly feetid by putrefaction.”” He continued 
slowly sinking, and died ‘‘ on the twenty-third day after the operation. A few days. 
before his death both ligatures came away with the dressings.” On examination, it 
was found that ‘* the peritoneum was separated from the loins, and from the poste- 
rior half of the left side of the diaphragm, by a considerable collection of blood which 
extended below, to Pouparr’s ligament, and communicated under that ligament 
with the aneurysmal sac. "This opening was situated in the direction of that crevice 
which is found between the internal iliac and psoas muscle. The only rational expla- 
nation that can be given of the formation of this collection is, that the blood had 
burst its way from the aneurysmal sac in the vacancy between the muscles just 
mentioned, after which it would readily and extensively separate the peritoneum in 
the manner described. * * * The extremities of the external iliac artery, which 
had been divided in the operation, were united together by a fine newly-formed sub- 
stance; the sides of each extremity were perfectly closed, and a small plug of coagu- 
lated blood was found in each. * * * It seems evident that, in the present instance, 
the operation was too long delayed. It would be desirable in future to perform 
the operation before an extensive diffusion of blood had taken place; indeed, could 
the adequateness of the collateral arteries for the supply of the limb be established, 
it would be proper to operate before the artery had burst.”’ (pp. 101-104.) Apmr- 
NETHY’s third case operated on the 11th of October, 1806, on which the ligatures 
came away,—the lower on the fifth, and the upper on the fourteenth day,—succeed- 
ed,as did also his fourth on the 25th of February, 1809, in which the ligatures came 
away on the tenth day. AsreRNeTHY’s case, was not, however, the first successful 
one as on the 4th of October, 1806, Freer (a) tied the external iliac artery with a 
single ligature, which came away on the sixteenth day, justanticipated ABzRNETHY’s 
by five days. Within the year, Tomiinson of Birmingham also successfully tied 
the same vessel with a single ligature, which separated on the twenty-sixth day. 
Astiey Cooprr’s first case, also successful, is most important of all, though not 
performed till the 22d of June, 1808, as he had the opportunity on the patient’s death, 
18 years after, of examining the condition of the tied vessel and of the anastomosing 
arteries. 

Both external iliac arteries have been taken up in the same subject at the inter- 
val of a week, in one instance by Tarr (), and in the other by Arenpr (c), and did © 
well. | ‘ 


1478. Tying the external iliac artery is not merely indicated in 
aneurysms above the arteria profunda femoris, but also in those below. 
the origin of that artery, which extend so close to Pouparr’s ligament, 
that there is no space for the operation between it and the aneurysm ; 
which practice is certainly preferable to opening the sac, with compres- 


(a) Above cited, p. 80. (c) Verreau, Nouv. Elemens de Médecine 
(b) Samuex Coorzr’s Surgical Dictionary, Opeératoire, vol. i, p. 175. 
p. 157. 
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sion of the femoral artery on the horizontal branch of the share-bone, in 
order to avoid the arteria profunda. 

1479. The external iliac artery, is to be tied in the following manner. 
The patient being placed on a couch with his buttocks somewhat raised, 
the operator stands on the side on which the operation is to be performed, 
and makes a cut through the skin and cellular tissue, commencing half 
an inch to the inside of the upper front spine of the hip-bone, and termi- 
nating at the middle of Poupart’s ligament. The cut should be con- 
tinued in the same direction, through the aponeurosis of the external ob- 
lique muscle, the muscular fibres of the internal oblique muscle, and with 
the greatest care through the thin aponeurosis of the transverse muscle, 
so as not to wound the peritoneum. The exposed peritoneum is to be - 
separated with the finger at the lower angle of the wound, from its 
yielding connexion with the m. iliacus internus ; and pressing it in- 
wards, the external iliac artery is felt, accompanied on the inside by 
the vein, and on the outside by the crural nerve. It is then to be iso- 
lated with the finger or with the handle of the knife, and the ligature 
carried round it with Descuamps’ needle; this last proceeding can, at 
least in the dead body, be facilitated by bending the thigh at the hip- 
joint. 

The decisions as to the direction and size of the cut in this operation are very 
various. ‘They may be arranged in three classes. 

1. With a nearly straight cut. 

ABERNETHY madea cut four inches long, commencing an inch and a half from the 
upper front spine of the hip-bone, nearer the white line, and carried it down in the 
direction of the external iliac artery to half an inch above Poupartr’s ligament. He 
divided first the skin, then the aponewrosis of the external oblique abdominal muscle, 
and carried his finger under the lower edge of the internal oblique and transverse 
muscles in order to protect the pertionzum whilst he divided those muscles with 
: common or button-ended bistoury. The peritoneum was pressed back with the 

nger. 

Tocceling to Cuaries Bexz, the cut should be commenced at the outer pillar of 
the abdominal ring, carried ontwards and upwards, and terminated half an inch 
above the upper front spine of the hip-bone, and two fingers’ breadth to its inner 
side. The aponeurosis of the external oblique muscle is then to be divided from the 
ring upwards, upon a director, the lower edge of the internal oblique muscle raised, 
the spermatic cord drawn inwards and upwards, with a blunt hook, the cellular tis- 
sue put aside, and the artery isolated. But if there be not sufficient space to 
apply the ligature, the internal oblique muscle must be divided upwards and out- 
wards. 

Scarpa begins the cut half an inch under the upper front spine of the hip- 
bone, and an inch and a half from it nearer the white line, and carried down near 


to the crural arch. Division of the three abdominal muscles and separation of the 
perttonzum. 


(2) With a semdlunar cut. 

Astiey Cooper makes a semielliptical cut, beginning near the spine of the hip- 
bone and terminating a little above the inner edge of the outer abdominal ring. 
The aponeurosis of the external oblique is divided in the same direction. This 
flap being now a little raised, the course of the spermatic cord is seen, and if 
followed by the finger under the edge of the internal oblique muscle, the open- 
ing vie fascia transversalis (inner ring) is entered, and the finger touches the ar- 

ty (4). 

The practice of Lisrrane and ANDERSON agrees with this, but the latter makes 
the cut less curved and a little shorter, (not quite three inches,) separates the skin 
upwards and downwards, and dividing the aponeurosis of the external oblique mus- 
cle, terminates the cut a little before the external abdominal ring. The aponeurosis 
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is then to be separated from the internal oblique muscle, with the handle of the knife: 
the spermatic cord now exposed, is to be raised, and its sheath lifted up and cut 
through with the knife or scissors. Through this aperture the little finger of the 
right hand is to be carried to the internal ring, and the artery being reached, is then 
to be separated from the iliac fascia and vein by the introduction of a silver aneurys- 
mal needle, and tied. 

_ Rusr considers that the cut should be made in the same way, only three and a half 
inches long, through the three abdominal muscles and the epigastric artery, which 
must at once be tied. 

(3) With an oblique incision. 

Lacenseck, Denrecu, and others, determine that the cut should be commenced 
two fingers’ breadth from the upper front spine of the hip-bone, and continued across 
towards the m. rectus a finger’s breadth from Poupart’s ligament, so that the cut 
should be four fingers broad. The division of the three abdominal muscles and 
80 on. 

Wrieut, Post, (a), in a case of an aneurysm extending high up, made a cut four 
inches long, from the upper end of the swelling, toa point, between the navel and 
the upper front spine of the hip-bone. The perztonewm much thickened by the pres- 
sure of the swelling needed cutting. Busausxy also makes the incision in the 
same direction. 

_ Compare Dierricn (6) on the preference and objections to these different opera- 
tions. 

{(4) Upon Cooper’s mode of tying the external iliac Gururie observes :—It of- 
fers the advantage of greater space, which enables the surgeon to see better what 
he is doing; but it does not so readily admit of the artery being tied high up, with- 
out an additional incision being made in a direction different from the first, which is 
after all a matter of no consequence, if it were found necessary to do it.’ (p. 
375). Healso mentions that he “thas seen the epigastric artery divided in this 
operation. * * * If the surgeon has unluckily divided it, either in this orin any other 
operation, all that he has to do is to enlarge the incision and tie both the divided ends; 
and I have no hesitation in saying it will not be of any consequence, either in this 
operation or in one for hernia. If a man has been so unfortunate as to have a 
wound in his perztonzum of a quarter or of half an inch in extent, two ligatures on 
the epigastric artery, and a slight increase on the extent of the external incisions, 
add little or nothing to the danger, which only takes place in reality when the wound 
is closed up, and the artery is allowed to bleed internally.’”’ (p. 376.) DupuyTREN 
did not, however, find this to be exactly the case when he divided the epigastric ar- 
tery in 1821; the bleeding was very copious, and though he stopped it by putting 
on two ligatures, the patient died in a few days of peritonitis (c).] 


1480. If there be room beneath Povrart’s ligament to apply a ligature 
around the femoral artery, a cut isto be made midway between the iliac 
spine and pubic symphysis, beginning at the edge of Pourart’s ligament 
and continued somewhat obliquely from above downwards. The skin 
and underlaying fat are to be divided, the glands separated, and the su- 
perficial layer of the fascia lata divided, where the artery is found in the 
canal formed by the two layers of that fascia, having the vein on the in- 
ner, and the nerves on the oater side. 

The femoral artery commonly gives off the arteria profunda an inch and a half, 
or two inches below Pouparr’s ligament; but it frequently arises before the femo- 
ral artery has passed under Pouparr’s ligament. For this reason the direction to 
begin the cut an inch below Pouparr’s ligament is improper, because here, mani- 
festly, although the cut may be several inches long, yet the space is too confined for 
isolating the artery. 

Texror and Ropert Frorirp make a cut two and a half inches long, half an inch 
below Povuparr’s ligament, and parallel to its lower edge, so that it corresponds 
to the middle of the femoral ring. In the same direction the cellular tissue and 


(a) American Med. and Phil. Register, (b) Above cited, p. 284. 
vol. iv. p. 443, (c) AvERiLL’s Operative Surgery, p. 73. 
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fascia are to be divided upon a director, in doing which the director is only to be 
introduced a short distance, and the division to extend three lines from the two edges 
of the wound. 


1481. The vessels by which the circulation is kept up, after tying the 
external iliac artery, are the anastomoses, between the gluteal, ischiatic, 
internal pudic, and obturator, with the circumflex arteries, which arise 
from the deep artery, from the external pudic, epigastric, and circumflex 


iliac arteries. If the obturator arise from the epigastric, a large quantity 
of blood passes through its anastomosis with the internal pudic and is- 
chiatic, and the branches of the circumflex artery of the thigh. The epigas- 
tric and circumflex iliac artery also convey blood by their anastomoses 
with the internal mammary, with the intercostal, lumbar, and sacral ar- 
teries. If, therefore, the aneurysm be below the epigastric artery, there 
may be, after the obliteration of the external iliac artery, a flow of blood 
above the seat of aneurysm into the artery, but no enlargement of the 
aneurysm from it is to be feared (1). 


There are a considerable number of cases in which the external iliac artery has 
been tied. Fifteen out of twenty-two have been (according to Hopeson) cured; a 
very good proportion, if it be remembered that many of the patients had beenalready 
much weakened by previous bleeding from the sac (a). 

{Morr (0) tied the external iliac artery fourteen days after tying the femoral of 
the other limb; in both on account of aneurysm. ‘The case did well. 

The following are the principal points in the dissections of three of the cases in 
which Asriey Cooper tied the external iliac artery. 

In the case (¢), which died ten weeks and six days after the operation, ‘‘ it was 
found that the femoral, tibial, and fibular arteries were still open, and that the blood 
was conveyed into the femoral artery by the following anastomoses. ‘The internal 
pudendal artery formed several large branches upon the side of the bulb of the penis, 
and these branches freely communicating with the external pudendal artery had de- 
termined the blood into that artery, and by this channel into the femoral; the lateral 
sacral artery also sent a branch on the zacus internus muscle, into the femoral ar- 
tery, and the ilio-lumbar artery freely communicated with the cércumflexa ilii ; so 
that, by these three routes, the blood found direct ingress to the femoral artery. Nu- 
merous branches of arteries also passed from the lateral sacral to the obturator and 
epigastric arteries, the obturator in this case having its origin from the epigastric. 
Besides these arteries, a free communication existed between the arteria profunda 
and circumflex arteries, with the branches of the internal iliac; first, the gluteal ar- 
tery sent a branch under the g/utzus medius muscle to the external circumflex artery; 
secondly, the ischiatic artery gave two sets of branches of communication, one upon 
the glutzus maximus muscle to the arteria profunda, and another upon the sciatic 
nerve to the internal circumflex artery; the internal pudendal artery also sent a 
branch of communication to the internal circumflex; lastly, the obturator freely com- 
municated with the internal circumflex.” (pp. 428, 29.) 

In Cooprr’s second case (d), ‘examined, at three years after tying the external 
iliac artery,” the external iliac and the femoral arteries were obliterated, excepting 
about an inch of the femoral artery, just below Pouparr’s ligament, which still re- 
tained open, and continued to convey a portion of the blood; but, below this part, 
it had become simply a ligamentous cord. The internal iliac artery sent first'a very 
large artery of communication to the epigastric and obturator artery, so that the epigas- 
tric was supplied with blood from the internal iliac; secondly, the internal iliac sent an 
artery of communication upon the sciatic nerve, to the internal circumflex artery. The 
gluteal artery gave a large branch to the origin of the profunda; lastly, the internal pu- 
dendal artery largely anastomosed with the obturator; the obturator, therefore, sprang 
in this case from two new sources, viz. from the internal iliac, and from the internal 


(d) Hopeson, above cited, p. 416. (e) Med.-Chir. Trans., vol. iv. 1813. 
(b) American Journal of Medical Sciences, (d) Ibid. 
vol. 1. p. 483. 
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pudendal artery, and the obturator thus formed sent two branches of communication 
to the internal circumflex artery. The arteria profunda was in this case supplied 
from two sources directly from the gluteal, and more indirectly from the internal 
circumflex, by the obturator and ischiatic arteries. The external iliac artery was 
obliterated to the origin of the internal iliac, as other arteries usually are when liga- 
tures are made upon them to the first large anastomosing vessel. The principal 
agents then of the new circulation are the gluteal artery with the external circumflex, 
the obturator artery with the internal circumflex, and the ischiatic with the arterza 
profunda, and the obturator artery is supplied with blood principally by the internal 
pudendal when the obturator arises from the epigastric artery.” (p. 429-31.) Both 
preparations are in St. Thomas’s Museum. ‘ 

In Cooper’s third case (a), eighteen years after the operation, “the external iliac 
artery was pervious to the extent of rather more than an inch from the bifurcation of 
the common iliac, but had become somewhat diminished in size, and altered in shape. 
No branches were given off from this portion of the vessel, which, when filled with 
injection, presented a conical form, tapering downward to a mere point, and termi- 
nating in a rounded cord which constituted the remaining part, or the obliterated 
portion of the artery, and was continued down to the spot where the operation had 
been performed. The ligature had probably been applied just above the origin of 
the circumflex and epigastric branches, although no evidence remained to indicate 
the precise spot. Just above Poupartr’s ligament the iliac artery became suddenly 
restored, (apparently by the influx of blood from the branches mentioned above,) 
and assumed about half its natural size. The obliterated vessel presented the ap- 
pearance of a continuous unbroken cord, from the cessation of the iliac above to its 
restoration below. * * * The vessel having regained about half its natural size, 
passed into the thigh and was continued without receiving any accession from col- 
lateral vessels, until it reached the origin of the profwnda; from which branch the 
trunk appeared to derive a large quantity of blood, sufficient to restore it to the 
ordinary extent of calibre which the femoral possesses in a stout muscular limb; the 
remaining portion of the femoral artery below the profunda presented nothing un- 
usual in its appearance, and bore no indication of having received any farther influx 
of blood through collateral branches. Just above the origin of the profwnda, the 
femoral artery had become distorted, and irregular in shape, and was rendered some- 
what obscure by its connexion with what appeared to be the remains of the aneurismal 
sac adhering to the anterior surface of the vessel and gluing it to the adjacent mus- 
eles and fascca, There can be but little doubt that the original opening of commu- 
nication between the sac and the femoral trunk had existed at this spot, viz. just 
above the profunda branch; but it would seem equally apparent that, as the aneurismal 
tumour became obliterated in the progress of the cure after the operation, the opening 
into the vessel also became closed, while the integrity of the arterial trunk, above 
and below the sac, was maintained continuous and entire. ‘The collateral circulation 
had, in this instance been established by the junction of the ilio-luambar, obturator, 
gluteal and ischiatie, branches from the internal iliac, with the circumflex and epi- 
gastric of the external iliac and the profunda of the femoral. They consisted of 
three sets of communicating vessels which descended respectively over the fore part, 
the internal side, and the posterior surface of the hip-joint, and may be described as 
forming a circular plexus around the articulation, ramifying among the muscles of 
that region. * * * The ilio-lumbar, gluteal, and ischiatie arteries are enormously 
dilated. The internal pudic is also of large size, but it does not appear to furnish 
any direct communication with the femoral,” (p. 48-50.) This preparation is in 
the Museum of Guy’s Hospital. ] 


1482. If the aneurysm be situated in the lower third of the thigh, or 
at the knee-joint, it is best to tie the femoral artery in the following man- 
ner. The pulse of the artery should be followed from the groin down- 
wards, and where it is only indistinctly felt is to be the end of a cut, 
which begins about two and a half inches below Povpart’s ligament, 
and descends on the inner edge of the m. sartorius, in the triangular 
space formed by the m. adductor secundus and vastus internus. The skin 


(a) Guy’s Hospital Reports, vol. i. 1836. 
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and fuscia lata being divided, and the edge of the m. sartorius drawn 
somewhat outwards, the artery is found enclosed in its cellular sheath, 
with the femoral vein under it, and the branches of the crural nerve on 
its outer side. When the artery is properly isolated, the ligature is to 
be carried round it with the aneurysmal needle (a). 

Joun Hunter tied the femoral artery in the lower half of the thigh; dividing the 
skin and fascia Jata on the inside of the m. sartorius to the extent of three inches, he 
laid bare the edge of this muscle, isolated the artery lying beneath, and tied it near 
the place where it passes through the tendon of the m. adductor (b). If the artery 
be tied in the upper half of the thigh, he thinks it best done at the inner edge of the 
m. sertorius ; and if in the lower half, at the outer edge (c), which, after having been 
laid bare by a cut three inches long, is to be drawn somewhat inwards, where the 
artery is covered with a slip of aponeurosis, passing from the m. adductor to the m. 
vasius internus; this must be cut through, and the artery isolated in the way already 
mentioned. 

1483. If an aneurysm be in the ham or on the upper part of the arte- 
ries of the leg, there may be sufficient space for tying the artery in the 
ham; but on account of the depth of the vessel, of the difficulty of its 
isolation, its nearness to the joint, and so on, this operation is to be con- 
sidered as by far more dangerous and less safe than that of tying the 
femoral artery. In aneurysms, tying the femoral artery is to be uncon- 
ditionally preferred, and only in cases of wound of the popliteal artery 
is its tying indicated, in which sufficient enlargement of the wound is 
usually necessary. As for the rest, the popliteal artery has been tied in 
three different parts, at the middle, upper, and lower part of the ham. 

1484. If the artery is to be laid bare in the middle of the ham, the 
patient having been placed on his belly, and the thigh perfectly extended, 
a cut, three inches long, is to be made a little to the inner side of the 
mesial line of the ham, through the skin and aponeurosis, taking care to 
avoid the vena saphena; the edges of the wound being then separated, 
the surgeon penetrates deeper with careful cuts, and with the handle of 
the knife through the cellular tissue, often much loaded with fat, down 
to the popliteal nerve, vein, or artery itself. The nerve lies on the outer 
side, and between it and the artery is the vein, which covers the outside 
of the artery. The nerve should be drawn aside, and the artery sepa- 
rated with the greatest care from the vein, so as to wound neither the 
articular veins nor arteries. When the needle is to-be carried round 
the artery, the leg must be somewhat bent. 

If the artery be tied in the upper part of the ham, a cut is to be made 
somewhat on the inside of the base of the triangular space formed on the 
inside by the m. semi-tendinosus and semi-membranosus, and on the out- 
side by the m. biceps femoris, to the top of this triangle, the skin and 
aponeurosis are divided, and the rest of the operation performed as in the 
former case. 

__ In tying the popliteal artery at the lower part of the ham, the cut is to 

be made somewhat on the inside of the mesial line, and some lines be- 
low the knee-joint, from three to four inches long, above the hind part 
of the leg, through the skin, cellular tissue, and aponeurosis ; the inter- 


(a) Scarpa, Translation, p. 278. 
(6) Transactions of a Society for the Im. (c) Cartior, above cited, p. 72.—WEcE- 
provement of Medical and Surgical Know. nausen, in Rust’s Magazin fir die gesammte 
ledge, vol. i. p. 148. Heilkunde, vol. ii. p. 408. 
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space between the two heads of the m. gastrocnemius then appearing, 
these are to be separated, and the trunk of the vessel and the sural 
branches come into view with the veins and posterior cutaneous nerves 
of the leg. These parts are to be drawn aside by an assistant, and the 
cellular tissue being divided with the handle of the knife, the popliteal 
artery is found on the inner side, the vein in the middle, and the nerve 
on the outside. If the cut be somewhat lengthened in this proceeding, 
the posterior tibial artery may be tied at its upper part (a). 


Joserr (0) ties the artery in the internal epicondyloid pit, viz., in the triangular 
depression bounded within by the m. sartorius, gracilis, semi-tendinosus and semi- 
membranosus. The knee is to be half bent, and a cut made on the outer edge of 
these muscles, two inches long, through the skin to the fatty tissue. The skin is 
to be then drawn outwards, and a second cut across the former made, but without 
wounding the skin, by which the tendinous expansion of the m. adductor magnus is 
divided. The forefinger is to be passed beneath the tendinous expansion, and a 
button-ended bistoury introduced upon it, to cut through the superficial layer of the 
aponeurosis which covers the artery. The pulsation of the artery is then felt, and in 
some thin persons may even be seen. The fatty tissue is to be penetrated with a 
director, which is carried with the greatest care between the artery and vein. 


1485. If the aneurysm be situated at the commencement of the tibial 
artery, the femoral must be tied in the way mentioned (1). But if it be 
lower on the tibial artery, the inflow of blood, after tying the femoral 
artery, is sufficient, in large aneurysms of the foot, to keep up the dis- 
ease, and it is therefore necessary to tie the affected artery in the neigh- 
bourhood of the aneurysmal sac (2). 


{(1) The following case of aneurysm of the posterior tibial artery is a good 
example of the practice recommended :— 

Case.—M. H., aged 38 years, was admitted, 

Sept. 13, 1832, with a pulsating tumour at the back of thé upper part of the right 
leg. He had fallen down stairs a twelvemonth since upon a brush, and at the same 
time twisted his leg, which laid him up with great pain and swelling for ten days, 
but after that time he seemed to get well, excepting that he had a little continual 
pain and always a throbbing behind and below the head of the fibula. Six months 
since, after having walked a considerable distance, his leg began to swell and be so 
painful as to compel him to keep at rest. There is now distinct pulsation below 
the head of the fibula and at an opposite point on the inside of the leg beneath the 
gastrocnemial muscles. The posterior tibial artery does not pulsate at the ankle; 
and the anterior tibial beats but feebly. The girth of the affected leg at this part is 
nearly sixteen inches, whilst in the other it is only thirteen and a half inches. The 
temperature of the limb is diminished; and he has numbness and pricking of the 
whole limb below the tumour, more particularly affecting the foot. Pressure of the 
femoral artery at the groin, or on the sides of the swelling, diminishes it half an 
inch, but it fills immediately, when the pressure is withdrawn. 

Sept. 21. My colleague Green tied the femoral artery at the usual place in the 
middle of the thigh. T'he pulsation ceased when the ligature was tightened. 

Oct. 2. Has been going on well; the limb about an inch smaller, but more yield- 
ing: the pricking and numbness of the foot have ceased. 

Oct. 30. The ligature came away. After which the wound soon healed; but at 
two months’ end the size of the limb had only diminished an inch, 

Astiry Cooper mentions a case of “anterior tibial aneurism a little below the 
head of the fibula, for which the femoral artery was tied; the pulsation ceased in the 
aneurism, and the swelling for a time subsided. ‘T'he case did not ultimately recover, 
for a slough of the aneurismal sae took place.” (p. 63.) 


(a) Brerxowsky, Anatomisch-chirurgische Dietric#,above cited, p.334.—Manzo, above 
Abbildungen, pl. viii. figs. 1, 2.; pl. x. fig. 3. cited, pl. xi. of » 
A, B.—Frorep, R., above cited, pl. xiii— f ©) Nouvelle Bibliothéque Médicale, 1827, 
eb. 
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(2) The younger Cuie had a case of aneurysm of the anterior tibial artery “on 
the upper part of the foot, and he tied the anterior tibial artery at the lower part of 
the leg, but the pulsation in the aneurism continued when the boy left the hospital.” 
“Tt will therefore be right,” says Asttey Cooper, “to tie the artery by opening the 
sac, So as to secure it above and below the aperture, if the aneurism be seated low 
down in the limb, as the anastomosis with the plantar arteries is exceedingly free.” 
(p- 83.)] 

1486. In laying bare the anterior tibial artery somewhat above the mid- 
ale of the leg, the space between the anterior tibial muscle and the long 
extensor of the great toe, is to be chosen and the great toe moved whilst 
the finger is carried outwards from the crest of the shin-bone. The skin 
and aponeurosis of the leg are to be divided for two and a half inches in 
the direction of this space; then with the finger, or with the handle of 
the knife, these muscles are separated, and at the depth of an inch the 
anterior tibial artery is found, with its accompanying single vein and 
nerve. 

In the neighbourhood of the instep the artery is quite superficial, covered 
by the skin and aponeurosis of the leg, between the tendons of the m. 
tibialis anticus and extensor pollicis longus. If the dorsal artery of the 
foot is to be laid bare, a cut is made in the direction of the second toe, 
on the back of the foot, through the skin and aponeurosis, and the artery 
is found between the tendons of the m. extensor pollicis and the first ten- 
don of the m. exiensor brevis digitorum. : 

1487. The exposure of the posterior tibial artery in the middle or in the 
upper third of the leg is very difficult, on account of its depth and of the 
expansion of the aponeurosis being tightened by the contraction of the 
muscles of the calf. A cutis made along the inner edge of the shin- 
bone, for three or four inches through the skin, and the attachment of 
the m. soleus divided throughout the whole of this extent. The muscle 
must then be turned a little aside, and the aponeurotie expansion, sepa- 
rating the muscles of the calf into a superficial and deep layer, divided, 
under which the artery is found, between two veins, and accompanied 
with the tibial nerve on its fibular side (1). : .4 its lower part the poste- 
rior tibial artery lies very superficial, and may easily be exposed by a 
cut, two inches long, between the inner ankle and the Acuites’ tendon. 
It es closer to the heel than the tendons of m. dbialis posticus, and flexor 
digitorum pedis, and is surrounded with fat and cellular tissue. 


[(1) It will not be out of place here to give a caution as to the treatment of a 
wound of the posterior tibial artery, by any instrument or other body penetrating 
from the outside of the leg. I well recollect the case of a man, who whilst mowing 
in company with others, received the point of the scythe of the labourer next behind 
him, in the outside of the upper part of his leg. The scythe passed inwards, and 
wounded the posterior tibial artery, without piercing the skin on the inside of the 
leg. The wound was freely enlarged, and great pains taken to get at the vessel, 
but its depth was so great, that after many efforts, the attempt was given up. A 
cut was then made on the inside of the leg, as above directed, and the vessel reached 
and tied with great ease. In a similar case, the like practice should be adopted. 
The only difficulty in the operation consists in forgetting that the artery and deep 
layer of muscles are overspread with a tight fascia, which may possibly be mistaken 
for the interosseous ligament. The artery cannot be reached till this be opened very 
freely, as it is very unyielding.—z. F. s.] bd 


1488. If the peroneal artery be tied in the minddle of the leg, a cut is 
to be made from any one part of the outer side of the AcuiLLEs’ tendon, 
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and carried obliquely upwards and outwards to the hinder outer surface 
of the splint-bone. The external saphenous vein is to be avoided, the 
aponeurosts divided, and the forefinger, passed before the AcHILLEs’ 
tendon, is carried upon it before the muscles of the calf, so as to sepa- 
rate them from the deep layer. The fascia covering the deep muscles 
is to be cut through, and the inner edge of the m. flexor pollicis raised up- 
wards and outwards. ‘The artery is found sometimes between the fibres 
of this muscle, and sometimes between it, the splint-bone, and the inter- 
osseous membrane. If the artery be looked for deeper than the middle 
of the leg, as Cuartes Bexr proposes, its hinder branch only is found. 

1489, What has been already said about aneurysms on the front and 
back of the hand, applies also to those on the sole, and on the back of 
the foot. If here it be not permissible, on account of the position of the 
aneurysm, to open the sac, and tie the artery above and below, the flow 
of blood must be prevented by tying the affected artery still higher, and, 
after opening the sac, it must be completely prevented by pressure. This 
treatment must also be followed in wounds of arteries on the back of the 
foot and in the sole (a). 

1490. When the femoral artery is obliterated at the origin of the ar- 
teria profunda, the blood passes from the branches of the internal iliac 
arteries into the circumflex arteries of the thigh, and by the descending 
branches of the a. profwnda into the articular arteries, whence it passes 
into the trunk of the femoral. If the obliteration occur in the lower third, 
the circulation is kept up, not merely by the anastomosis between the 
a. profunda and the arteries of the knee, but also by many anastomotic 
or muscular branches. If a part of the popliteal artery, or even the 
origin of the upper or lower arteries of the knee be obliterated, the blood 
passes by the anastomosis of the a. profunda into the upper, thence into 
the lower arteries of the knee and from them into the recurrent branches 
of the tibial arteries. 

[The following is Asttey Cooprr’s account (2) of the dissection of almost seven 
years after the femoral artery had been tied for popliteal aneurysm. ‘* The femoral 
artery which is necessarily obliterated by the ligature, was here converted into a cord, 
from the origin of the arteria profunda down to the ham. The whole of the popli- 
teal artery was also changed into a similar substance; and thus the natural channel 
of the blood from the groin to the lower part of the knee was entirely destroyed. 
The muscles therefore which usually receive blood vessels from the femoral artery, 
as the sartorius, rectus and vasti, had no branches but from the arteria profunda and 
circumflex arteries; and the articular arteries from the popliteal, although they were 
still capable of receiving blood, derived it, not from the popliteal artery, but from 
the communicating vessels of the profunda. The arteria profwnda formed the new 
channel for the blood; considerably enlarged in its diameter, although still not equal 
in size to the femoral artery at the groin, it took its usual course to the back of the 
thigh on the inner side of the thigh-bone, and sent branches of a larger size than 
usual to the flexor muscles of the leg, and just midway on the back of the thigh it 
began to send off those arteries which became the support of the new circulation. 
~ The first artery sent off passed down close to the back of the thigh-bone, and entered 
the two superior articular branches of the popliteal artery, which vessels supply the 
upper part of the knee-joint. The second new large vessel arising from the pro- 
funda at the same part with the former, passed down by the inner side of the biceps 
muscle, to an artery of the popliteal, which was distributed to the gastrocnemius: 
muscle. Whilst a third artery dividing into several branches, passed down with 


(a) Scarpa, p. 225.—Roux, Nouveaux Elémens de Médecine Opératoire, vol. i. pt. ii. p. 698. 
(b) Medico-Chir. Trans., vol. ii. 1811. 
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the sciatic nerve behind the knee-joint, and some of its branches united themselves 
with the inferior articular arteries of the popliteal, with some recurrent branches of 
those arteries, which arteries passing to the gastrocnemiz, and lastly with the origin 
of the anterior and posterior tibial arteries; and these new large communicating 
branches were readily distinguished from others by their tortuous course. It ap- 
pears then that it is those branches of the profwnda which accompany the sciatic 
nerve, that are the principal supporters of the new circulation. They were five in 
number, besides the two deep-seated arteries which do not accompany the nerve. 
The external circumflex was considerably larger than usual for the supply of branches 
to the muscles on the fore part of the thigh, but it had no branches for the new cir- 
culation. The obturator artery did not appear larger than usual, and although much 
pains were taken to trace any enlarged communicating branches between the ischi- 
atic arteries and profunda, yet no vessels capable of receiving so large an injection 
could be found.” (pp. 254-56.) ] 


VI.—OF ANEURYSMAL VARIX AND VARICOSE ANEURYSM. 


Hunter, Wn., M.D., Medical Observations and Inquiries, vol. i. p. 340, vol. ii. 
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1491. Ifa vein and an artery connected with it be so injured, that by 
the subsequent adhesion of the edges of the wounded vessels, an im- 
mediate communication between the two vessels is produced, it is 
called an Aneurysmal Varix (Varix aneurysmaticus, Aneurysma per trans- 
fusionem. A. arterioso-venosum.) It occurs most frequently at the el- 
bow-joint, as consequence of blood-letting ; it is, however, also observed 
in other parts (1). ; . 

(1) On the upper arm, by Riecueranp, Croquet, Jazcer; on the radial artery, and 
cephalic vein, by Scnorrin; on the subclavian, by Larrey; on the carotid by Lar- 
rey and Marc; on the temporal by Busue and myself; on the femoral artery, by 
S1ezotp, Barnes, Dupuyrren Brescuer; on the popliteal, by Lassus, Sasarier 


Ricneranp, Boyer, Larrey, Hopeson; on the external iliac, by Larrey; and on 
the division of the aorta and vena cava, by Syme. 

. [My friend Macxmurpo has very recently had a case of aneurysmal varix be- 
tween the internal jugular vein and carotid artery close to the skull. Its existence 
was not known prior to death. The man had had scrofulous enlargement of the glands 
of the neck near the angle of the jaw, which suppurated; a sinous ulcer formed, from 
which arterial hemorrhage occurred twice, and Macxmurpo thought it advisable to 
tie the common carotid artery which arrested the bleeding; but the patient sunk af- 
ter seven days, and on examination, besides large destruction of the bifurcation of 
the carotid artery and of the internal jugular vein, the aneurysmal variz, already 


mentioned, was found.—zs. F. s.] 

1492. Aneurysmal varie is characterized by a circumscribed swelling 
"of blue colour, and small extent, which is formed by expansion of the 
vein, and in which a peculiar tremulous motion, and whizzing noise are 
observed, produced by the overflowing of the blood from the artery into 
the vein. The swelling is generally, at least at the bend of the arm, not 
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larger than a nutmeg, (on the femoral and subclavian, it has been seen 
as large as an egg, and even as big as the fist,) accompanied with vari- 
cose swelling of the neighbouring veins; it subsides entirely by pressure, 
shows less pulsation if the part on which it is situated be raised; but is 
greater if the part hang down, or if pressure be made upon the vein be- 
low this swelling. Ifthe artery be compressed above the swelling, the 
pulsation at once ceases, but returns directly the pressure is withdrawn. 
The trunk of the artery above the swelling pulsates more strongly than 
on the opposite side, and is much distended; below the swelling, the pul- 
sation is weaker, but after long continuance the diameter of the artery 
also is increased, and the artery often becomes tortuous. The size of 
the swelling depends on the size of the opening of communication be- 
tween the artery and vein, though the swelling usually diminishes some- 
what; if the neighbouring veins be enlarged, it then increases no more, 
and no longer causes any particular inconvenience. In other cases, 
however, itis accompanied with a diminution of the pulse in the lower 
part of the artery, with a diminution of temperature, sensation, and mo- 
tion of the parts below the aneurysmal varix, which fall into a state of 
complete torpor. 


Brescuer (a) has proved, by careful observation and experiment, that in the systole 
the blood flows out of the artery into the vein; and in the dvastole, out of the vein 
into the artery; and that, on the latter condition depend, the enlargement of the 
lower part of the artery, which is often tortuous, and of which, on account of its 
weaker pulsation, it has been falsely asserted that it is diminished in diameter, as. 
well as the other circumstances and changes of the arterial walls, into a condition 
similar to that of the veins. By the passage of the arterial blood into the veins, the 
walls of the latter are thickened, and resemble, in a degree, those of arteries. As 
in the extremities, the passage of the blood from the vein into the artery takes place 
more readily than in aneurysmal vartx on the neck and head; so he explains how 
the symptoms are milder, and why in the latter, often only during the horizontal 
position of the head, symptoms as fainting, and the like, occur, they being grounded 
on the overflow of the blood from the vein into the artery. 

[Sennertus (0) is first considered to have described aneurysmal variz ; his de- 
scription, however, is only a little improvement on Gaxen’s account, already men- 
tioned. (p. 197.) He says :—‘ The proximate cause of aneurysm is an opening of 
the internal, with a dilatation of the external coat of an artery. But very commonly 
it is opened by a wound, when unskilful surgeons open the artery for the vein, or 
the artery with the vein. Hence, the external coat being softer and more like a vein 
more readily unites; whilst the interior being harder, remains open, in consequence 
of which the blood and vital spirits endeavour to escape through the aperture, and 
so distending the external tunic, this kind of tumour is produced.” 

Dr. Wittiam Hunter, however, in a paper entitled ‘‘ The History of an Aneurysm 
of the Aorta, with some remarks on Aneurysms in general,” published in 1757 (c), 
first drew the attention of the profession to aneurysmal varix. He asks:—‘ Does 
it ever happen in Surgery, when an artery is opened through a vein, that a commu- 
nication of anastomosis is afterwards kept up between these two vessels. It is easy 
to conceive this case; and it is not long since I was consulted about one, which had 
all the symptoms that might be expected, supposing such a thing to have actually 
happened, and such symptoms as otherwise must be allowed to be very unaccount- 
able. In his second paper (d) Witt1am Honrer says :—‘* We must suppose that 
the wound of the skin, and of the adjacent or upper side of the vein, heal up as 
usual; but that the wound of the artery, and of the adjacent or under side of the 


(a) Above cited. (c) Med, Obs. and Inquiries, vol. i. 
(6) Opera, vol. iii, book v. chap. xliti. p. (d) Ibid., vol. iv. 
797. Paris, 1641, fol. 


548 ANEURYSMAL VARIX. 


vein remain open, (as the wound of the artery does in a spurious aneurysm, ) and by 
that means the blood is thrown from the trunk of the artery directly into a trunk of 
the vein. Extraordinary as this supposition may appear, in reality it differs from. 
the common spurious aneurysm in one circumstance only, viz., the wound remaining 
open in the side of the vein, as well as in the side of the artery. But, this one cir- 
cumstance will occasion a great deal of difference in the symptoms, in the tendency 
of the complaint, and in the proper mode of treating it: upon which account the 
knowledge of such a case will be of importance in surgery. 

‘Tt will differ in its symptoms from the common spurious aneurysm principally 
thus. The vein will be dilated or become varicose, and will have a pulsatile jarring 
motion, on account of the stream from the artery (1). It will make a hissing noise, 
which will be found to correspond with the pulse for the same reason.” (pp. 391, 
392.) In the young lady’s case, ‘‘there was a hissing sound, and a tremulous 
jarring motion in the veins, which was very remarkable at the part that had been 
punctured, and became insensible at some distance, both upwards and downwards.” 
(p. 397.) In the porter it is stated :—‘* There is a remarkable tremulous motion, 
(as well as a considerable pulsation,) both in the bag and in the dilated vein, as if 
the blood was squirted into it through a small hole. It is like what is produced in 
the mouth by continuing the sound of the letter R in a whisper. (p. 403.) This 
motion is not only felt, and seen distinctly, but heard, too, if the ear be held near 
the part; and if the ear touches the skin, the sound is much more loud and distinct. 
It is a hissing noise, as if there was a blast of air through a small hole, and inter- 
rupted, answering precisely and constantly to the stroke of the heart, or diastole of 
the artery. * * * The patient is so sensible of the noise, that he often finds it keeps 
him from falling asleep, when the arm happens to be near his head.”’ (p. 404.) 

‘The blood of the tumour will be altogether or almost entirely fluid, because kept 
in constant motion. ‘The artery, I apprehend, will become larger in the arm and 
smaller at the wrist than it was in the natural state, which will be found out by 
comparing the size and the pulse of the artery in both arms at these different places,” 
(p. 392); the reasons for which he thus gives:—‘‘ Why is the pulse and the wrist 
so much weaker in the diseased arm than in the other? Surely, the reason is obvi- 
ous and clear. If the blood can easily escape from the trunk of the artery directly 
into the trunk of the vein, it is natural to think that it will be driven along the 
extreme branches with less force, and in less quantity. Whence is it that the artery 
is enlarged all the way down the arm? Iam of opinion, that it is somehow the 
consequence of the blood passing so readily from the artery into the vein, and that 
it will always so happen in such cases. That it is not owing to any particular 
weakness in the coats of the artery, like that in a frue aneurysm, naturally and con- 
stantly tending to rupture, but it has rather such’ an extension as happens to all 
arteries in growing bodies, and to the arteries of particular parts, when the parts 
themselves increase in their bulk, and, at the same time, retain a vascular structure. 
* * * T presume that the derivation of blood to the arm by the wound of the artery 
has been the cause of the dilatation of that vessel; and that in the living body an 
artery will as certainly become /arger, when the resistance to the blood is taken off, 
as it will become smaller when it is compressed, or, as it will shrink and become a 
solid cord when the blood is not allowed to pass through it at all. * * * In order 
to conceive how or why the trunk of the artery will become larger, in consequence 
of an immediate and free communication with the trunk of the vein, let us take 
another view of it, thus:—Suppose that -instead of a single aperture, there was a 
large branch added to the artery of the same diameter as the aperture, and that it 
ramified in the common way through some adventitious vascular part, a wen, for 
example, and terminated in corresponding veins, and that these ended in the com- 
mon trunk of the basilic vein, every body must see, that in this case the trunk of 
the artery would dilate till it became proportionable in capacity to its branches; for 
till then the trunk would be the narrowest part of the canal,—the part where there 
would be the most resistance, and therefore the yielding coats of the artery would 
give way till the just proportion was established between the trunk and all its 
branches. These two cases, I apprehend, are similar as to the principal point, but 
differ in some particulars. In the case of an aperture, the resistance to the blood is 
diminished ; thence it will move with more celerity ; the trunk of the artery will be 
less enlarged, and the branches will shrink a little. But in the case of an additional 
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branch, the resistance, I presume, would be as great as before; the celerity, there- 
fore, would not be increased, the old branches would continue of the same dimen 
sions, and the trunk would therefore increase still more.” (p. 407-411.) 

‘(1) Lawrence (a) observes on this point:—‘* The sensation is almost the same 
a8 that which is communicated to the hand by the vibration of the cord of a musical 
instrument, and it is particularly described by some writers, who call it a rilling 
noise; some call it a whizzing, and some a vibratory noise. This noise is not only 
heard in the swollen part of the vein, but it also extends along the course of the 
vessel up the arm.” (p. 166.) Luisron (6) says :—‘‘ On applying the ear close to 
the tumour, or listening through the stethoscope, the peculiar noise is not only felt, 
but heard of almost startling intensity, somewhat resembling the noise of compli- 
cated and powerful machinery softened and confused by distance.” (p. 676.) 

Liston relates an excellent instance of aneurysmal varix in the femoral vein and 
artery, consequent on a deep chisel-wound in the lower part of the thigh, which at 
the time bled profusely, but having been stuffed and compressed, healed in course 
of eight days.” A twelvemonth afterwards, troublesome pulsation was perceived 
in the part; at the same time, the veins of the leg became varicose, and a succession 
of ulcers formed on the lower and anterior portion of the limb. The affection 
attracted little attention till between twelve and thirteen years after, when he ob- 
served a considerable swelling in the site of the wound, beating strongly, and the 
pulsations accompanied with a peculiar thrilling sound and feel—not confined to the 
tumour, though strongest there, but extending to the groin along the course of the 
femoral vein, which was evidently much dilated throughout its whole course. Six 
months after, the tumour was nearly equal to the fist in size, of regular and globular 
form, pulsating very strongly, and imparting to the hams the peculiar sensation of 
aneurismal varix, remarkably distinct and powerful. The pulsation and thrilling 
are continued in a less degree to Poupart’s ligament, and down to the calf of the 
leg. * * * He feels little pain, but exercise and exertion of every kind are seriously 
impeded.” (p. 676.) Firm and constant pressure of the swelling, with uniform 
compression of the whole limb, were employed, and Lisron informs me with success. 
There is at the present time, (April, 1846,) in St. George’s Hospital, a case of vari- 
cose aneurysm in the thigh resulting from a knife-stab.—zs. F. s. 

Wiuuram Hunter also points out the marked distinction between aneurysmal 
variz and false aneurysm. ‘The natural tendency of such a complaint,”’ says he, 
‘‘will be very different from that of the spurious aneurysm. The one is growing 
worse every hour, because of the resistance to the arterial blood; and if not reme- 
died by surgery, must at last burst. The other in a short time comes to a nearly 
permanent state; and if not disturbed, produces no mischief, because there is no 
considerable resistance to the blood that is forced out of the artery.” (p. 393.) In 
the first case which he saw, at the end of 14 years, the swelling, nothing having 
been done to it, was nearly in the same state. The second case, in which the 
swelling had the size of a large nutmeg, so remained, when seen five years after- 
wards. | 

1493. The cure of the aneurysmal variz may be in many cases effected 
by continual compression, which either effects obliteration of the artery, 
or brings the wall of the vein so into contact that the aperture of the artery 
is closed. But as this mode of treatment, if the walls of both vessels be 
not connected, exposes the patient to the danger of a complication with 
aneurysm, so may it be employed only in recent cases, and in young or 
thin persons, where the walls of the vessel can be sufficiently compressed, 
and the patient recommended abstinence from all exertion of the part, 
when from that evil no farther symptoms are caused (c). But if the above- 
mentioned inconveniences of diminished nutrition, sensation, motion, and 
so on, occur, the operation is indicated, and not indeed, as by many ad- 


vised, by tying the affected artery above the aneurysmal part, but according 


(a) Lectures, above cited. (c) Scarpa, above cited, p, 432.—Bre- 
(b) Elements of Surgery, partii. London, scwxr, above cited. 
1840 
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to the old method, by cutting into the sac, and applying a ligature round 
the artery above and below the wounded part (1). 


(1) Brescuer has, from the above-mentioned causes, proved that the tying of the 
artery, according to Hunrer’s plan, in aneurysmal variz, which has existed for some 
time, produces only temporary improvement, but that all the symptoms soon recur, 
as before the operation, and render tying the artery below the wounded place neces- 
sary; as the opening of communication between the artery and vein does not close, 
and is kept up by the introduced collateral circulation of the previous. condition. He 
also doubts the benefit of simply tying the artery below the wounded part, as recom- 
mended by Braspor. 

In an aneurysmal varix of the temporal artery, in which, by tying the common 
carotid artery, I obtained only temporary improvement, Stromeyer produced a 
radical cure by tying the vein (a). He divided the vartx; at the bottom of the sae 
found with trouble a small opening, into which he introduced a probe. He freely 
separated the lower part of the much-expanded vein, and applied two ligatures around 
it; a third ligature tied a vein from the occ7put, which communicated with the sac. 
After the bleeding was thus stanched, the wound was closed with six interrupted 
stitches. 

{The advice which Dr. Hunrer gave to the young lady was “ to do nothing while 
there should be no considerable alteration”’ (p. 398) in the swelling, which she fol- 
lowed with advantage for fourteen years. And in the second case nota hint is given 
about tying the artery. 

AsrLey Cooper says:—‘‘ No operation has been required for this disease, in any 
case which I have seen of it, as it is not a dangerous state, either to the life, or even 
to the arm. It renders the arm weaker, and nothing more serious arises from it.’’ 
(p. 84.) 

Arxinson, of York (6), however, in a large and increasing size of an aneurysmal 
variz, thought it necessary to take up the brachial artery, but the patient died of 
mortification. ] ; 


1494, If a vein, wounded in the way described, be not in immediate 
contact with the artery wounded at the same time; or if on account of 
the oblique position of the wound, or by the compression employed, the 
blood find no obstruction in flowing into the vein, the cellular tissue 
which connects the artery and vein expands into an aneurysmal sac by 
which the two vessels communicate with each other. The vein is some- 
what distant from the artery, and the blood flows from the sac into the 
vein, and thus is formed a Varicose Aneurysm (Aneurysma varicosum.) 
In this case the aneurysmal sac enlarges, and, it is to be feared, will burst. 
Clot forms in the sac, and, together with the tremulous swelling of the 
vein, is felt a firm pulsating swelling, of defined extent, which, if the 
artery be compressed above, does not, as in variz, subside. ‘The above- 
described symptoms are also present. ‘Tying the artery above the sac, 
held by Scarpa (c) and Hopeson (d) most favourable for the cure, is for 
the above-mentioned reasons most uncertain on account of the speedy 
danger of a relapse; and tying above and below the sac is the most 
proper (e). 

{Wituram Hunrer was also well aware of this form of the disease. He says:— 
** Another difference in such cases will arise from the different manner in which the 


orifice of the artery may be united or continued with the orifice of the vein. In one 
case, the trunk of the vein may keep close to the trunk of the artery, and the very 


(a) Borcxnarpt, Achiv. der physiolo. (e) Park, in Medical Facts and Observa- 
gischen Heilkunde von Roser und Wunper- tions, vol. iv. p. 111.—Puysicx, in Medical 
Licu, 1843. , Museum, vol, i. p. 65—Ricneranp, above 

(b) Coorer’s Lectures, vol. ii. p, 84. cited.—Brescner, above cited.—[Norris in 
(c) Above cited, p. 443. . American Journal of Medical Sciences, vol, 


(d) Above cited, p..507. V., N.S. 1843,—c. w. Nn.) 
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thin stratum of cellular membrane between them may, by means of a little inflam- 
mation and coagulation of the blood among the filaments, as it were, solder the two 
orifices of these vessels together, so that there shall be nothing like a canal going 
from one to the other; and then the whole tumefaction will be more regular, and 
more evidently a dilatation of the veins only. (Such is the aneurysmal variz. J.¥. 8.) 
In other instances the blood that rushes from the wounded artery, meeting with some 
difficulty of admission and passage through the vein, may dilate the cellular mem- 
brane between the artery and vein, into a bag, as in a common spurious aneurysm, 
and so make a sort of canal between these two vessels. The trunk of the vein will 
then be removed to some distance from the trunk of the artery, and the bag will be 
situated chiefly upon the under side of the vein. The bag may take on an irregular 
form, from the cellular membrane being more loose and yielding at one part than at 
another, and from being unequally bound down by the fascia of the biceps muscle. 
(Such is a varicose aneurysm. 3. ¥.s.) And if the bag be very large, especially if 
it be of an irregular figure, no doubt coagulations of blood may be formed, as in the 
common spurious aneurysm.” (pp. 394, 95.) ] 5 


In operating on such a varicose aneurysm, when, after the application 
of a tourniquet, the swelling is cut into throughout its whole length, and 
the blood absorbed with a sponge, at the bottom of the cavity is seen the 
aperture made by the lancet, in the hinder wall of the expanded vein. If 
a probe be introduced into it, it passes into a second sac, but not into the 
artery, which is ascertained by the ease with which the probe moves 
around and the difficulty with which it can be carried in the direction of 
the artery. After the introduction of the probe, this opening is to be en- 
larged, and the second sac, which is full of coagulated blood and layers 


of membrane, laid open throughout its whole extent. After emptying 


and cleaning the sac, the wound of the artery appears in the bottom, 
through which the sound is to be introduced, and the ligature applied 
above and below. 


(My friend Green had some years ago a case of varicose aneurysm, as he con- 
sidered it, in the frontal branch of the temporal artery and vein, about the size of a 
walnut, and which resulted from these vessels having been wounded in cupping. 
The artery entered one end of the sac, but it did not pass out at the other, so that 
the vein alone had two orifices in it. He removed the whole mass and the prepara- 
tion is in King’s Collece Museum. 

The highly interesting case described by Perry (a) under the name of varicose 
aneurysm, does not appear to me to correspond at all with the conditions which the 
term varicose aneurysm generally implies, and in which it is used by both Hopeson 
and Curuius. The former specially observes :—‘ If the vein be not in immediate 
contact with the artery, or if the blood meet with obstruction in its passage from one 
to the other, in consequence of the obliquity of the wound, the employment of cor- 
pression, or any other cause, the cellular membrane connecting the vein and artery 
may be dilated into an aneurysmal sac, through which the two vessels will com- 
municate with each other. In this case the vein will be removed to some distance 
from the artery, and the aneurismal sac will be situated between the two vessels; the 
blood will first pass from the artery into the aneurismal sac, and from the aneurismal 
sac into the dilated vein. ‘This variety of disease may with propriety be denominated 
varicose aneurism, to distinguish it from aneurtsmal variv.”” (p. 507.) In Perry’s 
case, however, there was nothing of this kind. He says:—* At the spot in the thigh 
where the communication had been presumed to exist between the artery and vein 
there was an aneurismal sac about as large as a walnut, firmly ossified within, which, 
by the pressure it had exerted upon the vein, had caused absorption of its coats, so 
as to form a circular opening of about two lines in diameter, into which the aneurism 
had burst; thus inducing a free and persistent communication between the vessels. 
Just below the aperture, the vein was obliterated ata single point, below which it 
was again pervious, In all the rest of its course up the thigh it was diminished in 
size and thickened.” (p. 42.) From this it will be clearly seen, there was neither 


(a) Med. Chir. Trans, vol. xx. 1837, 
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condition of a varicose aneurysm, neither an intermediate sac, nor a dilated vein, but 
exactly the contrary. Neither was it an aneurysmal varix, for there was no special 
tumour of the vein, nor was it enlarged, but just the contrary, ‘‘diminished in size 
and contracted.” If the account of the case be earefully examined, I think it must 
be admitted that it is none other than a simple case of aneurysm, having the very 
rare termination of bursting into a vein, just as in the eases already mentioned (par. 
1402, note) where aneurysms of the aorta have burst into the pulmonary artery, which 
in reality belongs to the venous system, as it conveys the spoiled blood to the lungs 
for purification. That so far as the femoral artery was concerned, it was subject to 
aneurysm by dilatation cannot be disputed, for Perry says ‘the eoats of the femoral 
artery, throughout its whole course, were searcely, if at all thicker than those of a 
vein, the attenuation having, as careful dissection afterwards proved, taken place 
equally in all its coats. Immediately below the origin of the profwnda the vessel 
was greatly dilated, having the appearance of an aneurysmal sac. Its ¢oats were 
here softened and much attenuated, large enough to admit the point of the ring- 
finger.”’ (pp. 41, 42.) The ossification of the aneurysmal sae at which the artery 
communicated with the vein has nought to do with the question.—s. F. s.] ; 


6 


B.—UNNATURAL EXPANSION IN THE BRANCHES AND RAMIFI- 
CATIONS OF THE ARTERIES. 


von WatruHer, Journal fiir Chirurgie und Augenheilkund, vol. v. p. 244. 
Brescuet, above cited. 


1495. An unnatural expansion of an artery toa greater or less extent, 
often throughout its whole length, and in its most principal ramifications, 
with simultaneous. lengthening of the vessel, which becomes tortuous, 
and, with numerous curvings and windings, forms swellings of various 
size, on many parts presents knotty elevations, or little circumscribed 
aneurysmal swellings, which sometimes are true sac-like aneurysms, 
sometimes also mixed aneurysms, with torn internal coat, (BREScHET,) 
produces Branching Aneurysm (Aneurysma racemosum, A. cirsoideum, A. 
anastomoticum seu anastomosium, Varix arterialis, Tumour sanguineus 
arteriosus.) It occurs most commonly in arteries of the third or fourth 
order; on the branches of the carotid, labial, temporal, occipital, ophthal- 
mic, and superior thyroidal arteries; on the arteries of the fore-arm and 
leg; in the arterial arches on the palm and sole; and in the vessels of the 
pervosteum. 

1496. ‘This aneurysm is characterized by a more or less strong pulsa- 
tion of the several expanded arteries, and their various arehes and 
branchings and by knotty, soft, livid, pulsating swellings, forming dis- 
tinct tumours of various size, which lie contiguously in rows, or even 
upon each other. Every increased congestion of blood by exertion, 
overheating, and so on, increases the pulsation, which, by compression 
of the prineipal trunk, is diminished or entirely stopped, and at the same 
time the swelling subsides and becomes relaxed. From the various situa- 
tions of this aneurysm, to wit, on the head, peculiar symptoms may arise; 
the patient hears violent pulsation, has whizzing and roaring in the head, 
which disturb him in his sleep; often shooting pain in the course of the 
arteries; and if the swelling lie ona bone, it is absorbed by the pressure, 
or groove-like depressions are formed on it in the course of the severally 
enlarged vessels. With the quicker or slower enlargement of the swelling, 
the skin thins more and more, and bleedings at last take place sponta- 
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neously, or from trifling causes, which are often difficult to stanch, are 
frequently repeated, and cause death, 

1497. The branching aneurysm is distinguished from other swellings 
by the distinct pulsation and the considerable expansion of the arteries 
to a great extent of their course, and by the pulsation of the compressi- 
ble swelling. The diseased expansion of the capillary vessels or Tele- 
angiectasy, never presents any such pulsation and expansion of single 
vessels; but both may occur at once, the branching aneurysm may sub- 
side into a teleangiectasy, or may be developed from it. Examination 
of branching aneurysm shows the walls of the expanded arteries thin, 
soft, and falling together, when cut through like veins, and especially 
resembling expanded veins. At the situation of the most knotty emi- 
nences there are either sac-like expansions of all the thinned arterial 
coats, or the middle coat is torn and the internal coat protruded with it 
through this opening under the cellular coat (a). 

1498. The causes of branching aneurysm are either accidental, .as 
wounds of the arteries, contusions, continued irritation, and thereby con- 
tinued congestion, especially in suppressed ordinary discharges of blood 
or rheumatic affections. Most commonly there appears to be a general 
co-operating diathesis; for rarely is the affection confined to one part; 
mostly a more or less general affection of the arterial system shows itself, 
especially softening of the arterial walls, which increases in proportion 
to their expansion. Females of middle age and of delicate bodily frame 
are most frequently subject to it. 

1499. The prognosis in branching aneurysm, when it has attained 
a high degree of development, or when a general diathesis exists, is ex- 
tremely unfavourable. ‘The treatment inust be directed especially to the 
origin and seat of the evil. With a defined extent, and when the seat 
of branching aneurysm is defined, a proportionate and sufficiently great 
compression with rest, and the local and internal use of astringent reme- 
dies, may be sufficient (Brescuer.) If the swelling be superficial, for 
instance, on the face, and the vessels going to it be not expanded toa 
great extent, they may be extirpated; this, however, is rarely the case, 
and the extirpation, on account of the severe bleeding, easily becomes 
dangerous; and in such cases, as well asin a rather large extent of swel- 
ling, its simple or manifold tying, as proposed in teleangiectasy, 1s proper. 
The simple tying of the swelling and pressure (1) is also applicable, only 
to a certain extent, but is also accompanied with danger of severe bleed- 
ing and irritation, which happen also from the employment of caustics 
and the actual.cautery. Where the vessels leading to the swelling are 
expanded to a great extent, they, to wit, the temporal, occipital, and other 
arteries have been severally tied, but their manifold anastomoses have in 
such cases nearly always soon produced a relapse, even when continued 
pressure has been kept upon the swelling. ‘Tying the principal trunk, 
the branches of which are expanded, is in such cases always the most 
advisable, although experience also shows that even therewith a relapse 
frequently ensues; in which case the swelling subsides only for a short 
time, but soon arises again, and increases together with the pulsation 
caused by the introduced collateral circulation. After tying the princi- 


(a) Brescuet, above cited, pl. ii. fig. 3. 
47* 
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pal trunk it is therefore always advisable to employ a corresponding an- 
tiphlogistic treatment, cold applications and pressure (2). If the dis- 
ease occur on the limbs, and in such degree that the modes of treatment 
recommended are inapplicable or ineffectual, amputation of the limb is 
the only remedy, but it rarely has a satisfactory issue. 


(1) Graere, in the largest pulsating swellings, made a long and deep cut, imme- 
diately pressed down firmly a large sponge, and, before the blood could escape, 
quickly applied a soft agaric between the edges of the wound, covered the whole 
with a sponge an inch thick, and confined it with strips of sticking plaster laid cross- 
ways and a circular bandage. ‘The result was favourable. - 

(2) Travers (a), Datrympte (4), and Warprop (c) have, in such aneurysms in 
the orbit, tied the carotid artery with success, which is accounted for by the smaller 
and less numerous anastomoses. Rocers (d) eured an aneurysm by anastomosis of 
the external maxillary artery by tying the carotid. On the contrary, DupuyTren (e) 
tied the carotid on, account of such swelling situated on the ear and region of the 
occiput, for which compression and tying of the temporal, auricular, and occipital 


arteries had been performed without success; the swelling diminished, the pulsation, 


ceased, but it returned about the seventeenth day, and continued, only less strong 
than before, in spite of 'a compressing apparatus. Mussny (f) tied both carotids, on 
account of such swelling upon the crown of the head, with little benefit, as the pul- 
sation recurred four weeks after the second tying; and in the extirpation which was 
performed two quarts of blood were lost, and forty vessels tied. With equally 
various result was the carotid tied. (Dupuyrren.) I have seen one case, where 
the femoral artery was tied without benefit, and amputation of the thigh became 
necessary... 

1500. With branching aneurysm: in the soft parts, those swellings which 
depend on similar diseased changes of the arteries im bones, actually 
agree, and are therefore distinguished by Brescuer as Aneurysm of the 
arteries of bones, and by Scarpa as Aneurysms by anastomosis of bones. 

Pearson (g) communicated the first observations on such swellings, and after him 
Scarpa (A). More recently Lattemanp, has made known a similar observation; 
and Brescuet (7) has.added remarks, as well as historical inquiries upon the exist- 
ence of similar cases in the earlier writers, with several observations by DupuyTren. 
Scarpa (7) also has subjected’ this disease to a special inquiry. 

1501. Frequently, from sudden and undiscernible causes, often a shorter 
or longer time after the operation of any external violence, more or less 
severe pain occurs upon some one spot ofa bone, most frequently in the 
neighbourhood of the joint-ends of tubular bones, which, when the patient 
is quiet, diminishes, or even for a time subsides; but then returns more 
severely. A swelling appears, the veins of the whole limb swell; the 
pain spreads over the entire limb, which has. a bluish-red eolour. Pul- 
sation is soon felt in the swelling, which is at first indistinct, but subse- 
quently becomes stronger, and as strong as in aneurysm. This pulsation 
is synchronous with that of the artery, without a rush, and, if the disease 
have previously made much progress, with extension of the swelling in 


(a) Med. Chir. Trans., vol. ii. p. ¥. (lt) On. Aneurysm above cited, p. 478. 
(6) Ibid., vol. vi. p. PI. (z) Observation sur une Tumeur Aneuris- 
_(¢) Ibid., vol, ix. p. 203; and Lancet, vol, male, accompagnée de cireonstances insolites, 
xi. p, 267, par M. Latitemanp, suivie des observations 


(d) American Journal of Medical Sciences, et des réflexions sur des tumeurs sanguines 
vol. xiii, p. 271. 1833. d’un caractére équivoque, qui paraissent étre 
(e) Rust’s Magazin, vol.. viii. p. 116.— des Aneursymes des ArtéresdesOs, Paris 
Brescner, above cited, p. 76. 1827. 4to. i 
(f) London, Medical Gazette, vol. vi. p.76. . (7) Annali Universali ni Medicina. May 
(g) Medical Communications, vol. ii, Lon- June, 1830. , 
don, 1790; p..95, 
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every direction. Pressure on the principal artery of the limb, between. 
the swelling and the heart, completely stops the pulsation, by which the 
swelling loses its tension and subsides, but returns immediately the com- 
pression of the artery is removed. ‘The patient has often continued pain 
in the affected part, which is swollen or wasted, and the motions of which 
are entirely, or only at the joint, in the neighbourhood of which is the 
swelling, prevented. Ifthe swelling be pressed with the fingers, there is 
often observed at some parts a crackling, as in squeezing parchment to- 
gether, or in breaking an egg-shell. If the bone be completely destroyed, 
the part may be moved in every direction (a). If the swelling be deve- 
loped in the neighbourhood of a large artery, it may most commonly be 
followed over the swelling. 

Nico (6) has. communicated a case precisely like mine. 

1502. On examining these swellings after death or amputation of the 
affected part, the principal vessels have been found throughout their whole 
course unhurt, and neither by injection nor by the closest examination 
could any trace of disturbance of their continuity be observed. On open- 
ing the swelling, the condition of the parts varied according to the dif- 
ferent degree of development of the disease. When the bone was entirely 
destroyed, the aneurysmal sac, of which the walls were very thick, often 
cartilaginous, and formed of periosteum, contained a quantity of fibrous 
layers, like those commonly found in aneurysmal sacs, and in it the re- 
mains of the destroyed bone. ‘The internal surface of this sac was flocky, 
irregular, very much like that part of the placenta connected with the 
womb, and presents numerous openings of freely branching vessels, from 
which, if the part be injected, a portion of the injection flows into the sac. 
Tn a slighter degree of the disease the external table of the bone was still 
found, but very thin, destroyed in some places, in others but slightly re- 
sisting the pressure of the finger, resembling a cartilaginous plate, which 
yields to pressure and again rises, or breaks lke an egg-shell. The 
neighbouring joint was always healthy, even when separated from the 
aneurysmal sac only by the layers of the loosened’ joint cartilages. The 
fibrous clot was collected in the cavity of the bone, or the sac presented 
several cavities filled with it, wherewith every single artery of the sac 
corresponds. Upon the external surface of the sac the arteries were very 
numerously expanded and enlarged,,and often were so to a tolerable dis- 
‘tance around the sac. 

1503. These swellings are developed on the various bones of the body, 
not unfrequently on several bones of one and the same person; on the 
skull, trunk, and limbs, most frequently on the upper part of the leg, 
below the knee, on the shin, or splint bone alone, or on both bones at 
once (Pearson, LALLEMAND, Dupvuytren); but hardly ever in the middle 
of the long tubular bones. 

The occasional causes of these swellings are commonly external vio- 
lence, a kick, blow, fall, or any violent exertion in lifting a heavy weight, 
and so on, in which the patient feels a crack at the spot where subse- 
quently the disease is. developed; the interval, however, between the 


(a) Cretius, Zur Lehre von den schwammigen Auswichsen der harten Hirnhaut und de 
Schadels: Heidelberg, 1831. foi Histe Beobachtung, p. 43. 
(b) Edinburgh Medical and Surgieal Journal, 1834. July. 
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operation of such cause and the origin of the disease is very great, and 
during this time the patient often feels no pain, or only indistinct and 
fransient pain. Latiemanp observed this disease occur after acute 
rheumatic swelling of the knees. Ordinarily the swelling has a general 
internal cause, manifestly corresponding with which is its not unfrequent 
origin without any distinguishable cause, the simultaneous or subsequent 
origin of several happening in one and the same subject, and especially 
the circumstance that the disease even reappears in some parts after am- 
putation of the affected limb. On these grounds such swellings cannot 
be placed, as they have been by Brescuer and others, in the same rank 
with teleangiectasy of the soft parts, which is always a local disease, and 
so remains, even when of considerable extent, whilst this, on the contrary, 
is usually connected with a constitutional disease. 

1504. These diseased changes in the bones appear always to be pre- 
ceded by an inflammatory condition, in consequence of which the 
nourishment of the bone is altered; loosening, softening, and absorption 
of the hard bony mass, a more rich development and enlargement of the 
vessels, congestion of blood, and complete destruction of the bone are 
produced. ‘That these diseased changes proceed from the interior to the 
exterior of the bone, is admitted by all observers, and the cases in which 
the external plate of bone has been found similar to a thin fragile shell, 
prove it. But whether this disease be not also developed from the 
external surface of the bone and from the pertosteum, and whether the 
condition of other organic diseases of bone be not changed by an angiec- 
tasic complication, as in these swellings, must be decided by farther 
examination and observation. 

[It must not be supposed that all pulsating tumours in bone are to be referred to 
the peculiar form of disease now under consideration, for Sranuey (a) has shown 
that ‘* three distinct sources of pulsation in such tumours can be recognised. First. 
The proximity of a large arterial trunk. Second. The development of blood vessels. 
and blood cells, constituting a sort of erectile tissue within the tumour. Third. 
Enlargement of the arteries of the bone in which the tumour has originated.” (p. 
303.) Of the first kind he mentions several examples, in two of which: “ the tamour 
occupied the whole circumference of the upper arm in its upper third, and possessed’ 
throughout an equal and strong: pulsation, which ceased on compressing the subcla- 
vian artery above the clavicle. In each case the disease was considered to be an. 
aneurism of the axillary artery.”’ One of these cases was, on examination, found to 
be ‘‘an encephaloid tumour originating in the hwmerus, and covered’ by the articular 
cartilage of the head of the bone. * * * There were no large vessels distributed. 
through it. In the other case, the tumour originated in the humerus, and was com- 
posed of a firm gelatinous substance, about half an inch thick, and forming the walls 
of a large cavity, filled by a serous fluid. * * * In this instance no remarkable dis- 
position of vessels through the tumour was observed. * * * In both these cases the 
brachial artery was perfectly healthy and with its: accompanying veins and nerves 
was found closely united by cellular tissue to the tumour through its whole extent.” 
In a third case, which was under Lawrence’s care, and following a fall, “shortly 
afterwards a painful swelling arose immediately above the knee, and gradually 
extended around the back part and sides of the lower third of the thigh. Near the: 
tendon of the biceps, a softening of the swelling indicated the probability of its con- 
taining matter, and accordingly a small puncture was here made into it from which 
about four ounces of arterial blood freely flowed. On examining the swelling more: 
closely, pulsation in it was now discovered.” On consultation it was presumed to: 
be an aneurysm, the femoral artery was therefore tied, the pulsation ceased and the: 


(a) On the Pulsating Tumours of Bone, with the account ef a case, &c.; in Med.. 
Chir. Trans., vol. xxviii, 1845. ; 
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size of the swelling at first diminished but afterwards it again ‘enlarged, became 
painful, and the skin covering it sloughed, the sloughing extended deeply into 
the tumour, but was unaccompanied by hemorrhage. * * * He shortly afterwards 
sunk from exhaustion.”” On examination, ‘the tumour was found to consist of a 
compound of soft fibrous and dense osseous tissue, the latter situated deeply, and 
extending around the femur, in which it appeared to have originated. The whole 
series of femoral, inguinal, and lumbar absorbent glands were converted into osseous 
tumours. The femoral and popliteal arteries were sound. In the lower part of the 
thigh, the femoral artery was a little compressed and displaced by the ossified ab- 
sorbing glands which were closely united toit.’’ (p. 304-6.) Under this head SranLey 
mentions two cases of Hopeson’s, of encephaloid tumours in the tibza just above the 
inner ankle, of which Hopeson observes :—‘** To what these tumours owed their 
pulsation I know not, but I thought it was derived from contiguous arteries.”’ Also 
a ease of Lawrence’s (a) of ‘medullary tumour developed in the head of the tibia, 
attended at one period with pulsation and suppression of the pulse in the anterior 
and posterior tibial arteries at the ankle. In the account of the examination of the 
limb, Mr. Lawrence states that the medullary tumour had protruded from the bone 
just at the division of the popliteal artery, and the passage of the anterior tibial 
through the interosseous ligament,”” which ‘circumstance accounts for the pulsation 
felt in the tumour at an early period ;: for the suppression of the pulse in the tibial 
arteries when the morbid growth was confined by the fascza of the leg, and its subse- 
quent return when the progress of the swelling through the fasc¢a had liberated the 
arteries from pressure.”” Sranury also refers to a case of Gururisz’s (5), in which 
there was a tumour on the nates as large as an adult’s head, which was considered 
to be an aneurysm; ‘the pulsation was decidedly manifest in every part; and, on 
putting the ear to it, the whizzing sound attendant on the flowing of blood into an 
aneurism could be very distinctly heard. * * * The ligature of the common iliac 
was followed by a diminution of the tumour to the extent of one half, and the 
recovery from the operation was complete. Five months afterwards the tumour 
again enlarged, and she gradually sunk. On examination the tumour was found to 
be composed of cerebriform substance. The arteries were healthy.’ Of the second 
kind, was Stanuey’s own case :—‘“‘ The pulsating tumour originated in the zliwm, it 
was soft, spongy, and dark-coloured, with cells dispersed through it, each about the 
size of a pea, and filled with blood. Bunches of convoluted vessels were drawn out 
of this spongy substance, and, when macerated, this substance was reduced to a 
tissue closely resembling that of a swelled spleen or placenta. Here was a structure 
eapable of enlargement by the distension of its vessels and cells; and, assuming 
these to have been directly continuous with the arterial system, it may be added, 
that the rush of blood into such a structure would give to the whole mass a pulsation 
resembling that of aneurism; at all events, it is certain that this tumour did possess 
such pulsation, which ceased directly the aorta was compressed through the abdomi- 
nal parietes ; moreover, that the tumour enlarged and became tense when the femoral 
artery below it was compressed, as an aneurism, under similar circumstances, would 
have done.”? Similar to this, is the case given to Sranuey by the younger Law- 
RENCE, Of Brighton, in which the tumour in the right groin having ‘gradually 
increased to the size of an egg, was then observed to pulsate, after which it rapidly 
increased. The pulsation continued, was uniform over the whole tumour, and 
accompanied by a distinct bruit.” The man died, and, on examination, the tumour 
was found to consist ‘‘of vessels intermixed with soft gelatinous substance. The 
vessels formed more than half the tumour, were about the size of sewing thread, and 
very convoluted ; and were directly continuous with the arterial system.” (pp. 309, 
310.) The third form is the disease which Brescuer and Scarpa here refer to, and 
with the cases which they have given must be included Luxe’s case, which Srantey 
relates, in which a man of 20 years broke his thigh; ‘‘at the end of seven weeks it 
was firmly united. A month afterwards, by a second accident, the bone was again 
broken at the same place. Reunion of the fracture ensued, but very slowly and 
unevenly. A tumour now formed in the situation of the injury; it was hard in some 

arts, soft.and elastic in others. A grooved needle was introduced into it, and a jet 
of blood followed. The tumour increased to the size of a large melon, became very 


(a) Observations on Tumours; in Med. (6) London Medical and Surgical Journal, 
Chir. Trans., vol. xvii. p. 39. 1832. vol. v. p. 831, 1843; and vol. vi. p. 101, 1835. 
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painful, and pulsation in it was now discovered. Suspicion of its being an aneurism 
in consequence arose, and in consultation it was determined to tie the femoral artery ; 
this was done with the effect of stopping the pulsation of the tumour, and producing 
a diminution in it to the extent of an inch in its circumference. About a month 
afterwards the tumour again enlarged, but without the return of pulsation, and it 
was now deemed right to amputate the limb. The surface of the stump bled so 
profusely, that more than 40 ligatures were required. ‘The medullary artery was 
greatly enlarged, and threw outa forcible jet of blood. The man left the hospital 
with the stump healed, and in every respect well. On examining the limb, the 
lower third of the femur was found expanded into a spherical tumour, in the interior 
of which were cells of varying size, some of the largest about an inch in diameter, 
and filled with blood. The femoral and popliteal artery were entire and healthy.” 
(pp. 311, 312.) Although Sranuey places this case among the third kind of 
pulsating tumours, yet it seems, from the history, that it has greater resemblance to 
the second. 

From the recital of these cases, one important point immediately attracts attention, 
which is, the absence of any peculiar character by which either form of swelling 
could be distinguished from aneurysm, for which they seem to have been almost 
universally mistaken.—J. F. 8. ] 

1505. In treating this disease, in some cases applications of various 
kinds, leeches, rubbing in, mercurial treatment in presumed syphilitic 
diseases, and so on, have been employed, but without any result. Only 
can a strict and sufficiently long continued antiphlogistic treatment, with 
attention to the general causes standing in somewhat causal relation, 
perhaps prevent the development of this disease. If the swelling have 
already acquired a certain stage, according to our present experience, 
tying the principal arterial trunk, or amputation (if the situation of the 
disease permit) can alone effect a cure. 

[ Norris, in American Journal of the Med. Sciences, vol. xxv. p. 283. 
1839.—e. w. N.] 

1506. Tying the principal trunk of the artery gives the more hope, 
according as it is undertaken early, even before considerable destruction 
of the bone has taken place. Lauuemanp’s case proves that a perma- 
nent cure may be effected ; but when the diseased change in the bone 
has so far advanced, only temporary diminution of the swelling and 
removal of the aneurysmal symptoms are effected, whilst the disease of 
the bone continues, spreading, as shown by Dupuyrren’s (a) case, in 
which, seven years after the femoral artery had been tied for such swell- 
ing at the upper part of the shin-bone, amputation was required, as, 
without the reappearance of any aneurysmal symptoms, it had attained 
an enormous size. In all cases where the destruction of the bone has 
already far advanced, amputation can only be considered as a means of 
deliverance ; it must not, however, be herein overlooked that with exist- 
ing constitutional disease, even after the operation, without any cause, 
the disease may be set up again, as shown in Scarpa’s (0) first case, in 
which, five years after amputation, during which time the ‘patient’s 
health was good, the disease, without any cause, again showed itself on 
the stump of the thigh-bone. ; 


(a) Brescuer, above cited, p. 15. (b) Above cited, p. 483, 
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C.—UNNATURAL EXPANSION IN THE CAPILLARY-VASCULAR 
SYSTEM. 


Bewt, J., Principles of Surgery, vol. ii. p. 456. On the Aneurysma per anasto- 
mosin. 


Grarre, C. F., De notione et cura angiectaseos labiorum. Lipsie, 1807. 4to. 

Iniw., Angiektasie ein Beitrag zur rationellen Kur und Erkenntniss der Gefassaus- 
dehnungen. Leipz., 1808. 4to; with copper-plates. 

Ricueranp, Nosographie Chirurgicale, vol. iv. p. 120. 

Hopeson, above cited, p. 441. 

Rovx, Relation d’un Voyage fait 4 Londres en 1814; on Paralléle de la Chirurgie 
anglaise avec la Chirurgie francaise. Paris, 1815, p. 211. 


Maonoir, J. P., Mémoire sur les Fongus medullaire et hématode. Paris and 
Geneva, 1820. 8vo. 


von Watrtuer, Ueber Verhartung, Scirrhus, harten und weichen Krebs, Medullar- 
sarcom, Blutschwamm, Teleangiektasie, und Aneurysma per Anastomosin; in 
Journal fiir Chirurgie und Augenheilkunde, vol. v. p. 189. 

[Wartson, I., On the Nature and treatment of Teleangiectasis in the 
American Journal of the Medical Sciences, vol. xxiv. 1839.—e. w. n.] 


1507. By the unnatural expansion of the capillary vessels are pro- 
duced soft elastic swellings, which, consisting merely of numerous ves- 
sels tortuous and connected together with loose cellular tissue, can in 
respect to their internal structure, be compared with nothing better than 
the placenta. The different designations, Fungus hematodes, Tumor 
JSungosus sanguineus, Aneurysma per anastomosin, /Ineurysma spongiosum, 
Blutschwamm, Teleangiektasie, Tumeur érectile, Splenoide have been 
applied to them. 

I consider teleangiectasy the best of all these designations. The term bloody fun- 
gus (Fungus hematodes) I employ here, but not in the sense of Hey and others, who 
thereby designate another degeneration, for which I consider the term Fungus medul- 
laris more appropriate; at least, I cannot, after numerous examinations, admit (as 
Watruer does) any other Fungus hematodes besides teleangiectasy and medullary 
fungus. 

1508. These swellings, which originally have their seat in the skin 
and underlying cellular tissue, occur either in children or adults, or are 
congenital. It generally begins with a red or bluish spot, which at first 
is little or not at all elevated above the skin, and increases in a shorter 
or longer time to.a variously shaped swelling, in which the patient feels 
a peculiar crawling and beating, which on closer examination may be 
more or less distinctly perceived. The colour of the swelling is some- 
times more red, sometimes more bluish; it enlarges and pulsates more 
distinctly at every exertion, by which the circulation of the blood is 
quickened. When it has attained a great extent, single fluctuating spots 
arise, the skin thins, bursts, and considerable bleeding ensues, which 
frequently recurs. ‘The apertures often close with a seemingly firm scar; 
and often red, fungous granulations spring up from them, which consist 
merely of clotted blood. The interior of such swelling exhibits a con- 
volution of innumerable vessels enveloped in loose cellular tissue, many 
cavities filled with blood, and frequently single vessels full of holes, out 
of which the blood trickles. If these swellings exist in the cellular tissue 
beneath the skin, the latter retains its natural condition for a longer times 
a deceptive sensation of fluctation is felt; the skin is gradually altered in 
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x 
the way mentioned; the disease rarely extends between the deep-lying 
organs. Swellings of this kind may be very easily mistaken for fungus 
medullaris. 

The fungous growths, after the bursting of teleangiectasy, result from clotted blood 
and considerable developement of the parenchyma of the swelling; but there never 
exists in them any specific degeneration (a transition into fungus hematodes, accord- 
ing fo Waruer’s opinion) if no definite general dyscrasy be present. I have seen 
many bursten and fungous teleangiectasies, but never any extension to a distant 
organ, as in medullary fungus. Also in this degree, if teleangiectasies arise after 
local diseases, they especially affect the constitution by repeated loss of blood. 
Upon this, also, depend the favourable results produced by suppuration and scarring, 
as also the circumstance that bursten teleangiectasies are often closed by a tough 
scar. 

1509. These swellings originate in an unnatural extension, and cer- 
tainly also in a large development of the capillary vessels; but since 
these must be considered as the terminations of the arterial, and the com- 
mencement of the venous system, we find in such swellings both, but 
sometimes the arterial, sometimes rather the venous side of the capillary- 
vascular system affected. This difference manifests itself by the appear- 
ance of the swelling, and the circumstances accompanying its develop- 
ment. In teleangiectasy, which affects rather the arterial side of the 
capillary system, the redness is brighter, the pulsation more distinct, and 
the enlargement more rapid; but in the venous blood-fungus the redness 
is more dull, bluish, the pulsation less, frequently not at all perceptible, 
and the growth slower. . 

JarGer’s assertion, that teleangiectasy, never exhibits pulsation, and that this is 
only the case when it is accompanied with Aneurysma anastomosium, is incorrect. 
Certainly, it never is perceived in flat though extensive teleangiectasy, but it cer- 
tainly is, when it has risen up to actual swedling, and especially in great agitation of 
bs eres system, when the crawling pulsation is perceptible even to the patient 

Imsell. A c 

1510. Besides the considerable ramification and development of the 
vessels, various changes may also arise in such swellings from thicken- 
ing and degeneration of the uninjectable part of their cellular tissue, 
whereby the swelling varies more or less (1) from that above described, 
Teleangiectasy may also, especially by continued irritation, be accom- 
panied with aneurysma anastomosium, if situated where there are nu- 
merous arterial ramifications and anastomoses. ‘Teleangiectasy then 
increases more rapidly, stronger pulsation is felt in the neighbouring 
branching arteries, and the pulsation in the swelling itself even, is greater. 
(par. 1496.) : 

(1) I have seen one such teleangiectasy between the thumb and metacarpal bone 
of the forefinger, as a dusky red swelling, expanding at certain parts into thin 
blood sacs, with crawling pulsation, additional swelling, and redness in hanging 
down of the hand, in diminution of these appearances on raising the fore-arm, or 
compressing its vessels or the swelling itself with the fingers, in which the sac felt 
as if full of wool. I applied to it the name of Teleangiectasis lipomatodes. Tyin 
the tye artery diminished the extent, and all the other appearances of the swell- 
ing (a). 

1511. The causes of this disease are obscure. It occurs at all ages, 
and in all constitutions, though most commonly in young subjects of 
flabby habit, in children, and women. It is developed in all organs, 


(a) Heidelberg Med. Annalen, vol. i. p. 101. pl. iv. 
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but especially on the upper part of the body, in the skin of the skull, of 
the cheeks, of the eyelids, and on the lips. A contusion frequently gives 
rise to it. 


I must deny von Watruer’s assertion that teleangiectasy must be always conge- 
nital, because that peculiar vascular development, and alteration of the injectable 
part of the substance of the organ, which happens in teleangiectasy, cannot arise at 
a later period of life, if it be not a vice of the first formation during-the embryonic 
state, although unapparent; for I have often seen teleangiectasy, commence and be 
developed in the skin of adults, without any preceding trace ; but in such instances 
the progress will be, for manifest reasons, always exceedingly slow. 


_ 1512. Teleangiectasy is throughout a local disease, and the prognosis 
is guided by the nature and condition of the swelling, by its seat, and 
origin, by the age and constitution of the person affected with it. The 
congenital red spot often enlarges very quickly after birth, often later; 
but its enlargement is always to be dreaded at the period of puberty, 
when even the swelling, whose growth is already determined, at that time 
acquires increased extent. Bleeding has also been observed from such 
swellings at the time of menstruation. These teleangiectasies have, 
however, a spontaneous retrocession, and are capable of cure, as I have 
observed, at different periods of time, in congenital teleangiectasy; and 
even frequently in those cases in which, from the pale red colour, a 
quicker enlargement is to be feared. When this occurs, the colour 
becomes paler; instead of the uniform redness, single vessels appear, 
between which the skin gradually acquires its natural condition, and 
the vessels shrink, so that no trace of the disease remains. 

1513. The cure of teleangiectasy may be effected by compression, by 
removal either by extirpation or tying, by destruction with caustic or 
with the actual cautery, by exciting a pretty violent inflammation and 
suppuration, and by tying the principal trunk of the artery, with the 
branches of which the swelling is connected. The choice and prefe- 
rence of the several modes of treatment depend on the condition and 
seat of the disease, and we must be especially careful in the selection 
of these, that the teleangiectasic tissue be capable of sufficient inflamma- 
tion and suppuration, and that the scar thereby produced can be con- 
verted into a tough tissue, with obliteration of the vessels, without it 
being necessary to destroy or remove it entirely. 

1514. Compression of teleangiectasy, either alone or in connexion, at 
the same time with astringent remedies or cold, can only be employed 
in a slight degree of the complaint, in congenital red spots, if their seat 
permit it, with some degree of success (a). I have, however, from this 
mode of treatment, frequently as I have tried.it, never obtained any satis- 
factory result. 

ABERNETHY (b) recommends pressure, and if this be inapplicable, the application 
of cold rose water and alum. I have instituted several experiments with kreosote, 
but have never observed the slightest result (c). Compression has been used, ac- 


cording to the different seat of the disease, with flat plates and stirrup-shaped com- 
pressors, and even with plaster of Paris. 


1515. Extirpation of teleangiectasy with the knife, is always accom- 
panied with more or less considerable bleeding; as, if the patient be 
(a) Roux, above cited, p. 248. (c) Heidelberg Med. Annalen, vol. i. pt. i. 
(6) Surgical Works, vol. ii. p, 228, 
VoL, 11.48 


562 TREATMENT OF 


young, and the seat of the disease such that itis not possible to complete 
the operation quickly, the danger may be eminent and even fatal. Every 
thing depends on the cut which is carried round the swelling being made 
at sufficient distance from it in the healthy parts, as otherwise, on account 
of the very numerous and largely-distended vessels, severe bleeding 
ensues; and if a part of the swelling be left, its recurrence is to be feared. 
If it be requisite to leave part of the swelling, the actual cautery must 
be applied, or caustics with subsequent pressure, in order to cause destruc- 
tion, and at the same time to stanch the bleeding. After extirpation, the 
wound is to be treated according to the general rules. ‘This treatment 
is often tedious, because frequently no satisfactory suppuration ensues, 
and the edges of the wound long continue loose. In large and flat te- 
leangiectasies, therefore extirpation can never be employed, but especi- 
ally only in those which are elevated and have a narrow base. 

I have known two instances in which children died upon the operating table in 


extirpating a teleangiectasy from the face; and, at least in one of the cases, no one 
could doubt the capability of the highly-distinguished operator. 


1516. Tying a teleangiectasy has always this great advantage over 
extirpation, that nothing is to be feared from bleeding. Its employment 
_ is specially applicable to projecting swellings with narrow base; but even 
in the large and out-spreading teleangiectasies, which are prominent, this 
mode may, according to Wurre (a), Lawrence (0d), and Bronte (c) be 
employed with the best result, as also has happened to me in several 
cases. Lawrence penetrates the base of the swelling with a strong, 
slightly curved needle, carrying a double thread, which is firmly tied on 
both sides. As soonas the mass of the swelling blackens, it may be cut 
off with the knife, and the ligature removed. Bropie thrusts a hare-lip 
needle through the swelling a quarter of an inch from its edge, and a 
straight needle with a double thread at a right angle with this needle and 
beneath it; the double ligature is then separated, and each tied under the 
first needle. 


[I prefer Bropie’s method with the two needles, as thereby the whole base of the 
swelling is more coiwnpletely included within the thread. If the swelling be large, 
it will not be possible, at once, to compress it with the ligature, so as to stop the cir- 
culation and cause sloughing. In such case it is better to take hold of the middle 
of the tumour, and having lifted up and squeezed it, so as to empty out the blood, 
to pass a needle, armed with double thread through its base. The threads are then 
to be carefully separated, and each pair of ends being carried round the half bases of 
the tumour, are tied firmly on opposite sides, and then attached to Grarre’s little 
screw tourniquet, a most excellent instrument for the purpose, with which, as the 
threads, ulcerating the skin, become loose, they are to be every day or two tightened, 
till the strangulation and mortification of the swelling is effected. In this way I 
operated, six years ago, on a child, twelve months old, who had teleangiectasies on 
the temple and ear. She was born with one, about the size of a sixpence, and 
bright-coloured, on the temple, just above the auricle, which soon became sore, and 
occasionally exuding a few drops of blood. In the course of nine months, it ae- 
quired the size of half-a-crown. When the child was about six months old, two 
other little ones, about as large as a pins head, were noticed on the ear, one on the 
back of the helix, and the other on that of the concha. All continued growing, but 
were flat and distinct from each other for the next three months, when they began to 
rise above the skin, having previously been flat, and soon ran into one another, form- 


(a) Medic-Chir, Trans., vol. xiii. pt. ii. p. (b) Ibid., p. 420. 
444, (c) Ibid., vol. xv. pt. i. 
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ing one mass. The principal and most elevated portion was on the head, immedi- 
ately above the auricle, extending back to the occipital bone, as large as a crown 
piece, and gradually rising towards the centre, which was half an inch above the 
surface of the skin. From the lower part it continued onthe auricle, covering the top 
of the concha, spreading over the upper part of the ke/zx, and turning round upon the 
front of the ear,as low asthe tragus. The pulsation in the temporal portion was very 
distinct; the vessels could be easily emptied by pressure, but immediately on its re- 
moval the tumour resumed its usual size, and swelled out when the child cried. Its 
colour was bright scarlet, and it had the feel of a mass of small vessels, or rather 
that of a sponge. The temporal] portion was operated on, as I have advised; but 
although the ligatures were tightly drawn, strangulation could not be effected; the 
bright colour remained, and the tumour swelled when the child cried; Graern’s 
screw was attached, and the threads drawn as tight as possible, but without change. 
On the third day, serum freely oozed from the surface; and on the day following 
the ligatures were hidden, but with scarcely any appearance of having ‘cut into the 
base, and the bright colour remained. The screws were tightened but no change 
followed. On the seventh day, the ligatures had begun to cut through, and there was a 
free discharge from the track, but the granulations of the skin were inosculating 
with the under surface of the tumour, which seemed hardly at all separated. On 
the eleventh day, the'screws were again tightened, but without producing any change 
in the appearance of the swelling. On the following day the hinder ligature came 
away, but no part of the tumour separated with it; a piece of lint was gently in- 
sinuated beneath it. On the thirteenth day, the whole swelling appeared about to fall 
off; it was a little shrunk, but the bright red colour still remained. On the sixteenth 
day, it came off, leaving a granulating surface which slowly healed and contracted. 
The child was at this time taken into the country, with the promise of bringing her 
back again, to have the remaining part on the auricle, which thrust it away from 
the head, and turned it down at right angle, operated on; but I regret that she 
never returned. So far, however, as it went, the operation was completely success- 
ful.—s. F. s.] 


1517. The destruction of teleangiectasy by caustic is, in all cases, to be 
considered as the most proper, where the swelling is broad and super- 
ficial, especially in children, as here extirpation with the knife is accom- 
panied with difficulty, and speedy danger of imminent bleeding; and 
often, on account of the seat of the disease and the delicacy of the child, 
can be as little relied on as the ligature. The most proper caustic is 
caustic potash, applied as a paste in an aperture of sticking plaster, put 
on around the teleangiectasy, or smeared over the part to be destroyed, 
for the purpose of making a slough of sufficient thickness and size, and 
then covered with sticking plaster. When the slough is thrown off by 
suppuration, it is to be treated simply as a suppurating part; healing 
follows with a corresponding scarcely perceptible scar. In very much 
spreading teleangiectasy, if on the first cauterization, the disease be not 
entirely destroyed, and shows itself afresh, I have never noticed its 
quicker spreading, and it is always cured by repeated cauterization. In 
adults, I have also employed Herumunn’s remedies for destroying tele- 
angiectasy with the best result; it must, however, be recommended for 
children always with great caution, as, in its extensive application the 
possibility of absorption of the arsenic is not to be denied (a). ‘The ap- 
plication of caustic potash is especially efficient in congenital teleangiec- 
tasy, which appear as little superficial red spots in the skin, by which 
they may be certainly removed, as every other treatment is declined by 
the parents on account of the inconsiderable appearance of the disease. 


(a) Heidelberg, klinische Annalen, vol. iv. p, 499, vol. ili. p. 331, 
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‘The application of caustic potash is, on every account, to be preferred to 
the actual cautery. 

[I have not had much opportunity of watching the result of this practice, as I al- 
ways either remove a teleangiectasy with a ligature or the knife ; but from the few 
instanees I witnessed, I am not inclined to hold so high an opinion of it as does’ 
Cueuius. In one case, especially, in which a great part of the scrotum of a child 
was affected with this disease, the application of muriatic acid, to produce constric- 
tion of the vascular mass, had only the effect of exciting irritation and hastening the 
growth, so that it soon acquired the bulk of an orange. It was then removed by a 
double ligature, excepting a very small portion, which occupied six weeks, as the 
ligature was not kept tight. Caustic potash was then applied over the whole 
granulating surface, after which the sore was allowed to heal; but the vessels were 
soon again found to enlarge, as well as the little portion of the swelling which had 
been left. The muriatic acid was again applied, but as unsuccessfully as before, 
and was followed by abscess of the healing of which the swelling soon re-acquired 
the size of an orange. And occasionally bled. I unfortunately lost sight of the 
case, so that I know not how it terminated, but it was quite evident the use of acid 
in this way was fruitless. 

T certainly would not on any account apply caustic to produce an eschar in cases 
of this kind, and of large size; as sloughing in children, when once set up, is not 
always controllable and often dangerous ; and a smal] tumour can be removed with 
greater readiness, and with less pain, by ligature or the knife, than by caustic. 
—J.F. S.] 

1518. For the production of a sufficiently violent inflammation and sup- 
puration, to consolidate the tissue of the teleangiectasy and convert tt into 
a mass of scar, various remedies have been employed. First, the fre- 
quently repeated and slight touching the teleangiectasy from its circum- 

erence towards its centre with caustic potash; by which, after every 
falling off of the thin slough, suppuration is kept up for a longer time. 
Second, in children who have not been yet vaccinated, the introduction 
of the cow-pock into the teleangiectasy; several slight punctures are to 
be made into it and its neighbourhood with a lancet moistened with 
lymph, and at regular distances apart. If there be bleeding, some lymph 
is to be at once introduced into the wound with a lancet, and even some 
folds of linen, steeped in the lymph, applied to the teleangiectasy. Ve- 
sicles form in the ordinary manner, and after the slough falls off, the te- 
leangiectasy has ceased (a). Similar to this treatment is the application 
of the ung. sew emplastr. tartari stibiati (HickMany;) after the production 
of pustules, poultices are to be applied, and after the separation of the 
slough, the parts are to be touched with lunar caustic, and bound up 
with sticking plaster. Third, the practice recommended by MarsHaLi 
Hatt (6), of piercing with a fine needle through the whole of the mass 
of the teleangiectasy, close to the sound part, and its repetition in from 
eight to ten different directions. The punctured canais heal and the 
tissue is thereby changed. Where possible, pressure may still be em- 
ployed, but it has no particular effect. Fourth, according to LALuE- 
MAND (c), cutting into or cutting out a piece of the teleangiectasy, and 
uniting the edges of the wound with the twisted suture, or the introduc- 
tion of long and thick needles through the swelling, which are not, how- 


_(@) Hopeson; in Med. Chir. Review, vol. (6) London Med. Gazette, vol. vii. p. 677.— 
vii. p. 280.—Lancet, vol. xii. p. 760.—Youne; Lancet, 1834. April. 
in Glasgow Med, Journal, vol. i, p, 93.— (c) Archives générales de Médecine. May, 
Downing; in Lancet, vol, ii, p. 237. 1815. 
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ever, used for twisting round the thread, but their points only bent up, 
and the part defended with a proper covering. When the needles have 
suppurated out, if the swelling still continue they must be introduced 
again. We need not be uneasy at the bluish, almost brackish, appear- 
ance of the swelling immediately after the introduction of the needles; 
it is a good sign that the inflammation will attain sufficient height. A 
frequent repetition of the lunar caustic is necessary; perhaps the appli- 
cation of nitrate of silver is better. F%fth, the introduction of a seton by 
means of a needle, through the teleangiectasy, by which the bleeding 
from the needle-stab is stanched, and by it remaining in a proper degree 
of inflammation, suppuration is produced (a). If the latter do not 
occur, some irritating injection should be thrown into the puncture, as 
Luoyp (b) has recommended, without the previous introduction of a 
seton. ‘The advantage of this, as well also of Hatu’s practice is that the 
skin upon the swelling is preserved and a smaller scar made. Of these 
different modes of treatment, which are especially employed in flat and 
spreading teleangiectasy, I must, after considerable experience, give the 
preference to the cauterization which I have proposed (1). 


(1) Ina case of teleangiectasy spreading over the whole right side of the face, and 
nearly over the entire upper lip, and which at several parts, especially on the upper 
lip, was very puffy and prominent, after all other means had been quite useless, I 
entirely removed it, and converted it into a smooth mass of scar by very frequently 
repeated cauterization with nitrate of silver, by which the upper lip was at the same 
time brought back to its natural thickness. 

[Parrison (c), of New York. in a case of teleangiectasy as big as a pigeon’s 
egg, on the shoulder of an infant eleven months old, varied Ha.t’s operation, by 
passing ‘‘ needles made red hot with a spirit-lamp, in rapid succession, about twenty 
times, into the tumour in all directions. There was no hemorrhage, and the child 
apparently suffered little pain. ‘The operation was repeated twice afterwards, after 
intervals of a week, and in the course of a month the tumour had entirely sloughed 
away, and the part healed without a vestige of the diseased structure being left.” 

Smiru (d), of Baltimore, recommends the introduction of threads soaked in a 
solution of lunar caustic, and dried at the fire, by a needle passed through the base 
of the tumour at different parts. 

Tyrre_v was in the habit of injecting these teleangiectasies with strong solution 
of alum, first making a puncture with a lancet, and then inserting an ANeL’s syringe. 
The operation generally required repetition two or three times; after each of which 
the swelling became more and more solid, and subsequently shrunk away. No 
inflammation of consequence ensued.—zs. F. s.] 


1519. If the seat and extent of the teleangiectasy admit neither of the 
prescribed treatments, or if they be employed without benefit, or if ex- 
pansion of the anastomosing branches of the arteries exist at the same 
time with the teleangiectasy, the final remedy is tying the principal trunk 
of the arteries with which the swelling is connected, and if this be in- 
sufficient in teleangiectasy of the extremities, amputation of the affected 
part must be performed. It is always advisable to apply a ligature before 
proceeding to amputation, as the latter can always be done if the former 
fail and the swelling increase, after the vessel has been tied, by the col- 


(a) Fawpineron; in North of England (c) London and Edinburgh Monthly 
Medical and Surgical Journal, vol. i. p.66.— Journal of Med. Science, 1842, p. 552. 
Macrtwain; in Medic.-Chir. Trans., vol. (d) American Journal of Med. Science, 
xviii. p. 189. vol. vi. p. 260, 1843. 

*(b) London Medical Gazette, October, 
836. 
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lateral circulation ; it is therefore of the utmost importance to apply the 
ligature as near as possible to the swelling. In extensive teleangiectasy 
on the head, experience shows that tying the common trunk of the carotid 
artery even on both sides, has rarely permanent result. 


Besides the early-mentioned eases of tying the carotid artery on one and both sides, 
(par. 1436,) and in branching aneurysm, (par. 1200,) eompare also the case of a 
very large teleangiectasy on the ear, in which tying the carotid artery produced only 
momentary benefit (a). Morr ina child of three years old obtained only imperfect 
result from tying the carotid artery, and subsequently tied the carotid on the other 
side. M6x.umr, ina child of four years old, tied both carotids with success (6.): 34 
knew a case, where in very extensive teleangiectasy of the ear and its neighbour- 
hood, tying both carotids, continued pressure and deep cuts which were successively 
made in the sound skin in the neighbourhood of the swelling, to produce a satisfac- 
tory scar, had no permanent result. 

When Jaxcer (c) asserts that amputation in simple teleangiectasy is never neces- 
sary, and that where undertaken it would not succeed on account of fungus, IT must 
deny this assertion. Teleangiectasy is of itself able, without branching aneu- 
rysm or other degeneration, to attain so frightful an extent, that no other means than 
amputation remains. 1 have seen one case in which a teleangiectasy showed itself 
after birth, as a small red spot in the middle of the upper arm, and in six months 
the frightful spreading had reached over the whole arm, from the elbow up to the 
shoulder and shoulder-blade ; but the parents of the child would not decide on per- 
mitting any thing to be done for it. In the case of an extensive teleangiectasy on 
the knee, which I formerly mentioned, where tying the femoral artery was unsuc- 
cessful, amputation was the only means of restoring the patient. : 

_ The Tattooing of moles on the skin, proposed by Pauxi, has yet to be mentioned. 
The part should be washed with soap and water, and rubbed till the blood is intro- 
duced into the most delicate branches of the erectile tissue; the skin is then made 
tight, and covered with colour similar to the natural colour of the skin, which is 
formed of white lead and carmine. Three needles, sunk intoa cork pad so that their 
points project, are then thrust into the skin, and their points from time to time dipped 
in the paint. In extensive spots we must proceed gradually, so as not to produce too 


great swelling. The most difficult part is the choice of colour corresponding to that 
of the skin. 


(a) von Wattuer, above cited, p, 241. (b) Jazcer, Handworterbuch, vol. i. p. 497. 
(¢) Above cited, p. 298. 
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1520. The veins are, on account of the weakness of their membranes, 
subject to a great degree of sensibility, and then form swellings which 
are called Vein-knots ( Varices, Lat.; Blutaderknoten, Krampfadern, Germ.,; 
Varices, Ir.) 

1521. Expansion of the veins generally takes place very slowly, and 
at first is not accompanied with any inconvenience; it gradually increases, 
the veins describe, in their course, larger curves, form unequal, defined, 
bluish or blackish prominences, which diminish on the application of 
pressure, but quickly return on its withdrawal, and cause a sensation of 
weight, and often severe pain in the part where itissituated. Varicose 
veins by their lying together, often produce large swellings and adema of 
the whole part: the coats of the veins thicken, adhere to the neighbouring 
parts; the skin covering them inflames, abscesses form, ulcerations also 
take place in the skin, and cellular tissue, (varicose ulcers,) which are 
closely connected with this varicose state, and so long as it continues 
cannot readily be induced to heal (1). Often by bursting of the vein 
considerable bleeding ensues; and sometimes the blood is poured into 
the cellular tissue by tearing of the vein. Often the blood coagulates 
in the expanded vessel, and the knots thereby produced are hard and 
incompressible (2). For the most part only the superficial, more rarely 
the deep-seated veins, in many cases not only the venous trunks, but 
also the minute branches, sometimes they alone, are expanded, and con- 


siderable swellings arise here and there. 

[(1) Bropiz says :— For the most part, the effect of inflammation of a varicose 
cluster is not to produce either abscess or ulcer. It is very remarkable that the blood 
in inflamed varicose veins coagulates; and they become choked up with the coague 
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lum. There seems to be something in an inflamed vein that is unfavourable to the 
fluidity of the blood which it contains. You observe this not only when varicose 
veins of the leg are inflamed, but when the veins are inflamed under other circum- 
stances, as in a case of piles. A patient comes to you with an external pile, which 
is large and very tender—it is inflamed. At first it contains fluid blood, but in a 
day or two it becomes filled with solid matter, and if you slit it open you find a solid 
lump of dark-coloured fibrine. If you slit open an inflamed varicose cluster in the 
leg, under these circumstances, you will also find that the cavity is filled up in like 
manner with coagulated blood. * * * The coagulum fills up the vein, and the vein 
becomes obliterated. Other varicose clusters may appear afterwards, but this one 
is cured. * * * By degrees the inflammation subsides; the coagulum becomes 
gradually absorbed; as the absorption proeeeds, the sides of the vein approximate, 
and it assumes the appearance of a narrow cord. In old cases of varicose veins, you 
will frequently find the skin becomes affected with a chronic inflammation; that is, 
it will look red, and be very irritable and tender. Sometimes the cuticle is, as it 
were, abraded, and an ichorous discharge takes place from the red ewtis. Occasion- 
ally the whole of the skin of the leg is in this condition. In other cases there is a 
chronic inflammation of the cellular membrane. ‘lhere is an effusion of serum into 
it, and the limb becomes edematous..* * * These inflammations are analogous to 
what we meet with in other cases of venous congestion. But In some instances you 
find inflammation taking place of a different kind in the cellular membrane, 
immediately surrounding the varicose cluster. The cellular membrane becomes in- 
filtrated with coagulated lymph, so that the varicose eluster is, as it were, imbedded 
in amass of solid substance. At first you would suppose that these veins are obli- 
terated, but they are not so. The lymph which has been deposited becomes organ-’ 
ized, and the coats of the vessel thickened, but they remain pervious nevertheless, 
containing fluid blood, which may be perceived with the finger, flowing freely 
through the gristly mass. Where there is this deposit of lymphiin the cellular mem- 
brane round the vein, the skin becomes inflamed near it, and this may give rise toa 
troublesome ulcer. The more usual history of a varieose uleer, however, is as fol- 
lows:—the skin is distended at some point, and a scab forms upon it. When the 
scab comes off there is an ulcer and the ulcer spreads. ‘The varicose ulcer in most 
instances begins about the inner ankle, but it may occur in other parts of the leg. 
* * * Such ulcers are inclined to assume an oval form, the long diameter of the 
oval extending in the course of the vein upwards and downwards. They are gene- 
rally nearly ona level with the surrounding skin. The surface of them is dark- 
coloured, when the patient is erect, and when the small veins are filled with blood; 
but when the patient lies down it becomes florid; the change taking place very 
speedily from dark to florid and from florid to dark. _The skin and the margin of 
the ulcer are generally of a dingy-red colour and partly deprived of the cuticle, so 
that it is often difficult to say where the latter terminates and the ulcer begins. Va- 
ricose ulcers are generally very irritable and painful. If the patient be very much 
upon his feet, they assume a foul and sloughy appearance, and not infrequently are 
disposed to bleed.”’ (pp. 165-168.) ; 
(2) Hopeson (a) says correctly:— The deposition does not in general fill the 
vessel, but, by diminishing its calibre, it retards the flow of blood, and causes the 
dilatation to increase in the inferior portion of the vein, and in the branches which 
opened into it. Prrir, who had observed this circumstance (b), was accustomed 
to open varicose veins, and draw out the string of coagulum. By removing this cause 
of obstruction, not only the increase of the disease was prevented, but the dilated 
vessels frequently diminished after the operation. Sometimes, however, the coagu- 
lum accumulates to such an extent as completely to obliterate the canal of the di- 
lated vessel. ‘I have seen,’? says Honeson, ‘* four cases in which this event ter- 
minated in the spontaneous cure of varices.” (p. 541.)] 


1522. The cause of varix is every hindrance to the flow of blood in 
the veins, as pressure and constriction, with continued flow of blood 
from the arteries, increased venosity, pressure of the gravid womb, cos- 
tiveness, peculiar direction and position of the body, for instance, the 
erect posture and so on (1). Sometimes varix occurs without any per- 

(a) Above cited. (6) Above cited, p. 43, p. 63. 
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ceptible hindrance to the circulation in different parts of the body, and 
seems to depend on weakness of the venous coats. VWarices-mostly show 
themselves where under natural circumstances the return of the blood is 
somewhat difficult therefore especially in the lower limbs (2), in the 
veins of the rectum and spermatic cord. The expansion of the veins is 
closely connected with the constitutional relations of the patient and cer- 
tain diseased conditions, so that in a manner’ it operates favourably, 
and belongs to the well-being of the patient. 


{(1) Dr. Battie (a) mentions a case of obliteration of the vena cava inferior, 
‘which was found to be changed into a ligamentous substance, from the entrance of 
the emulgent veins even to the right auricle of the heart. The cavity here was so 
entirely obliterated, as not only to prevent all circulation of blood through this part 
of the vein, but even in a great measure to prevent the admission of air by inflation. 
* * * The blood being prevented from passing through the vena cava inferior, 
flowed into the lumbar veins, enlarging them gradually, as that vein became con- 
tracted, till they were of sufficient size to receive the whole blood which returns by 
the vena cava. * * * The enlarged veins were in some places thrown into varices, 
B78) take place under the circumstances we have mentioned. (pp. 

» 28. 

Bropiz (4) says he has seen varicose veins of the fore-arm to a considerable 
extent. ‘There had been inflammation of the median-cephalic and cephalic veins. 
These had become obliterated, and in consequence of their obliteration, the blood 
i eee return from the fore-arm, so that the veins became varicose.” 
p- 159. 

Scarpa (c) observes:—‘‘ The celebrated Mr. Cuine having found in the body of 
aman, the znferior vena cava obliterated a little above its bifurcation, in consequence 
of a steatomatous tumour, which had formed in the cellular tissue behind the perito- 
nzum,and which occupied a part of the pelvis and lumbar region, remarked that the 
epigastric veins were become as large as the little finger, and that the superficial 
veins of the abdomen, as well as the lumbar, and those of the internal cavity of the 
abdomen, were in a similar manner very much dilated; the internal mammary vein 
likewise greatly enlarged, and also the epigastric, with which it anastamosed, 
opened, as usual, into the swperzor cava, near to the origin of the subclavian veins ; 
by which circumstance the venous blood of the lower extremities was poured into 
the superior cava, by means of the mammary vein, and into the ¢nfertor cava by the 
lumbar veins above the compression caused by the steatomatous tumour.”’ (p. 21, 
note.) 

Bronte relates the case of ‘¢a man who had varicose veins all down the right arm, 
and to a considerable extent down the right side of the chest. He had difficulty 
of breathing, and cough. One day he felt as if he had received a blow on one side 
of the chest, and immediately a Jarge abscess presented itself externally, as big as 
an orange, which had evidently made its way from the inside of the chest through 
one of the intercostal spaces. Immediately upon the appearance of this swelling, 
the varicose veins disappeared.. The man died, and on examining the body after 
death, it was found that there was disease in the bronchial glands ; suppuration had 
taken place in them, and a large abscess had been confined in the inside of the chest, 
which pressed on the right subclavian vein, and this caused the blood to stagnate 
in the veins in which it had its origin, and which had in consequence become va- 
ricose.’’? In another case, ‘* the superficial veins of the chest and upper extremities 
were extensively varicose. * * * On examining the body, a large medullary tu- 
mour was discovered within the chest, which by its pressure on the lower part of 
the trachea, and on the junction of the two subclavian veins, had obstructed at once 
the entrance of air into the lungs, and the return of the blood to the superior vena 
cava.” (pp. 159, 160.) 

(2) Generally speaking, the superficial veins are most prone to become varicose, 
and specially those of the lower limbs. Hopeson says:—‘* The only instance of variz, 


(a) Of uncommon appearances of Disease in Blood-vessels; in Trans, Med, and Chir,, 
vol. 1. 1793, 
(b) Above cited. (c) On Aneurysm (Translation.) 
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in the upper arm with which he was acquainted, is mentioned by Petir (a); it was 
situated at the bend of the arm, and the patient was so fat that no other vein could 
be found for the purpose of venesection, which operation Petir repeatedly performed 
by puncturing this varix.”” (p. 539.) : 

Bropiz’s cases just mentioned are also examples, though from different cause. 

Vexprau says he has seen in two persons the arms, fore-arms, and hands covered 
with varicose swellings; also a mass of varices as big as the fist, between the angle 
of the jaw and the right clavicle, in a young man; a varie as large as the thumb 
under the edge of the orbit in a girl; anda pretty large one, in a man, upon the 
course of the sagittal suture, which seemed to come from the longitudinal sinus. 
And he mentions another, as big as the thumb, beneath the tongue. (p. 420 ) , 

But the deep veins also occasionally are so affected, as in the instance just cited 
even within the great cavities of the trunk. I have also very recently seen in St. 
Thomas’s Hospital, a varicose enlargement of the femoral vein, immediately below 
Poupart’s ligament, as big as half a pigeon’s egg, and in the seat of femoral rup- 
ture, for which it might have been easily mistaken. -Hopeson also says:—Mkr. 
Cuine described in his lectures the case of a woman who had a large pulsating 
tumour in her neck, which burst, and proved fatal by hemorrhage. A sac proceeded 
from the internal jugular vein. The carotid artery was lodged in a groove at the 
posterior part of this sac.” (p.539.) I have no doubt that this is the brief history 
of a preparation in the Museum at St. Thomas’s, which precisely eorresponds with 
the account.—s. F. s.] 


1523. The cure of varix first requires the removal of the cause which 
hinders the circulation in the veins; and this done it frequently disap- 
pears of itself. Obstruction in the bowels must be got rid of, the mode 
of living properly regulated, continual standing, and the like, forbidden. 
The most proper remedy, if after the removal of the causes the knots do 
not subside, or if they depend on local weakness, is the suitable com- 
pression of the whole part with bandages, the effect of which is assisted 
by the employment at the same time of strengthening contracting re- 
medies. A radical cure thereby is rarely effected, for when the com- 
dression is removed, the swellings of the veins, edema and varicose 
ulcers return. 


[Bropir says :—‘‘In many cases where the disease is limited, you may apply 
merely a partial bandage of adhesive plaster, which will answer the purpose per- 
fectly, giving the patient scarcely any inconvenience. There being, for example, 
only two or three varicose clusters of small size, you need not trouble the patient 
with a complete bandage for the whole leg. * * * Having marked the place, 
(whilst the patient stands erect,) let him recline with the foot raised so that it may 
be the most elevated part of the whole body. Then, the variz having been thus 
completely emptied, apply one of the pieces of adhesive plaster (three or four inches 
long, and an inch or an inch and a half wide) across the varicose vessels, and after- 
wards apply the others in the same manner, drawing up the skin under them, and 
taking care that the plaster is not throwninto folds. ‘The plasters being applied in this 
manner, and being strained on the skin beneath, prevent the vein from becoming 
distended when the patient stands erect.’? (p. 169.) If the skin be irritated by the 
resin in the adhesive plaster, he recommends instead emp. thur. comp. with a little 
soap cerate, or soap plaster spread on amadou. ‘In those cases, however, in which . 
the veins of the leg are extensively varicose, this partial compression will not be 
sufficient, and you must apply a bandage for the whole leg.” (p. 170.) Calico, 
flannel, or stocking-web roller; the Indian rubber web confines too much heat, and 
does not, in most instances, afford sufficient support to the weak vessels. Laced 
stockings, either of nankeen, Indian rubber cloth, or spiral wire are sometimes used, 
but the latter two are objectionable, on account of the heat. 

If the varicose veins become inflamed, the patient should be kept in bed in the 
recumbent posture, have cold lotions applied, and his bowels freely opened; and 
occasionally it may be necessary to employ leeches, on the use of which Bropis 


(a) Traité des Maladies Chirurg, vol. ii. p. 49, 
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gives the following very pertinent advice :—‘‘ Do not apply them immediately over 
the veins; they should be applied higher up on the leg, on the sound skin. The 
bite of a leech over an inflamed vein will give the patient a good deal of pain, and 
the little wound will be difficult to heal. If you apply the leeches on the sound skin 
on the thigh, or the upper part of the leg, you will relieve the varicose veins just as 
much as if you had applied them on the veins themselves, without giving the patient 
pain at the time, or trouble afterwards.” (p. 173.)] , 

1524. In order to effect a radical cure of varices by closure with a clot 
of blood, and by obliteration of the vein, various remedies have from the 
earliest times been proposed. First, puncture; second, incision; third, 
extirpation ; fourth, tying; fifth, cutting through; sixth, application of 
caustic; seventh, piercing with needles or threads; eighth, lateral com- 
pression of the veins. 


According to GorrscHALk (a), the destruction of a vein never produces a radical 
cure; on the contrary, the especial cause of varicosity, to wit, a slow circulation in 
the veins, is farther increased ; hence there results from tying a venous trunk edema 
of the Jimb, and aggravation of the disease, in addition to the danger of tying the 
vein. Support of all the veins by simultaneous compression is the true mode of 
cure, and there is nothing more proper for this than a paste roller. A moist roller 
is first applied, and then smeared with paste, and over it a second vaste roller. The 
moisture cools the limb pleasantly, and the regular pressure removes all the weight 
depending on expansion of the veins. 

1525. Puncture of the varic with a lancet (anciently proposed by 
Hippocrates) must especially be employed in varices largely filled with 
coagulated blood, as well also as in those which are very painful, in- 
flamed and much expanded ; and, after the removal of the blood, pres- 
sure, together with cold applications and the horizontal posture are to be 
employed. ; . 

1526. In cases of larger size and greater extent, the skin and the vein 
must be cut into, by an incision two inches long, upon the largest knot, 
the escaping blood kept back with the finger, the cavity of the vein 
plugged with sponge or lint introduced into it, and the bleeding stanched 
by the application of compresses and circular bandages. If the varicose 
expansion be only on the leg, one cut is sufficient; if it extend to the 
middle of the thigh, one cut is to be made above the ankle, a second 
close above the knee, and if the whole thigh be affected, a third cut is 
to be made at equal distance. The limb is then to be bandaged, and 
cold applications to it used for some days. Inflammation takes place in 
the vein which so spreads from the principal to the other varix, that a 
greater degree of plasticity arises in them, and the neighbouring varices 
disappear (4). 

1527. In some very prominent knots; or even in swellings formed by 
the agglomeration of various veins, extirpation, (ctrsotomia,) originally 
proposed by Cexsus, has been practised. In the separate knots, the 
skin, if moveable, should be cut through in a single fold, so that the cut 
may reach from above to below, over the knot, which is then to be raised 
with the hook, separated, and cut off above and below. If the skin be 
adherent, it must be taken away as well as the knot. In the same man- 
ner the large swellings are to be treated, and the divided vein tied at its 


(a) OprennEIM’s Zeitschrift fiir die ge- (6) Grarre, in his Introduction to C. 
sammte Medicin, vol. xxii. pt. ii. Bew’s Surgery. 
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upper and lower end; or, if the position permit it, the bleeding is to be 
stanched by pressure (a). ; 

1528. Tying (proposed anciently by Artius and PauLus cinera) is 
to be performed in varix of the lower extremity, on the principal trunk 
of the saphenous vein, above the swollen part, which is to be laid bare 
by a suitable cut through the skin, freed from cellular tissue, and the 
ligature carried round it with a probe; after which, pressure is to be 
kept up in the horizontal posture (6). Rrcorp (c) removes the subcuta- 
neous connexion of the vein, lifts up the vein in a fold of the skin, and 
thrusts a suture needle, armed with a double thread, through the skin 
behind the vein, then lets go the vein, without leaving hold of the skin, 
and carries the needle back through the same holes reversed above the 
vein, so: that the vessel is caught in a subcutaneous loop, both ends of 
which being held together at the same wound in the skin, are tied on a 
piece of elastic bougie as in the quill suture. In a similar way, but with 
two loops, the subcutaneous tying may be performed, according to 
Tavienor’s method. (par. 1432.) 

[The practice of tying the saphenous vein was revived by Sir Everarp Home, for 
varicose veins of the leg, either with or without ulcers; and he stated (d), “‘ that in 
the course of a week after the operation, the veins in general were very much 
diminished in size; and in all the cases the ulcers put on a much more healthy 
appearance in less than three days after the operation; and from that time, where no 
circumstance occurred to prevent it, went on healing like ulcers in healthy parts.’ 
(p. 330.) It, however, happened after this statement, that several patients died from 
inflammation of the vein following the ligature; and I recollect being present at an 
operation of this kind, after which the patient became extremely ill and delirious ; 
and, though she recovered of the operation, lost her senses, and was obliged to be 
placed ina madhouse. These results put a stop to this dangerous practice, vaunted 
as it had been by Home; and there are, I apprehend, few persons who would now 
venture on performing it.—s. F. s.] 

1529. Sorera practised cutting through the vein above and below the 
knot, above the knee and low on the leg; he made a longitudinal cut by | 
the side of the vein, cut through the vein, and prevented its union by the 
introduction of lint. Bropre (e) makes the subcutaneous division of the 
vein, but he thrusts a narrow, very pointed, slightly-curved bistoury, flat 
on the side of the vein, between it and the skin, and, in withdrawing it, 
cuts through the vein without wounding the skin. The bleeding is 
stanched by pressure. . 

[In reference to the sub-cutaneous division of varicose veins, Bropir observes :— 
‘* Although there may be danger from operations on the vena saphena, we have no 
right to expect danger from operations on its smaller branches” (p. 188); and it 
was upon these he formerly operated. ‘+ With my present experience,” he, how- 
ever, observes, “‘it really appears to me that, in ordinary cases, it is not worth the 
patient’s while to submit to it, as I always observed that, if I cured one cluster, two 
smaller ones appeared, one on each side, and that, ultimately, I left the patient no 
better than I found him. The operation, however, is proper where there is a vari- 
cose cluster much distended, and liable to burst and bleed. Here you may actually 
save the patient’s life by having recourse to it; and you may do so without con- 


(a) Boyer, Traité des Maladies Chirurgi- Ligature sous-cutanée des Veines; in Bullet. 


cales, vol. ii. général de Thérapeutique. July, 1839. 
(6) C. Bex, above cited, p. 91.—Hopeson, (d) Practical Observations on Ulcers, 
above cited, p. 550.—Moutinig, J. Second Edit. 8vo, 1801. 


(c) Da Traitement des Varices par la (e) Above cited. 
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rte whether fresh clusters are or are not likely to form afterwards.” (pp. 189, 

1530. The application of the actual cautery (according to CeLsus, upon 
the knot laid bare by a cut through the skin) and the destruction of the 
skin and the knot with caustic potash (Parr, Brovre) have been given up 
on account of the obstinate ulcers to which they gave rise (1); but the 
employment of caustic potash is again recommended by Bonnet (a) and 
Laverer (6). Bonner at the same time employs the introduction of 
needles after Davat’s method, and the latter applied the caustic upon the 
vein, after laying it bare with a cut through the skin. von Frorizp 
overlays very large expanded veins of the lower extremity with com- 
presses, moistened with concentrated, not smoking nitric acid, till the skin 
becomes erysipelatous, and the swelling firm and painful, and repeats it, 
after the subsidence of these symptoms, till the cure. 

[(1) Mayo (c) has also recommended the use of caustic potash, or a caustic paste 
on the sub-cutaneous venous trunks of the leg in cases of vartz. ‘The vein,” he 
says, ‘‘is often tender during several days, for the extent of three or four inches 
above the place at which the caustic is applied. The obstructed part does not exceed 
more than half aninch to aninchiniength. I have never known acute phlebitis su- 
pervene in employing this practice.”’ (p. 433.) Bropin, however, is now entirely 
opposed to it; he says:——** The application of the caustic potash was very painful; 
the slough took a long time to separate; the sore took a long time to heal; and 
where one cluster was cured, other clusters appeared. Altogether it was a very 
aor process, and my own experience does not lead me to recommend it.” (p. 
187.) 

1531. The introduction of needles through the walls of a vein produces 
either only slight irritation of the vein, and the formation of a clot, which 
fills its area, and finally causes its obliteration; or, with a less degree of 
irritation of the opposite points of the iaternal coat of the vein, and their 
simultaneous contact, produces its obliteration. In the first proceeding 
a pin (an insect-pin) is to be carried transversely through the vein, and 
left there for from two to six days with rest, and corresponding dietetic 
treatment of the patient. On the second day swelling around the pin 
begins, which is caused partially by the clot formed in the vein, partially 
by the slight inflammatory process set up in, and around it. The swell- 
ing increases on the following days, becomes at the wound, more rarely 
throughout its whole extent, of a pale rosy-red colour, and at the same 
time the vessel, as well as its neighbourhood, without pain on pressure, 
feels more compact. The earlier this appearance sets in, the sooner may 
the pin be removed. With small veins one pin is sufficient; but in the 
larger it is better to introduce two or three, in which case the one brings 
the front, the other the hind wall of the vessel nearer together, and the 
third is thrust through the middle of the vein. Experience is strongly in 
favour of the symptoms ensuing, and of the results arising from this mode 
of treatment (d). In the second proceeding, a pin is to be thrust trans- 
versely wnder the vein, which is to be raised up by it, so that a second 
pin may be thrust through it twice, in the longitudinal direction. With 
this object a second pin generally straight or curved, round or flattened, 
is introduced through the skin and vein, about a line below the place 

(a) Archives générales de Médecine. June, (d) Kun, C., Die Heilung der Blutader-. 
1839. Erweiterungen durch Acupunctur, Breslau, 


(b) Balletin Chirurgical. August, 1839, 1838. 
(c) Outlines of Human Pathology, 
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where the transverse pin cuts the axis of the vessels, carried upwards 
beneath that pin, and thrust from within outwards through the vein and 
skin—the two pins, forming a cross, are to be surrounded with a thread. 
One pin may be also thrust transversely through the skin and vein, and a 
thread twisted round it, like a figure of @. The pin is to be left till it 
have excited inflammation (about five days.) The little fistulous wound 
soon heals. This mode of treatment should be preferred before all the 
rest, on account of its slightness, of its less pain and danger, and the cer- 
tainty of the cure (a). Experience, however, shows that wide and deep- 
spreading phlegmonous inflammation, with fever, redness of the tongue, 
sooty colour of the teeth, irritation of the mucous membrane of the sto- 
mach, swelling of the inguinal glands, extensive suppuration, and even 
death may ensue from this practice (b). According to Franc (c), the 
pin should be thrust through the skin near the vein, carried behind it, 
thrust out at the other side, and a thread wound around it. ‘Two days are 
sufficient to produce complete obliteration of the vein (1). Fricke (d) 
introduces, with a moderately strong needle, one, and, in great varicosity, 
several threads dipped in oil through the vein, and ties the ends upon the 
skin ina bow. In from twenty-four to thirty-six hours the threads are 
to be removed, the patient kept quiet, without any dressing, and, on the 
appearance of inflammation, cold water or lead wash are to be applied. 

{(1) Veutpeau (e) says, that he ‘‘never saw, in more than one hundred cases in 
which he had performed his operation, any troublesome symptom ; a slightly spread- 
ing external ph/ebctis, some little phlezmonous swellings, and small abscesses, were 
nearly all the consequences. Often pleasing myself,” says he, ‘with my continual 
success, you may judge what fear I had of it coming to an end. Unfortunately, at 
last it came.” A patient was operated on by him on #pri/ 4, 1839, two of the pins 
were removed on the s¢xth, and the other two, with the ligatures, on the following 
day, the tied parts being scarred, and the patient free from pain. On the eleventh 
night, however, he was attacked with intermitting shiverings accompanied with 
nausea and vomiting; and on the following morning the leg was red and swollen, 
which extended next day up the thigh, and where the ligatures had been applied the 
skin assumed a violet-colour, and livid spots appeared on different parts of the body; 
he became delirious, had continued tremors, and weak quick pulse. On the four- 
teenth day the face had become purple, the lips dry, and he was very comatose: 
large and distinct spots appeared on the inside of the arms, and the hands were 
swollen and bluish; the whole of the limb which had been operated on was enor- 
mously swollen; the extremities became cold, and he died the same morning. The 
only important points in the ecamznation were the fluidity of the blood, and the enor- 
mous distention of the vena cava; incipient ulceration in the intestines: the vein 
which had been tied had not been perfectly obliterated. (pp. 442, 43.)] 

1532. Lateral compression of the vein (according to BRESCHET’s prac- 
tice in Varicocele) has been performed by Sanson (f°) by means of for- 
ceps, between which a pair of metal plates, fifteen lines long, covered 
with leather, which compressed the vein, raised up in a fold of skin suffi- 
ciently to prevent the blood circulating through it. The forceps are to 


(a) Davat, Thése, De l’Oblitération des 
Veines. Paris, 1833; in Archives générales 
de Médecine. May, 1833.—Du Traitement 
curatif des Varices par l’Obliteration des 
Veines a Taide d’un Point de Suture tem- 
poraire. Paris, 1836. 

(6) Durreise, in Journal Hebdomad. 1836, 
p. 265.—Lanpouzy, H., Du Varicocéle, et en 
particulier de la cure radicale de cette affvc- 
tion. Paris, 1838. 8vo. 

(c) Journal des Connaissances Medico- 


Chirurgicales. 1835. July.—Veverau, in Ré- 
vue Médicale, July, 1838.— Merwin, in Lon- 
don Med. Gazette, Oct. 1838.—1 urri, in 
Annali Univers. di Medic., 1837, Nov., Dec. 

(d) Medicinische Zeitung. Berlin, Aug. 
1833. Hamburg. Zeitsch, vol. i. pt. i. p. 12. 

(e) Lecons Orales. 

( f) Gazette Médicale, 1836. Feb. Ham- 
burg. Zeitsch., vol. ii, pt. ii, p. 250.—Fro- 
rixp’s Chirurgisch. Kupfertaf,, pl. ecelxxxvi. 
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be frequently applied at different places, so that no slough should be 
formed. A plug of blood is thus produced, which stops up the vein. 
1533. In reviewing these different modes of treatment for the radical 
cure of varix, it must be remembered that in all those accompanied with 
wound of the vein, there is danger of venous inflammation arising, which 
often spreads widely and causes death. This is the more important, as per- 
sons who are subject to varix have, for the most part, accompanying gouty 
or rheumatic affections, stoppage, and fulness in the belly, and extensive 
alterations in the venous system at the same time, whence they are the 
more disposed to such inflammations; so that it must not be overlooked 
that, on account of the causal relations of varix to such general diseased 
condition, it often belongs to the’ relative well-being of the patient, and 
that after its removal other symptoms set in, or expansions in other parts 
of the venous system occur. Such radical cure of varix must therefore 
never be undertaken without careful review of the patient’s general con- 
dition, and never without important reason, and pressing demand. In 
old persons it has never any benefit. Puncture is least dangerous; but, 
in regard to its result, a radical cure, very uncertain. ‘Tying and incision 
most frequently set up dangerous inflammation; less so do extirpation 
and the introduction of threads. But even in the latter seemingly trifling 
proceeding, inflammation of a very severe degree may ensue, though less 
after the simple introduction of the needle or thread, (Kun, Fricxe,) than 
in tying the vein at the same time, (Davart, Franc, and others,) in which 
the circulation through it is entirely arrested. In this respect the simple 
compression of the vein, after Sanson’s plan, deserves especial notice, if 
farther observation should prove the certain closure of the vein thereby. 


Il.—OF VARICOCELE. 


(Varicocele, Cirsocele. Lat.; Krampfaderbruch, Saamenaderbruch, Saamenader- 
geschwilst, Germ.; Varicocele, Fr.) 

Ricuter, Observationes chirurgice, fase. ii. p. 22. 

Teip., Anfangsgriinde der Wundarzneikunde, vol. vi. p. 165. 

Morray resp. Bonspore, Dissert. de cirsocele. Upsal, 1784. 

Leo, F.,-Dissert. de cirsocele. Landish, 1826. 

Benepictr, Ueber Hydrocele, Sarcocele und Varicocele. Leipzig, 1831. 

Lanpouzy, above cited. 

Frirscut, J., Ueber die Radicalkur der Phlebectasia spermatica interna oder 
sogenn. Varicocele, u.s. w. Freiburg, 1839. 

1534. Varicocele or Cirsocele is a varicose expansion of the veins of 
the spermatic cord, and in a more advanced state of those also of the 
epididymis and testicle. ‘The disease always commences in the spermatic 
cord, and generally makes itself known by a heavy, often smart pain, 
which from time to time darts to the testicle and loins; the ailment, 
however, frequently developes itself without any inconvenience. An 
irregular swelling, consisting of several threads, is felt along the course 
of the spermatic cord, which diminishes on slight compression. In pro- 
portion as the swelling gradually increases, it approaches nearer the 
testicle, which enlarges, and becomes heavier; by degrees the varicose 
condition extends to the epididymis, and thence to the testicle itself, 
which is loosened into a soft, doughy mass, and presents only a convo- 
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lution of expanded vessels, probably simultaneous thickening of their 
walls, and of the cellular tissue connecting them. ‘The purse also is 
expanded, and the patient feels a troublesome or painful weight in the 
testicle, which sensation extends to the loins, especially when it has 
existed a long time. The characteristic signs of varicocele are the ready 
disappearance of the swelling on compression, its quick reappearance 
when the pressure is withdrawn, as well as its increase on long-continued 
standing. As these appearances belong to ruptures, and as in a large 
varicocele the swelling enters the abdominal ring, by which it is enclosed, 
and its condition, when touched, has-resemblance to that of omental 
rupture, the history of the disease, and the characters already described 
(par. 1200) must give the diagnosis. | 

The words cérsocele and varicocele are used with different significations. Many 
writers apply the former only toa simple swelling of the superficial veins of the 
purse; but the second to a swelling of the spermatic veins. Some employ varicocele 
in this double acceptation, and czrsocele as a swelling of the vessels of the epededymis 
and testicle: again, others consider both designations as of similar import. 

According to Bresoner (a) spermatocele is a swelling of the spermatic cord, and 
especially of the epididymis, depending on retention of the semen. It begins with a 
sensation of jpressure, distention, and more or less severe pain. If the semen be 
not voided by pollution or by connexion, inflammation, bursting of the swelling, 
and actual fistula ensues, which is characterized by the escape of the semen (1). 
This affection of the epididymis is especially observed in gonorrhea, and the swell- 
ing of the testicle ensuing in proportion to the decrease and entire cessation of the 
gonorrhea, which always begins in the epididymis, depends on the retention of the 
semen. In this spermatocele, connexion, moderate living, avoidance of exciting the 
imagination, cold washes to the generative organs, and, in inflammation, the appli- 
cation of leeches are to be recommended. In fistula nothing can be done directly. 

[(1) Spermatocele is often a sore nuisance to young people; the testicle become 
so exceedingly tender that the mere pressure of the dress upon it causes great pain. 
It is not generally accompanied, at least in the cases I have seen, with much swell- 
ing and I have never séen it followed by suppuration, as Brescuer states. But I 
have known it recur very frequently, at intervals of two or three months, for as many 
years, between sixteen and two or three and twenty. I do not believe it will have 
usually the results stated; but it is a most troublesome and annoying complaint, 
compelling the patient to keep himself completely at rest, and is not very easily 
controlable. Keeping the bowels free, and avoiding excitement of all kinds, bodily 
or mental, with a cool dressing, and supporting the testicles with a suspensory 
bandage, is almost all that can be done; and that not of much benefit. Usually 
after a time it is outgrown, and the disposition to it ceases.—zs. F. s.] 


1535. The causes of varicocele are various, though in some cases 
often not at all determinable. For the most part it depends on weakness 
of the spermatic veins, produced by great congestion, in consequence of 
venereal excesses, onanism, or from long-continued libidinous appetite, 
or after previous inflammation of the testicle, from obstructed return of 
the blood in persons of sedentary habits, in swellings and costiveness of 
the bowels, from a truss pressing the spermatic cord, from particular 
employments, and so on. The disease occurs more frequently on the 
left than on the right side, the ground of which is to be sought for in 
various causes (1). Sometimes it is accompanied with hemorrhoidal 
inconvenience. ‘The disease is most commonly noticed in young per- 
sons, from fifteen to thirty years of age, rarely in older people. In many 
eases, however, the etiology of this disease is quite obscure, and it is 


(a) Observations et Réflexions sur la Fistule spermatique ou S ermatoosle : in Journal 
général de Médecine, 1826, June, p. 348. B q Pp ; ourna 
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indeterminable what share the above-mentioned causes have on its origin. 
The complaint often remains in a slight degree stationary, although, on 
account of the mode of living and employment of the patient, its increase 
is on every ground to be feared (a). 

(1) Many derive this disease from pressure of the sigmoid flexure of the colon on 
the vessels of the spermatic cord. Morcaeni and A. Coorrr place the cause in the 
entrance of the spermatic vein of the right side into the vena cava ascendens, in an 
almost parallel direction with that vessel, whereby its emptying is more readily 
effected ; whilst the vein on the left side terminating in the emulgent vein, the cir- 
culation produces an obstacle, as the two streams do not take the same direction. 
The length of the veins of the spermatic cord, on the left side, has also been charged 
with it, as well as the narrowing of the mouth of the left inguinal canal, in conse- 
quence of the contraction of the abdominal muscles, in the exertion of raising 
weights, on account of the bending over to the right side (Lenorr.) 

1536. If the disease be left to enlarge, it changes the structure of the 
testicle by overspreading it, rendering it useless for its function, or atro- 
phic: by the enlargement of the swelling are produced swellings of the 
veins of the purse, inconvenience from its weight, and not unfrequently 
considerable pain, especially on long-continued standing, or any over- 
exertion, and even the impossibility of walking without a syspender. In 
general there is also a greater secretion of the scrotal skin. Where a 
quick course of the disease, with violent pain and speedy wasting of the 
testicle have been observed, (Porr, A. Cooper,) it appears to depend 
less on the varicocele than on another and indeed traumatic influence. 

1537. The treatment of varicocele must principally depend on its 
cause, and when this is known, it must be removed according to the 
general rules laid down. In a trifling degree of the disease, the purse 
may be supported by means of a well-fitting suspender; and by the 
repeated use, during the day, of cold astringent applications of lead wash, 
solution of alum, aromatic decoctions, frequent washings with these 
remedies, or with cold water and spirits of wine, or with lg. mineralis 
Horr., naphtha, and so on; even blisters may be applied to the purse 
to increase the contractility of the part. The patient must at the same 
time avoid all exertion, constant standing, and walking; and especially 
he must properly regulate his living. In most cases, however, the in- 
convenience of the patient is only lessened, and a check given to the 
progress of the disease. 

1538. In the more advanced state of varicocele, if it cause consider- 
able inconvenience or be connected with rupture, various modes of 
treatment have been proposed with a view to the radical cure, as extir- 
pation of the varicose vessels, tying all (1), or a single bundle of the 
swollen veins (2), tying the spermatic artery (8), carrying through 
threads or needles, ur a simultaneous surrounding of the latter with 
threads (4), excision of a part of the purse or its inclusion in a ring (5), 
the ensheathing of the skin of the purse (6), and the continuance of 
pressure by means of a compressor or a pair of forceps (7). 

(1) According to Cetsus the superficial veins were cauterized with a pointed iron, 
and the whole bundle of deep veins tied and extirpated. In the same way have 
Part Heister, Petit, Cumano, Key, and others, proceeded with some modifica- 
tion, in whieh they have only removed the veins, or even the testicle itself. 

(2) Cuarues Butt considered the separate tying of one or more venous strings suffi- 


(a) Dexrncn, Précis élémentaire, vol. iii. p. 266. 
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cient. The veins are to be laid bare by a longitudinal cut through the skin and ge- 
neral scrotal covering, one of the largest venous strings grasped with the fingers, 
separated and tied with a thread. When this disease is very large, two and even 
three strings must be tied ; and the wound closed. The ligatures separate in a few 
days. a 

Dates (a) divides the skin by a cut of two inches long, parallel to the sperma- 
tie cord, euts through the m. cremaster and sheath with the forceps and bistoury, 
raises one vein from the rest, isolates it, passes under each a piece of thick soft Ger- 
man tinder, and then puts a single ligature on the latter. The ligature is only to be 
drawn so as merely to bring the walls of the vein together, and prevent the flow of 
blood through it; whereupon great swelling of the varicose vein ensues. The 
wound is to be lightly filled with lint and covered with a softening poultice. The 
ligature is to be removed on the third day. Detprcn has noticed, after the perform- 
ance of this operation, the restoration of the function of the testicle. 

Tavignor’s subcutaneous ligature in the way already mentioned. (par. 1432.) 

(3) Mavunorr, (b) Brown, (c), Amussar (d) and Jamzson (e), have tied the sper- 
matic artery successfully, but, Grazre (f.) without success. According to Mavu- 
worr, the cut should be made half an inch long, below the abdominal ring in the 
course of the cord, its sheath opened, the artery separated, a double ligature applied, 
and the vessel divided between them. If the varicocele exist in such a degree that 
simultaneous loosening of the spermatie cord and testicle expand the scrotum to a 
large swelling, this proceeding is more difficult, and it would be better to make, 
close above the,external abdominal ring, a cut two inches long, obliquely upwards 
and outwards, to cut through the outer walls of the inguinal canal, to open the 
sheath of the exposed spermatic cord with a shallow incision, and carefully to sepa- 
rate the artery. In this case it must not be overlooked that the spetmatic artery also 
divides below the external ring (g). 

(4) According to Fricxs apart of the purse should be grasped with the left hand, 
so that one of the expanded veins may be found between the fingers, upon which 
with a common needle the skin and vein are to be pierced obliquely, and a thread 
introduced which is to be tied upon the skin. This operation, which may be re- 
peated on one or two other veins, is easily performed and little painful. The purse 
should be kept horizontal. and supported ona pillow. Tf, on the next day, redness 
of the skin and sensibility of the testicle occur, the thread is to be withdrawn. The 
swelling gradually subsides, and the veins are converted into solid strings, free from 
pain. - 

According to Kuu (A) every single vein of the plexus, on both sides of the purse, 
is to be grasped with the fingers and perforated with a needle, each needle to be en- 
sheathed in a proper cork, and the purse supported with compresses or a suspender. 

According to Davar and Franc (7), the varicose veins should be separated from 
the vas deferens, and one or two needles thrust between them ; a waxed thread is to 
be twisted several times round such needles, and tied fast, by which the vein is con- 
stricted and obliterated. France believes that two days, and even a shorter period, 
is sufficient to produce complete obliteration of the vein. Raynavn’s practice (/) 
agrees with this, but that he applies a linen cylinder on the skin, upon which he ties 
the threads together; by tightly tying, he divides the spermatic cord till the skin 
alone remains undivided, whieh after the ligature has been drawn out, is divided 
upon a directory, and the superficial wound heals quickly afterwards. 

(5) Wormatp (f) passed the lower part of the purse through a soft, wide silver 
ring, an inch in diameter, and covered with leather. whilst the patient reclined, and 
the veins were empty, and fastened it so tightly together that the parts could not 
escape. This was done every morning, whereby inconvenience was avoided. A. 

(a) Mémorial des Hdépitaux du Midi d) La Clinique des Hépitaux ili. N 
1830.—Journal von Castes u. Warner, 92, ‘ jaa Se 
vol. xvii. p. 329, (e) Medical Recorder, 1825, April, p. 271. 

(b) Nouvelle Méthods de traiter le Sarco. (f) Klinischer Jahresbericht, 1822, 


S. 


eéle, sans avoir recours a l’extirpation du (g) Dierrics, above cited, p. 448, 
testicule, ete. Genéve, 1820—Journel von (h) Above cited, p. 58, 
Grarrz und Watrurr, vol. iii. p. 369. (i) Above cited. 


(c) New York Medical and Phys. Jour. (j) Gazette Médicale, Dec. 1837.—Fro- 
nal, 1824, March. nirp’s, N. Notizen, Febr. 1839. No. 99. 
(k) London Medical Gazette, 1838, A pril. 
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Coopxr (a) objects to this proceeding, and recommends cutting off a sufficiently 
large flap of skin from the purse, after which the suture is to be so applied that the 
lower flaps of the wound should support the testicle like a suspender. By this 


means the varicocele is diminished, though not removed, but all inconvenience is 
got rid of. 


(6) In a similar manner the ensheathing and shortening of the purse, proposed by 
Leumann (6), acts. The whole of the front of the purse is thrust up with the fore- 
finger of the left hand, so high beneath the skin of the belly, till the bottom of the 
purse is brought above the horizontal branch of the share-bone, and the testicle lies 
pretty close to the belly. Gerpy’s rupture-needle, armed with a double thread, is 
then introduced into the bottom of the ensheathed canal, the purse, and the over- 
lying skin of the belly, penetrated with its point, so that the eye with the threads 
may project some lines. With the assistance of a pin, the end of one thread is to 
be freed from the eye and the needle being drawn back, is then thrust through again 
in the same way, half an inch deeper, and the other end of the thread pulled out. 
The ensheathed skin is drawn with the thread loop so close to the belly, that the 
testicle lies hard by it. ‘The two ends of one thread are then tied upon a wooden 
cylinder, as big as a crow quill, about an inch and a half Jong, and covered with 
sticking plaster; and afterwards the other. 

(7) Brescuet (c) has proposed a simple and certain mode for employing com- 
pressors, both for the swollen veins of the purse, and also for those of the spermatic 
cord ; and from his practice are, to a certain extent, those of a recent date derived. _ 

Compare also Lanpouzy, above cited.—Rocnerra; in Bulletin de Thérapeutic, 


vol. vil. pt. i. 
1539. Of these various modes of treatment for the radical cure of 
varicocele, both according to my own and other’s experience, that pro- 
posed by Brescunr as regards its easy employment, its applicability to 
the different stages of the disease, its certainty, and its freedom from dan- 
ger, is to be esteemed the most proper and the most preferable. Extirpa- 
tion of the testicle, and tying the whole bundle of veins, can bear no com- 
parison withit. Tying the separate veins as proposed by Bext, has not 
been supported either by others’ or by my own experience; and Bett him- 
self subsequently did not advise it (d). ‘Tying the spermatic artery is 
very difficult, often scarcely possible, on account of its intimate connex- 
ion with the other tissues of the cord, without injuring them, and on ac- 
count of the variety ofits ramifications uncertain in its result. Piercing 
the veins with needles or threads often risks the danger of inflamma- 
tion and has uncertain success. The introduction of one or several 
threads, or of a single thread below the bundle of veins, may also pro- 
duce severe symptoms, is more tedicus, more painful, and consequently 
less favourable than the practice of Brescuer (e). The drawing into 
a ring, and cutting off flaps of the scrotal skin, are merely palliative. 
1540. In order to include all the veins, in the operation after Bre- 
scueT’s method, the patient must walk about for some hours previously 
in summer, and in winter keep in a very warm bed, by which the veins 
are filled with blood. ‘The purse is to be shaved, and the patient placed 
in front of the operator, who with his left hand grasps the right side of 
the purse, with the fore and middle finger behind, and the thumb in front, 
with its tip on the septum, whilst the two fingers support the testicle; the 
finger of the right hand is to be applied to the left side of the purse, so 
that the fingers may touch. The vas deferens is now to be found, which 


(a) Guy’s Hopital Reports, 1838, p. 9. cocéle, lu a Académie def Sciences le 13 
(b) Pr-Vereinszeitung, 1840, No. 49, 50. Janvier, 1834. . 
(c) Mémoire sur une nouvelle Méthode de (d) Bety, Cuartes, vol. i. p. 95. 

traiter et de guérir le Cirsocéle, et le Vari- (e) Durresse, above cited—Lanpvouzy. 
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is easily done, in consequence of its position at the back of the cord, its 
string-like character, its equal thickness (that of a crow quill,) throughout, 
its hardness but elasticity, and by its peculiar painfulness when pressed. 
The vas deferens is now to be kept back with the finger and thumb against 
the septum, whilst the veins are drawn out from it with the same fingers 
of the right hand, in doing which especial care must be taken that not a _ 
single vein remain with the vas deferens. The penis is to be kept by an 
assistant lying upwards upon the belly, for the purpose of preserving on 
its under surface a sufficient length of skin, so as to prevent painful dis- 
tention in the often recurring erections. The compressing forceps are 
then to be applied, first the upper as high as possible on the purse, though 
at sufficient distance from the penis as not to produce excoriation; the 
under one half an inch below the first, without, however, touching the 
testicle. The forceps are applied so across, that their arms grasp nearly 
the whole breadth of the left side of the purse, up to the septum, that the 
vas deferens remains unenclosed, and only the outer edge of the purse, to 
the breadth of from two to three lines, without the veins, is contained in 
the space between the arms of the forceps, and when they are closed is 
not squeezed. The arms of the forceps are now closed as tightly as pos- 
sible with a screw, then by means of more violent pressure on a narrower 
space, a concealed plate on the upper arm is pushed forwards next the 
screw on the septum, and then that on the other arm screwed tight. The 
patient is then put to bed, the forceps kept against the belly by long strips 
of sticking plaster, and the purse supported with a cloth or with a ball of 
lint. 

The same method serves for the left side, on which varicocele is most frequent, as 
that described for the right side, only the position of the hands is reversed. 

For the above described compressing forceps, and their mode of application, see 
Lanvouzy, f. 1, 2,3. Brescuet’s original forceps, their improvement by a movea- 
ble plate, to effect pressure on three sides. I have employed the latter always with 
the best result. 

1541. In the first hours after the operation, the patient feels a sharp 
pain in the purse and in the groin, but this subsides. Applications of 
lead-wash are to be made to the purse. When on the second or third 
day the forceps become loose, the plate is to be screwed tighter, which, 
if it be now only as at first properly done, does not cause much pain. 
When suppuration ensues, between the fifth and sixth days, the forceps 
are to be removed, and the remaining suppurating parts treated simply. 
If painful erections of the penzs take place, which are most surely pre- 
vented by keeping the penis against the belly during the application of 
the forceps and subsequently, which I have never practised in my ope- 
rations, small doses of camphor, with nitre, may be employed. The 
time necessary for the cure varies between three and six weeks. It is 
advisable, for some months after the cure, to wear a well-fitting suspen- 
der, and to use the cold bath and lead-washes. 


HEMORRHOIDS OR PILES. 581 


IIl—OF HEMORRHOIDS OR PILES. 


Hemorrhoids, Lat.; Hemorrhotdalgeschwiilste, Germ.; Hémorrhoides, Fr. 


Tuepen, Chirurgische Wahrmehmungen, vol. i. p. 56. 

Ricurer, Anfangsgriinde, vol. vi. p. 393. 

ABERNETHY, Surgical Works, vol. il. p, 231. New Editions 1815. 

Karey, J., Observations on the Treatment of certain severe forms of Hemorrhoidal 
Excrescence. Dublin, 1825. 8vo. 
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1542. Hemorrhoids or Piles are varicose expansions of the veins in the 
lower part of the rectum, in which, by the collection of blood in these 
vessels, unnatural bags and sacs of different size, from that of a pea to 
that of a walnut, are produced. These swellings are commonly called 
blind piles, (Hemorrhoides cece,) to distinguish them from flowing piles 
(Hemorrhoides fluentes, aperte;) they swell periodically, and again be- 
come lax, so that only the empty bags remain. If they have considerable 
size, they are called sac piles (Hamorrhoides saccate ;) if small, tubercular 
piles (Tubercula hemorrhoidalia.) The blood coagulates in the sacs often 
into a hard mass, so that a firm swelling is formed. 


Only when these swellings are not very Jarge, may they be formed simply by expan- 
sion of the walls of the veins; but if they be of greater size, the blood is poured out 
beneath the inner coat of the rectum, and expands it into a sac; hence the large size 
which the swellings often attain. It often happens that in cutting them off little or 
no bleeding occurs, and it is then distinctly perceived that they consist only of skin. 
They have also frequently a peculiar form, which varix cannot so easily acquire. 
This is proved, especially by Kirsy’s careful observations, viz., that these excre- 
scences do not consist of expanded veins, but of a sac-like lengthening of the thick- 
ened cellular tissue, surrounded with some veins, and covered with the integuments 
of the folded margin of the anus. The veins are branches of the internal ¢/tac, In 
every case of internal piles the structure was the same, but the veins appeared wider, 
and were branches of the hemorrhoidal vein. Bropre, on the contrary, asserts that 
in all cases he found the hemorrhoidal knots only as expanded veins. In those of 
larger size more indeed than simple expansion of the veins is found, as there is 
effusion of lymph and thickening in the neighbourhood of the expanded vein. 
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1543. These swellings are often seated on the outer edge of the anus, 
or on the inside of the rectum, in the region of the m. sphincter ant or 
above it. ‘ 

1544, The consequences resulting from piles are, inflammation and 
suppuration, discharges of mucus from the rectum, and considerable bleed- 
ing. If these swellings attain a large size, if, on. going to stool, the piles 
within the rectum be protruded, they are often grasped by the aperture 
of the anus, swell considerably, are protuberant, and very painful. The 
pain often spreads over the whole belly, and the patient feels extremely 
painful tenesmus ; the piles even become gangrenous. If they go on to 
suppuration, in which case syphilitic causes are mostly in play, suppura- 
tion may easily spread into the loose cellular tissue of the rectwm, pro- 
ducing great destruction and fistula. Not unfrequently do these piles 
become converted into a hard fleshy mass, and even into cancer. 

[Busne has detailed an awful account of the symptoms of piles, most of which, 
however, result from the constitutional excitement they produce when inflamed, and 
are then occasionally very severe. The local symptoms are well described by him : 
—‘‘A feeling of weight in the loins, hips, and groins; dull throbbing pain in the 
rectum, attended with a sense of increasing hegt, tenesmus, mucous discharge, and 
oceasionally darting sensations, resembling those of electricity; itching of the anus, 
and finally painful, difficult, and frequent micturition.”—(p. 146. 

‘Frequently the loss of even a small quantity of blood,” observes Busur, ‘‘re- 
lieves the feeling of weight and tension in the perinwum, rectum, and lower part of 
the back, as well as any other disagreeable symptoms which may have existed. The 
amount of hemorrhage, however, is not always in proportion to the severity of the 
symptoms denoting the loaded state of the hemorrhoidal vessels—the quantity being 
sometimes very great, though not preceded by well-marked premonitory signs ; 
while, in other cases, the discharge of blood is trifling, notwithstanding the fluxionary 
movement may have been well marked. Generally it ceases after a few days; yet 
not unfrequently it continues for months. In some instances it occurs but once in 
life; again, it may return in the course of a few weeks, months, or even years. 
Occasionally it assumes a periodical character, returning with the season or month. 
The amount of blood lost varies; a drachm, an ounce, or even a pint may be dis- 
charged at a time, though it must be confessed, that the admixture of other fluids is 
apt to impose, upon the inexperienced, the belief that the loss of blood is much 
greater than it really is.”—(pp. 146, 147.)] : 

1445. The causes of hemorrhoid, besides predisposition, which is 
ascribed, to walking upright, to the difficult flow of the blood into the 
portal system, which is unprovided with valves, to hereditary habit, and 
to the flow of blood into the abdominal organs in advanced old age, 
are stoppages and costiveness of the intestines, much sitting, pressure of 
the pregnant womb, local irritation of the rectum from hard stools and 
continual riding, or of the neighbouring parts; for instance, of the blad- 
der in urinary stone, and so on. 

1546. The treatment of hemorrhoids is various, according to the cir- 
cumstances in which they are found. If they be inflamed, cooling reme- 
dies must be employed, cream of tartar with sulphur, leeches to the 
perineum, cold applications; and if these cannot be borne, mild ointment 
and soothing fomentations. If the inflammation result from strangulation 
of the piles, their return must be attempted with the finger oiled, the 
patient being placed with his rump raised high, and all pressure removed; 
and if this be not easily effected, to empty them with a simple lancet cut. 
If they suppurate, the abscess must be soon opened to prevent burrow- 
ing of the pus, and if the ulceration depend on a syphilitic affection, the 
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proper local and general remedies must be employed. If the bleeding 
from the hemorrhoidal vessels be very severe, so that the patient is much 
weakened or his life endangered, rest and the horizontal position, best 
on a hard mattress, is to be recommended; internally, milfoil or other 
astringent remedies ; externally, cold hip-baths, cold water with vinegar 
or spirits of wine, cold decoctions of astringent vegetables, or solution of 
alum and the like, may be employed as injections into the rectum, or as 
fomentations with a sponge. If these means be not of use, and the 
danger pressing, the bleeding must be stopped by plugging in the way 
described (par. 934.) 

1547. If the piles produce by their size or hardening constant incon- 
venience, bloody, mucous, or purulent discharges exhausting the pa- 
tient’s powers, continual pain, and the like, if they be external to the 
rectum, or project at every time of going to stool, and prevent the dis- 
charge of the motions, their removal is indicated. It is, however, to be 
remembered, that after the destruction of the piles by the reflection of 
inflammation upon the other veins, their tone is raised, and thus in part 
the cause of the hemorrhoids is-removed. Where, however, they are a 
healthy habitual emptying, or when they have causal relations with in- 
curable diseases, as, for example, phthisis pulmonalis, we must be cau- 
tious with their removal; it must either be not undertaken at all, or, at 
least, all the piles must not be removed at once. 

1548. Extirpation of the hemorrhoids has been proposed in three 
different ways. Furst. A ligature to be applied around the base of the 
. whole swelling, and this gradually, and not at once, tightened, till the 
knots have fallen off (1). Second. 'The external skin of the pile is to be 
divided with a cut down to its base, and separated on both sides from 
the under-lying skin, which is to be cut off with scissors. The advan- 
tage of this practice is, that the remaining external skin covers the seat 
of the vein, and prevents the bleeding. Third. The pile is to be grasped 
with the forceps, drawn forwards and. cut off with scissors in such way 
that some still remains on the base, by which the wound is partially 
covered. In external hemorrhoids, the cut is to be made in the parts 
below the sphincter. ‘The entire surface of the wound retracts rnto the 
rectum, and by the action of the sphincter is contracted, whence the 
danger of bleeding is very much diminished. If the wound be retracted 
above the sphincter, internal bleeding may take place. This practice is 
easy, and preferable to the others, as after the ligature there is often 
severe pain, inflammation, vomiting, retention of urine, and so on; as 
the division of the external, and the extraction of the internal skin, is 
always difficult, and in many cases, on account of their union, impossible. 
The large hemorrhoids, also, are mostly formed by effusion of blood 
beneath the internal coat of the rectum. 

(1) Rousseau, J. C. (a), passes a needle with two threads of different colours, from 
the anus outwards, through the swelling; then two-thirds of an inch farther back 
again from without to the anus, thus leaving between the stitches a loop of three or 
four inches long, and thus carries it around the whole swelling. He then cuts 
through the loop of the one colour to the outer, and that of the other on the inner 


side towards the anus. In this way is each part of the swelling surrounded with a 
ligature, which is to be drawn tight, and cut off short. If the swelling be large, the 


(a) American Medical Recorder, vol. ix, p. 282, 
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dead part, when it has become insensible, is to be removed, but not too close to the 
ligature. ‘The ligatures usually fall off in seven or eight days. 

Detrecu (a) divided with a single cut the fibres of the sphincter muscle towards 
the cocryx, introduced a pessary, and let it be drawn with a string attached to it by 
an assistant, by which the swelling was reversed and cut off with a scalpel, but was 
then introduced, the string carried through the opening of another pessary, and tied 
upon a piece of wood so as to compress the anus between the two pessaries. 

[Coperanp and Bropir lay down asa general rule that internal piles should be 
removed by ligature. Busue also prefers this mode, and says :—‘ I have now per- 
formed it, 1 am sure, upwards of a hundred times, and I have never seen a bad 
symptom follow it.” (p. 187.) And Syme observes:—‘‘I feel warranted, after 
very extensive employment of ligature, to state, that it may be used without the 
slightest risk of serious or alarming inconvenience.” (p. 76.) It must not, how- 
ever, be forgotten that serious inconvenience and fatal results will, occasionally, 
follow the application of the ligature to piles. Pxrir (b) mentions the case of a 
woman in whom, under very favourable circumstances, he tied three piles, which at 
first did not cause much pain; but, five hours after, she was attacked with violent 
colicky symptoms, for which she was bled four times without benefit; the ligatures 
were then removed, the symptoms yielded, and the patient recovered. In another 
case related by Perit, five ligatures were applied at once, inflammation and swelling 
of the belly, vomiting and hiccough ensued ; the ligatures were removed, but the pa- 
tient died. And he observes:—‘I compare ‘these symptoms with those, accom- 
panying a rupture, in which a small portion of intestine is strangulated ; if this kind 
of rupture be not speedily relieved, the patients die, sometimes in thirty or forty. 
hours, of gangrenous inflammation of the whole belly, but particularly of the intes- 
tines; thus this patient died before the conclusion of the second day.” (p. 125.) 
Kirsy mentions two similar cases, one of which was scarcely saved, and the other 
died of tetanus. Bropie relates two fatal cases after ligature, in one of which the 
the patient died, ‘*in consequence of diffuse inflammation of the cellular membrane 
running up on the outside of the gut as high as the mesentery; butit was in a con- 
stitution broken down by long-continued hemorrhage, and in whom any slight ac- 
cident might have produced equally bad consequences.” In tke other case, the pa- 
tient, ‘‘a week after the operation, and having been quite well in the interval, had 
an attack of pain in the abdomen, and shivering attended with fever, and died. An 
examination of the body not having been allowed, the precise cause of death was not 
ascertained.”’ p. 844, 

“The safest and best way,” says CopeLanp, ‘is to pass a ligature round one only 
of the tumours at a time, the most painful and troublesome of them, and to wait until 
the patient has quite recovered from this operation. before any thing more be at- 
tempted, if any thing more should be still necessary. * * * It is better that. 
this operation by ligature should be repeated two or three times, if it should become 
necessary, than that the tumours should all be removed at once, at the imminent 
risk of the life of the patient.’? (pp. 64, 5.) ‘ 

It is right that the day before the operation the patient’s bowels should be cleared 
with castor oil or rhubarb, which prevents the necessity for disturbing them for afew 
days afterwards. Bropie recommends that the piles should be well protruded by 
sitting “over a pan of hot water, which will relax the sphincter muscle, and at the 
same time cause the veins of the rectwm to become filled with blood. If this be not 
sufficient, let the patient have a pint or two of warm water thrown up as an enema, 
and when that comes away, the piles will probably descend. * * * Let the 
patient lean over a table, or lie on one side in bed, with his knees drawn up, the 
nates being held apart by an assistant. Each separate pile must be separately tied. 
If it be of a very small size, you may just take it up, with a double tenaculum, draw 
it out, and tie a ligature round its base.. But if the piles be of large size, a large 
curved needle, armed with a strong double ligature, is to be introduced through the 
base of one of the piles, and the needle then cut off. The double ligature, is now 
divided into two single ones, which are tied round the base of the pile; one on one 
side, and the other on the other, with a single knot. * * * When each pile is 
thus secured, cut off the convex portion of each pile, so as to make an opening into 


(a) Memorial de la Clinique de Montpellier, 1830, Sept. p. 545, 
(6) Guvres Posthumes, vol. ii. 
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the cavity of the convoluted vein which forms it. Thus you take off the tension 
produced in the pile by the blood which it contains, and are enabled to draw the 
ligature tighter than before. It should be drawn as tight as possible; for then the 
subsequent pain will be less, and the separation of the slough quicker. A double 
knot having been made on each ligature, threads are to be cut off close to the knots, 
and the piles, and the remains of the ligatures returned into the rectum. In about a 
week the ligatures are generally detached ; and at this period the bowels should be 
kept gently open with lenitive electuary and sulphur, and cold water be thrown up 
the rectwm every morning, in order to preventa recurrence of the disease.” (p. 844.) ] 

1549. The extirpation of the large swellings, degenerated piles, is 
performed in the following way. After the bowels have been emptied 
by a purge, and shortly before the operation by a clyster, the patient 
is to be placed on his belly with his buttocks raised, or upon his knees 
and elbows, or upon the side, in which case the opposite thigh is to be 
drawn up towards the belly, and the buttocks separated by an assistant. 
In internal piles, the swelling having been protruded by the pressure and 
straining of the patient, also after the employment of a warm hip or 
vapour bath, is to be grasped with broad-bladed forceps drawn for- 
wards, and the projecting part-cut off at one or morestrokes with curved 
scissors. In the same manner external hemorrhoids are to be treated. 
The most important thing to be dreaded, after the operation is bleed- 
ing; often is it inconsiderable, stops of itself, or can be stanched with 
cold water. When it is more severe, it may be most certainly stanched 
by cauterizing the bleeding part with a bean-shaped iron. The patient 
must always at first be attended by an experienced assistant, as after- 
bleeding, especially if it be not cauterized, is always to be dreaded (1). 
After the removal of an internal pile, there may be imminent danger 
without it being noticed. The patient always feels an increased 
warmth in the rectum, which is accompanied with the symptoms of 
concealed bleeding. A cold clyster must be immediately given; by 
straining and forcing, the blood must be discharged, and the bleeding 
part protruded, upon which the hot iron is to be applied. The inflam-. 
matory and spasmodic symptoms, as fever, colic, retention of urine, and 
so on, which soon come on after the operation, especially if cauteriza- 
tion be employed; must be got rid of according to circumstances by 
blood-letting, fomentations to the belly, introduction of the catheter, and 
anti-spasmodics. After the removal of large hzmorrhoidal swellings, 
a moderately thick bougie, smeared with cerate, must be introduced 
from time to time, to prevent a narrowing of the rectum (2). 

Plugging the rectum may, indeed, be employed for stanching the bleeding ; incon- 
veniences are, however, connected with it, especially the continual pressure, ex- 
tremely tiresome to the patient. he plug is also easily displaced, and its effect is 
not so certain as that of the hot iron (a). 

[(1) When the bleeding after the removal of internal piles is profuse, and the pa- 
tient will not submit to the actual cautery, Busu advises the use of an instrument 
which he “had constructed for suppressing hemorrhage after lithotomy. his in- 
strument is seven inches long, tubular, about as thick as a swan’s quill, terminated 
with a button at one end, to facilitate its introduction, and with a stop-cock at the 
other. One inch from the stop-cock, and half an inch from the button, there are 
two projecting rings, and on the proximal side of the distal ring the tube is per- 
forated by a number of holes. Finally, a portion of intestine is bound by means of 
waxed silk on the tube, behind the ring. This instrurment should be introduced, 
and then inflated. In some little time we can Jet off the air and withdraw the in- 


(a) Durvytren, above cited. 
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strument, provided the hemorrhage has ceased ; but if we find that it returns on the 
removal of the pressure, we must again inflate the intestine.” (p. 185.) 

(2) The elder Cine was accustomed to cut off piles; and Asttey Cooper (a), 
for a time, followed the same practice, ‘‘ thinking excision the best mode, because 
he found the pain produced by it very trifling as compared with the ligature.” (p. 
75.) Buthe met with several fatal cases from this method, which he very candidly 
mentions. In one case, ‘‘a very few days after removal of internal piles with the 
scissors, the patient complained of pain by the side of the rectum ; an abscess formed. 
under the gluteus muscle, which discharged abundantly; his constitution was 
already broken up, and he died in consequence of the discharge.” In the second 
case he had removed internal piles, by excision, from a nobleman, without ill con- 
sequences; but, two years after, a similar operation having been performed on the 
same person, it was followed by frequent desire to go to stool, and four times he 
discharged a considerable quantity of blood. On examining, with a speculum ant, 
‘one of the hemorrhoidal arteries in the centre of one of the piles, which had been 
removed, was found divided.” Cooper took it up; but the patient, being advanced 
in years and much weakened, was attacked with a severe rigor, grew gradually 
worse, and in four days died. The third case, operated on by another surgeon, died 
from bleeding, on the fourth day. In the fourth case mentioned by Cooper, there 
was not any hemorrhage; but, three days after, the woman was attacked with peri- 
tonea] inflammation, and died ten days subsequent to the operation. On opening 
the body, the peritoneum was found much inflamed, and had the appearance of 
death from puerperal fever. (p. 75-7.) Bropre employed excision for a time, but 
afterwards had three cases in which considerable quantities of blood were lost, and 
in the last, he observes, ‘‘so much, that he only wondered the patient did not actu- 
ally die.”” Since then he has ‘never removed large internal piles except by liga- 
ture.’ (p. 843.) 


(a), Lecture on Surgery; in Lancet, 1823, 24, vol, ii. Third Edition. 1826. 
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Wilson on the Skin, 1 vol. Svo., 3d ed., 480 pp. 
Same work, with fifteen pltean 
Wilson on Syphilis, 1 vol. Svo., 
colored plates, (just ready.) 
Watson’s Principles and Practice of Physic, 3a 
edition by Condie, 1 vol. 8vo.,1060 large pages. 
West’s Lectures on the Diseases of Infancy and 
Childhood. 1 vol. 8vo., 452 pp. 
Walshe on the Heart and Lungs. A new work, 
now ready, | vol. royal 12mo., 512-pp. 


SURGERY. 


ith beautiful 


Brodie on the Joints, 1 vol. 8vo., 216 pages. 


Brodie’s Select Surgical Works, 780 pp. 1 vol. 8vo. 

Chelius’ System of Surgery, by South and Norris, 
in 3 large 8vo. vols., near 2200 pages. 

Cooper’s (Bransby B.) Lectures on Principles and 
Practice of Surgery, 1 large vol. Svo., 750 pp., 
(now ready.) 


Cooper on Dislocationsand Fractures, 1 vol. Svo., | 


500 pages, many cuts, (new edition.) 
Cooper on Hernia, 1 vol. imp. 8vo., many plates. 


Hasse’s Pathological Anatomy, 8vo., 379 pages. | Cooper on the Testis and Thymus Gland, 1 vol. 


Hope onthe Heart, new ed., pl’s, lyol.8vo.,572p. 


imperial 8yo., many plates. 


Brodie on Urinary Organs, 1 vol. 8vo., 214 pages. _ 


Brodie’s Lectures on Surgery, 1 vol. 8vo., 350 pp. | 
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o 


Cooper onthe Anatomy and Diseases ofthe Breast, 
Surgical Papers, &c. &c., 1 vol. imp. 8vo., pits. 

Druitt’s Principles and Practice of Modern Sur- 
gery, 1 vol. 8vo., 576 pages, 193 cuts, 4th ed. 

Dufton on the Ear, i vol. 12mo., 120 pages. 

Durlacher on Corns, Bunions, &c., 12mo.,134 pp. 

Kar, Diseases of, a new work, (preparing.) 

Fergusson’s Practical Surgery, 1 vol. 8vo., 3d 
edition, 630 pages, 274 cuts. ' 

Guthrie on the Bladder, 8vo., 150 pages. 

Gross on Injuries and Diseases of Urinary Organs, 
1 large vol. 8vo., 726 pp., many cuts. 
Jones’ Opbthalmic Medicine and Surgery, by 
Hays, 1 vol. 12mo., 529 pp., cuts and plates. 
Liston’s Lectures on Surgery, by Miitter, 1 vol. 
8vo., 566 pages, many cuts. 

Lawrence on the Eye, by Hays, new ed. much 
improved, 863 pp., many cuts and plates. 

Lawrence on Ruptures, 1 vol. 8vo., 480 pages. 

Miller’s Principles of Surgery, 3d ed., by Sargent, 
much enlarged, 1 vol.8vo., with beautiful cuts, 
(now ready.) 

Miller’s Practice of Surgery, 1 vol. 8vo., 496 pp. 

Malgaigne’s Operative Surgery, by Brittan, with 
cuts, one 8vo. vol., 600 pages. 

Maury’s Dental Surgery, 1 vol. 8vo., 286 pages, 
many plates and cuts. 

Pirrie’s Principles and Practice of Surgery, edited 
by Neill, i vol. Svo., 316 cuts, (now ready.) 
Skey’s Operative Surgery, 1 vol. large 8vo., ma- 

ny cuts, 662 pages, a new work. 
Sargent’s Minor Surgery, 12mo., 380 pp. 128 cuts. 
Smith on Fractures, 1 vol. 8vo., 200 cuts, 314 pp. 


MATERIA MEDICA AND THERAPEUTICS. 
Bird’s (Golding) Therapeutics, (preparing.) 
Christison’s and Griffith’s Dispensatory, 1 large 

vol. 8vo., 216 cuts, over 1000 pages. 
Carpenter on Alcoholic Liquors in Health and 

Disease, 1 vol. 12mo. 

Carson’s Synopsis of Lectures on Materia Medica 
and Pharmacy, 1 vol. 8vo., 208 pp. (now ready.) 

Dunglison’s Materia Medica and Therapeutics, 
4th ed., much improved, 182 cuts, 2 vols. 8vo. 

Dunglison on New Remedies, 6th ed., much im- 
proved, 1 vol. 8vo., 750 pages. : 

De Jongh on Cod-Liver Oil, 12mo. 

Ellis? Medical Formulary, 9th ed., much improy- 
ed, 1 vol. 8vo., 268 pages. 

Griffith’s Universal Formulary, 1 vol. 8vo., 560 pp. 


Griffith’s Medical Botany, a new work, 1 large 
vol. 8vo., 704 pp., with over 350 illustrations. 

Mayne’s Dispensatory, 1 vol. 12mo., 330 pages. 

Mohr, Redwood, and Procter’s Pharmacy, | vol. 
Svo., 550 pages, 506 cuts. 

Pereira’s Materia Medica, by Carson, 3d ed., 2| 
vols. Svo., much improved and enlarged, with 
400 wood-cuts. Vol. I, ready. Vol. II, in press. 

Royle’s Materia Medica and Therapcutics, by 
Carson, 1 vol. 8vo., 689 pages, many cuts. 


OBSTETRICS. 

Churchill’s Theory and Practice of Midwifery, a 
new and improved ed., by Condie, 1 vol. 8vo., 
510 pp., many cuts. 

Dewees’ Midwifery, 11th ed., 1 vol. 8vo.,660 pp., 
plates. 

Lee’s Clinical Midwifery, 12mo., 238 pages. 

Meigs’ Obstetrics, 2d ed., enlarged, 1 vol. 8vo., 
752 pp., (now ready.) 

Ramsbotham on Parturition, with many plates, | 
large vol., imperial 8vo.,520 pp. 6th edition. 

Rigby’s Midwifery, new edition, 1 vol. 8vo., 
(ust issued,) 422 pages. 

Smith (Tyler) on Parturition, 1 vol. 12mo., 400 pp. 


CHEMISTRY AND HYGIENE. 


Bowman’s Practical Chemistry, 1 vol. 12mo., 


97 cuts, 350 pages. 


Beale on Health of Mind and Body, 1 vol. 12mo. 

Bowman’s Medical Chemistry, 1 vol. 12mo., 
many cuts, 288 pages. 

Dunglison on Human Health, 2d ed.,8vo., 464 pp. 

Fowne’s Elementary Chemistry, 3d ed., 1 vol. 
12mo., much improved, many cuts. 

Graham?’s Chemistry, by Bridges, new and im- 
proved edition. Part 1, 432 pp., 185 cuts, 
(now ready.) 

Gardner’s Medical Chemistry, 1 vol. 12mo. 400 pp. 

Griffith’s Chemistry of the Four Seasons, 1 vol. 
royal 12mo., 451 pages, many cuts. 

Knapp’s Chemical Technology, by Johnson, 2 
vols. 8vo., 936 pp., 460 large cuts. 

Simon’s Chemistry of Man, 8vo., 730 pp., plates. 


MEDICAL JURISPRUDENCE, EDUCATION, &e. 


Bartlett?s Philosophy ef Medicine, 1 vol. Svo., 
312 pages. 

Bartlett on Certainty in Medicine, 1 vol. small 
8vo., 84 pages. 

Dickson’s Essays on Life, Pain, Sleep, &e.,.in, 
1 vol. royal 12mo., 300 pages, 

Dunglison’s Medical Student, 2d ed.12mo.,312 pp. 

Taylor’s Medical Jurisprudence, by Griffith, | 
vol. 8vo., new edition, 1850, 670 pp. 

Taylor on Poisons, by Griffith, 1 vol. 8vo., 688 pp. 


NATURAL SCIENCE, &c, 


Arnoit?’s Physics, 1 vol. Svo., 484 pp.,many cuts. 

Ansted’s Ancient World, 12mo., cuts, 382 pp. 

Bird’s Natural Philosophy, 1 vol. royal 12mo., 
402 pages and 372 wood-cuts. 

Brewster’s Optics, 1 vol. 12mo, 423 pp. many cuts. 

Broderip’s Zoological Recreations, 12mo., 376 p. 

Coleridge’s Idea of Life, 12mo., 94 pages. Z 

Carpenter’s General and Comparative Physiology, 
1 large 8vo. vol., many wood-cuts. 

Dana on Zoophytes, being vol. 8 of Ex. Expedi- 
tion, royal 4to., extracloth. 

Atlas to ¢*Dana on Zoophytes,” im. fol., col. pl’s. 

Gregory on Animal Magnetism, 1 vol., royal 
12mo. 

De la Beche’s Geological Observer, 1 large 8vo. 
vol,, many wood-euts, (just issued.) 


-|Hale’s Ethnography and Philology of the U.S. 


Exploring Expedition, in 1 large imp. 4to. vol, 

Herschel’s Treatise on Astronomy, 1 vol. 12mo., 
417 pages, numerous plates and cuts. 

Herschel’s Outlines of Astronomy, 1 vol. small 
8vo., plates andcuts. (A new work.) 620 pp. 

Humboldt’s Aspects of Nature, 1 vol. 12mo., new 
edition. 

Johnston’s Physical Atlas, 1 vol. imp. 4to., half 
bound, 25 colored maps. 

Kirby and Spence’s Entomology, 1 vol. Svo., 600 
large pages; plates plain or colored. 

Knox on Races of Men, 1 vol. 12mo. 

Lardner’s Handbooks of Natural Philosophy, 1 
vol. royal 12mo., with 400 cuts, (just issued.) 
Miiller’s Physics’ and Meteorology, 1 vol. 8vo., 

636 pp., with 540 wood-cuts and. 2 col’d plates. 
Small Books on Great Subjects, 12 parts, done up 
in 3 handsome 12mo. volumes. 
Somerville’s Physical Geography, 1 vo]. 12ma., 
cloth, 540 pages, enlarged edition. 
Weisbach’s Mechanics applied to Machinery and 
Engineering, Vol. I. 8vo., 486 pp. 550 wocd- 
cuts. Vol. II., 8vo., 400 pp., 340 cuts. 


VETERINARY MEDICINE, 


Clater and Skinner’s Farrier, lvol. 12mo,, 220 pp. 

Youatt’s Great Work on the Horse, by Skinner, 
1 vol. 8vo., 448 pages, many cuts., 

Youatt and Clater’s Cattle Doctor, 1 vol. 12mo., 
282 pages, cuts. 

Youatt on the Dog, by Lewis, 1 vol. demy $vo., 

'. 403 pages, beautiful plates. 


Brigham on Excitement, &c., 1 vol.12mo., 204 pp. | Youatt on the Pig, 12mo., illustrated. 
Other new and important works are in preparation. 


TWO MEDICAL PERIODICALS FOR FIVE DOLLARS. 
THE AMERICAN JOURNAL OF 
THE MEDICAL SCIENCES, 


EDITED BY ISAAC HAYS, M.D., 
18 PUBLISUED QUARTERLY, ON THE FIRST OF JANUARY, APRIL, JULY, AND OCTOBER, 


By BLANCHARD S&S LH.4, Phitadelphia. 
Each Number contains about Two Hundred and Highty Large Octave Pages, 


Appropriately Illustrated with Engravings on Copper, Wood, Stone, &c. 


THE MEDICAL NEWS AND LIBRARY 
; Is Published Monthly, and consists of 
THIRTY-TWO VERY LARGE OCTAVO PAGES, 


Containing the Medical Information of the day, as well as a Treatise of high character on some 
prominent department of Medicine. 


In this manner its subscribers have been supplied with 
WATSON’S LECTURES ON THE PRACTICE OF MEDICINE, 
BRODIE’S CLINICAL LECTURES ON SURGERY, 
TODD & BOWMAN?S PHYSIOLOGY, 
WEST ON THE DISEASES OF INFANCY AND CHILDHOOD, 
AND MALGAIGNE’S OPERATIVE SURGERY. 
And the work at present appearing in its columns is 


SIMON’S LECTURES ON GENERAL PATHOLOGY. 
To be followed by 


The Fourth Part of Todd & Bowman’s Physiology. 


TERMS. 
THE SUBSCRIPTION TO THE 


AMERICAN JOURNAL OF THE MEDICAL SCIENCES 
ES FAVE DOLLARS PER ANNUM. 


When this amount is paid in advance, the subscriber thereby becomes entitled to the 


MEDICAL NEWS AND LIBRARY FOR ONE YEAR, GRATIS, 


When ordered separately, the price of the “ Neweige ONE DOLLAR per annum, invariably in 
advance. 


For the small sum, therefore, of FIVE DOLLARS, the subscriber can obtain a Quarterly and 
' a Monthly Journal of the highest character, presenting about 


Fifteen hundred large octavo pages, with numerous Illustrations, 


Rendering these among 


The Cheapest of American Medical Periodicals. 


REDUCTION OF POSTAGE. . 

Under the new postage law, subscribers to the American Journal ef the Medical Sciences are 
entitled to the benefit of the half rates of postage for advance payment, which is thus defined in 
the Postmaster-General’s circular of June 11th, 1851 :— : 

<¢ When a periodical is published only quarterly, the actual and bona fide subscriber to such 
periodical may pay in advance, and have the benefit of such advance payment, provided he pays 
to the postmaster at the office where he is to receive the periodical, before its delivery.” 

It will therefore be seen that the subscriber has only to pay for each number before taking it 
out of the office, in order to secure the benefit of the half postage, which is as follows :— 


For any distance under 500 miles, - - - % cent per ounce. 
6é 6s between 500 and 1500 miles, - 1 «© a 
& oe Ge 1500 and 2500. «« - ue es 


When the postage is not thus paid in advance, it.will be at double these rates. 


The Medical News and Library pays postage as a newspaper. Each number weighs between 
one and two ounces. Subscribers will therefore, under the new postage law, pay in advance for 
each quarter as follows :— 


For any distance under 50 miles, -. -  - 13 cents per quarter. 
ee CG between 50 and 300 miles, - QL « ‘se | 
eS Bs Gs 300 and 1000 miles, - 33 « 6 


és Ks «1000 and 2000 miles, 5 « “ } 
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BLANCHARD AND LEA’S PUBLICATIONS. 


NEW AND ENLARGED EDITION OF 
NEILL & SMITH’S COMPENDIUM—(NOW READY.) 


AN ANALYTICAL COMPENDIUM 


OF THE VARIOUS BRANCHES OF MEDICAL SCIENCE, 
FOR THE USE AND EXAMINATION OF STUDENTS. 


BY JOHN NEILL, M.D., 


Surgeon to the Pennsylvania Hospital ; Demonstrator of Anatomy in the University of Pennsylvania. 
AND 


FRANCIS GURNEY. SMITH, M.D., 


Professor of Institutes of Medicine in the Pennsylvania Medical College. 
Second Edition, Revised and Improved. 


In one very large and handsomely printed volume, royal 12mo., » of over 1000 large pages, with 
about 350 illustrations, strongly bound in leather, with raised bands. 


PREFACE TO THE NEW EDITION. 

The speedy sale of a large impression of this work has afforded to the authors gratifying evi- 
dence of the correctness of the views which actuated them in its preparation. In meeting the 
demand for a second edition, they have therefore been desirous to render it more. worthy of the 
favor with which it has been received. To accomplish this, they have spared neither time nor 
labor in embodying in it such discoveries and improvements as have been made since its first ap- 
pearance, and such alterations as have been suggested by its practical use in the class and exami- 
nation-rcom. Considerable modifications have thus been introduced throughout all the. depart- 
ments treated of in the volume, but more especially in the portion devoted to the ‘ Practice of 
Medicine,’”? which has been entirely rearranged and rewritten. ~The authors therefore again 
submit their work to the profession, with the hope that their efforts may tend, however humbly, 
to advance the great cause of medical education. w 


Notwithstanding the increased size and improved execution of this work, the price has not been 
increased, and it is confidently presented as one of the cheapest volumes now before the profession. 


COCOPER’S SURGICAL LECTURES—(Now Ready.) 
LECTURES ON THE 


PRINCIPLES AND PRACTICE OF SURCERY. 
BY BRANSBY B. COOPER, F.R.S., 


Senior Surgeon to Guy's Hospital. 
In one very large octavo volume, of seven hundred and fifty pages. 


For twenty-five years Mr. Bransby Cooper has been surgeon to Guy’s Hospital; and the volume before us 
may be said to consist of an account of the results of his surgical experience during that long period. : 

We cordially recommend Mr. Bransby Cooper’s Lectures as a most valuable addition to our surgical 
literature, and one which cannot fail to be of service both to students and to those who are actively engaged 
in the practice of their profession.— The Lancet. — ; k . 

A good book by a good man is always welcome; and Mr. Bransby Cooper’s book does no discredit to its 
paternity. It has reminded us, in its easy style and copious detail, more of Watson’s Lectures, than any 
book we have seen lately, and we should not be surprised to see it occupy a similar position to that well- 
known work in professional estimation. It consists of seventy five lectures on the most important surgical 
diseases. To analyze such a work is impossible, while so interesting is every lecture, that we feel ourselves 
really at a loss what !o select for quotation. 2 ; ; ; : 

The work is one which cannot fail to become a favorite with the profession; and it promises to supply a 
hiatus which the student of surgery has often to deplore.—Medical Times. 


MALGAIGNE’S SURGERY.—Now Ready. 


OPERATIVE SURGERY, 


BASED ON NORMAL AND PATHOLOGICAL ANATOMY. 
BY J. F. MALGAIGNE. 
TRANSLATED FROM THE FRENCH, 


BY FREDERICK BRITTAN, A. B., M.D., M.R.C.8.L. 
WITH NUMEROUS ILLUSTRATIONS ON WOOD, 
In one handsome octavo volume of nearly 600 pages. 


ae 
- This work has, during its passage through the columns of the ‘ Medical News and Library” 
in 1850’ and 1851, received the unanimous approbation of the profession, and in presenting it in 
a complete form the publishers confidently anticipate for it an extended circulation, 
Certainly one of the best books published on operative surgery.— Edinburgh Med. Journal. 


We can strongly recommend it both to practitioners and students, not only as a safe guide in the dissect- 
ing-room or operating-théatre, but also as a concise work of reference for all that relates to operative sur- 
.— Forbes’s Review. ‘ ; : oh 
gery. Brittan has performed his task of translator and editor with much judgment. The descriptions are 
etfectly clear and explicit; and the author's occasional omissions of important operations proposed by 
British surgeons are judiciously supplied in brief notes.—Medical Gazette. 
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GROSS ON URINARY ORGANS— (Just Issued. ) 
A PRACTICAL TREATISE ON THE 


DISEASES AND INJURIES OF THE URINARY ORGANS. 


BY S. D. GROSS, M. D., &c., 
Professor of Surgery in the New York University. 
In one large and beautifully printed octavo volume, of over seven hundred pages. 
With numerous Uustrations. 

The author of this work has devoted several years to its preparation, and has endeavored to 
render it complete and thorough on all points connected with the important ‘subject to which itis 
devoted. It contains a large number of original illustrations, presenting the natural and patholo- 
gical anatomy of the parts under consideration, instruments, modes of operation, &c. &c., and in 
mechanical execution it is one of the handsomest volumes yet issued from the American press. 

Dr. Gross has brought all his learning, experience, tact,and judgment to the task, and has produced a 

work worthy of his high reputation. We feel perfectly safe in. recommending it to our readers as a mono- 
graph unequalled in interest and practical value by any other on the subject in our language; and we ean- 


not help saying that we esteem it a matter of just. pride, that another work so creditable to our country has 
been contributed to ovr medieal literature by a Western physician.— The Western Journal of Medicine ané 


Surgery. 

We regret that.our limits preclude such a notice as this valuable contribution to our American medical 
literature merits.. We have only room to say that the author deserves the thanks of the profession for this 
elaborate production; which cannot fail to augment the exalted reputation acquired by his former works, 
for which he has been honored at home and abroad.—V. Y, Med. Gazette. 


COOPER ON DISLOCATIONS.—New Edition—(Just Issued.) 
A TREATISE ON : 


ISLOGATIONS AND FRACTURES OF THE JOINTS. 
By Sm ASTLEY P. COOPER, Bart., F. R.8., &e. 
Eprrep sy BRANSBY B. COOPER, F.RB.S., &c. 
WITH ADDITIONAL OBSERVATIONS BY PROF. J. C. WARREN. 
A NEW AMERICAN EDITION, 


In one handsome octayo volume, with numerous illustrations on wood. 


_ After the fiat of the profession, it would be absurd in us to eulogize Sir Astley. Cooper’s work on Distoca- 
tions. Itis a national one, and will probably subsist as long as English Surgery.—Medico- Chirurg. Review. 


WORKS BY THE SAME AUTHOR. 


COOPER (SIR ASTLEY) ON THE ANATOMY AND TREATMENT OF ABDOMINAL HERNIA. 
1 large vol., imp. 8vo., with over 130 lithographic figures. 

COOPER ON THE STRUCTURE AND DISEASES OF THE TESTIS, AND ON THE THYMUS 
GLAND. 1 vol., imp. 8vo., with 177 figures on 29 plates. hie 

COOPER ON THE ANATOMY AND DISEASES OF THE BREAST, WITH TWENTY-FIVE 
MISCELLANEOUS AND SURGICAL PAPERS. 1 large vol., imp. Svo., with 252 figures on 36 plates. 


These three volumes complete the, surgical writings of Sir. Astley Cooper. They are very handsomely 
printed, with a large number of lithographie plates, executed in the best style, and are presented at exceea- 
igly low prices. é 


LISTON & MUTTER’S SURGERY. 


LECTURES ON THE OPERATIONS OF SURGERY, 


AND ON DISEASES AND ACCIDENTS REQUIRING OPERATIONS. 
BY ROBERT LISTON, Esq., F.R.S., &. 


EDITED, WITH NUMEROUS ADDITIONS AND ALTERATIONS, 
BY T..D. MUTTER, M.D., _ 4 
Professor of Surgery in the J efferson Medical College of Philadelphia. 
In one large and handsome octavo volume of 566 pages, with 216 wood-cuts. 


STANLEY ON. THE BONES.—A Treatise on Diseases atthe Bones, J 1. 8ve., extra cl 
BRODIE'S SURGICAL LECTURES.—Clinicai Lectures on Surgery. 1 vol.8vo,, cloth. 350. ems 
She al ae JOIN TS.— Pathological and Surgical‘Observationson the Diseases of the Joinis.° 1 vol 
vo., cloth. pp. , : ‘ ‘ 
Pepe ON URINARY ORGANS.—Lectures on the Diseases of the Urinary Organs. 1 vol. 8vo., cloth. 
PP. : : 

** These three works may be had neatly bound together, ‘i oe i 
eet on vEs gen orks” 700 eh. ne gether, forming a large voltiiie of ‘* Brodie’s 
) } SEAL.—A Practical Treatise on Venereal Diseases: With a Th ti 

and Special Formulary. Translated by Sidney Doane, M.D.. Fourth edition. 1 Soecat a0. eee 
_ DURLACHER ON CORNS, BUNIONS, &c.—A Treatise on Corns, Bunions, the Diseases of Nails, and 
the General Managementof the Feet. In one 12mo. volume, cloth. 134 pp, ae : } 
GUTHRIE ON THE BLADDER, &c.—The Anatomy of the Bladder and Pieris and the Treatment of the 
Obstructions to which those Passages are liable. In one vol. vo. 150 pp. ‘ : : 
er a RUPTURES,—A Treatise on Ruptures, from the fifth London Edition. In one 8yo. vol 
eep. : 5 se phe L 
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LIBRARY OF SURGICAL KNOWLEDGE. 


A SYSTEM OF SURGERY. 
BY J..M. CHELIUS. 


TRANSLATED FROM THE GERMAN, 
AND ACCOMPANIED WITH ADDITIONAL NOTES AND REFERENCES, 


BY JOHN F. SOUTH. 


Complete in three very large octavo volumes of nearly 2200 pages, strongly bound, with raised 
bands and double titles. 
We do not hesitate to pronounce it the best and most comprehensive system of modern surgery with 
which we are acquainted.— Medice-Chirurgical Review. 


The fullest and ablest digest extant of all that relates to the presentadvanced state of Surgical Pathology.— 
American Medical Journal. 

If we were confined to a single work on Surgery, that work should be Chelius’s.— St. Lowis Med. Journal. 

As complete as any system of Surgery ean well be.—Southern Medical and Surgical Journal. 

The most finished system of Surgery in the English language.— Western Lancet. 

The most learned and complete systematic treatise now extant.—Edinburgh Medical Journal. 

No work in the English language comprises so large an amount of information relative to operative medi- 
eine and surgical pathology.— Medical Gazette. 

A complete encyclopedia of surgical science—a very complete surgical library—by far the most complete 
end scientific system of surgery in the English language.— N.Y. Jowrnal of Medicine. 

One of the most complete treatises on Surgery in the English language.—Monthly Journal of Med. Science. 

The most extensive and comprehensive accountof the art and science of Surgery in our language.— Lancet. 


A TREATISE ON THE DISEASES OF THE EYE. 
BY W. LAWRENCE, F.R.S. 


Anew Edition. With many Modifications and Additions, and the introduction of nearly 200 Illustrations, 


BY ISAAC HAYS, M.D. 


In one very large 8vo. vol. of 860 pages, with plates and wood-cuts through the text. 


JONES ON THE EYE. 
THE PRINCIPLES AND PRACTICE 


OF OPHTHALMIC MEDICINE AND SURGERY. 


BY T. WHARTON JONES, F.R.S., &c. &c. 


EDITED BY ISAAC HAYS, M.D., &c. 


Em one very neat volume, large royal 12mo. of 529 pages, with four plates, plain or colored, and 
ninety-eight well executed wood-cuts. 


A NEW TEXT-BOOK ON SURGERY—(Now Ready.) 


THE PRINCIPLES AND PRACTICE OF SURGERY. 


BY WILLIAM PIRRIB, F.R.S.E., 


Regius Professor of Surgery in the University of Aberdeen. 


: Epirep sy JOHN NEILL, M.D.,, 
Demonstrator of Anatomy in the University of Pennsylvania, Lecturer on Anatomy in the Medica 
Institute of Philadelphia, &e. ; 
In one very handsome octavo volume, of 780 pages, with 316 illustrations. 


The object of the author, in the preparation of this volume, has been to present to the student a 
complete text-book of surgery, embracing both the principles and the practice in their mutual rela- 
tions, according to the latest state of scientific development. In accomplishing this, his aim has been 
to combine simplicity of arrangement, and conciseness and clearness of description, with the eluci- 
dation of sound principles and the modes of practice which his own experience and the teachings of 
the best authorities have shown to be the most successful. The Editor has, therefore, found but 
little to add respecting European surgery, and his efforts consequently have been directed towards 
introducing such improvements as have been pointed out by the practitioners of the United States, 
and such further information as may be requisite for the guidance of the student in this country.— 
Of the very numerous illustrations, the greater portion are from preparations in the authors mu- 
seum, er from patients under his care. These have been reproduced with great care, and the 
whole is presented as an original and highly practical work, and at the same time as a handsome 
specimen of typographical execution. 


MAURY’S DENTAL SURGERY.—A Treatise on the Dental Art, founded on Actual Experience. Illus- 
trated by 241 lithographic figures and 54 wood-cuts. Translated by J.B. Savier, In 1 8yo. vol.,sheep. 296 pp. 

DUFTON ON THE EAR.—The Nature and Treatment of Deafness and Diseases of the Ear; andthe Treat- 
ment of the Deaf and Dumb. One smal] 12mo. volume. 120 pp... ; : ee 

SMITH: ON FRACTURES.—A Treatise on Fractures in the vicinity of Joints, and on Dislocations, One 
vol. 8vo., with 200 beautiful wood-cuts. : 
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NEW AND IMPORTANT WORK ON PRACTICAL SURGERY.—CJUST ISSUED.) 


OPHRATIVE SURGHERY. 


BY FREDERICK C. SKEY, F. RB.S., &c. 


In one very handsome octavo volume of over 650 pages, with about one hundred wood-cuts. 


The object of the author, in the preparation of this work, has been not merely to furnish the 
student with a guide to the actual processes of operation, embracing the practical rules required 
to justify an appeal to the knife, but also to present a manual embodying such principles as might 
render it a permanent work of reference to the practitioner of operative surgery, who seeks to 
uphold the character of his profession as a science as well as an art. Im its composition he has 
relied mainly on his own experience, acquired during many years’ service at one of the largest of 
the London hospitals, and has rarely appealed to other authorities, except so far as personal inter- 
course and a general acquaintance with the most eminent members of the surgical profession 
have induced him to quote their opinions. ; 

From Professor C. B. Gibson, Richmond, Virginia. : 

[ have examined the work with some care, and am delighted with it. The style is admirable, the matter 
excellent, and much of it original and deeply interesting, whilst the illustrations are numerous and betier 
executed than those of any similar work I possess. 

In conclusion we must express our unqualified praise of the work as a whole. The high moral tone, the 
liberal views, and the sound information which pervades it throughout, reflect the highest credit upon the 
talented author. We know of no one who has succeeded, whilst supporting operative surgery in its proper 
rank, in-promulgating at the same time sounder and more enlightened views upon that most important of 
all subjects, the principle that should guide us in having recourse to the knife.—Medical Times. 

The treatise is, indeed, one on operative surgery, but it is one in which the author throughout shows that 
fe is most anxious to place operative surgery in ils just position. He has acted as a judicious, but not 
partial friend; and while he shows throughout that he is able and ready to perform any operation which the 
exigencies and casualties of the human frame may require, he is most cautious in specifying the circum- 
stances which in each case indicate and contraindicate operation. It is indeed gratifying to perceive the 
sound and correct views which Mr. Skey entertains on the subject of operations in general, and the gentle- 
manly tone in which he impresses on readers the lessons which he is desirous to inculeate. His work isa 
perfect model for the’ operating surgeon, who will learn from it not only when and how to operate. but some _ 
more noble and exalted lessons which cannot fail to improve him as a moral and social agent— Adinburgh 
Medical and Surgical Journal. 


THE STUDENT'S TEXT-BOOK. 


THE PRINCIPLES AND PRACTICE OF MODERN SURGERY, 
BY ROBERT DRUITT, Fellow of the Royal College of Surgeons. 
A Wew American, from the last and improved London Hdition. 
Eprrep sy F. W. SARGENT, M.D., Author of “‘Minor Surgery,” &c. 


ILLUSTRATED WITH ONE HUNDRED AND NINETY-THREE WOOD ENGRAVINGS. 
In one very handsomely printed octavo volume of 576 large pages. 

wh. ‘ _ From Professor Brainard, of Chicago, Illinois. 

I think it the best work of its size, on that subject, in the language. 


? _From Professor Rivers, of Providence, Rhode Island, . 
T have been acquainted with it since its first republication in this country, and the universal praise it has 


received I think well merited, 
4 ' From Professor May, of Washington, D. C. 
Permit me to express my satisfaction at the republication in so improved a form of this most valuable work 
J believe it to be one of the very best'text-books ever issued. ~ ‘ 
; From. Professor McCook, of Baltimore. 
I eannot withhold my approval of its merits, or the expression that no work is better suited te the wants 
of the student. I shall commend it to my class, and make it my chief text-book. 


FERGUSSON’S OPERATIVE SURGERY. NEW EDITION. 


A SYSTEM OF PRACTICAL SURGERY, 
BY WILLIAM FERGUSSON, F.R.S. E., 


Professor of Surgery in King’s College, London, &c. &c. 
THIRD AMERICAN, FROM THE LAST ENGLISH EDITION. 
__ With 274 Illustrations. 
In one large and beautifully printed octavo volume of six hundred and thirty pages. 


ae math ma loieoed pagetaetion that we call the attention of the profession in this country to this excellent 
work. It richly deserves the reputation conceded to it, ef being the best practical Surgery extan Ci 
the English langyage.— Medical Examiner. , 3 E pane Bc thy you 


A NEW MINOR SURGERY. 


‘ON BANDAGING AND OTHER POINTS OF MINOR SURGERY, 
BY F. W. SARGENT, M.D. 


In one handsome royal 12mo. volume of nearly 400 pages, with 128 wood-cuts. 


pam Ni ie ae Ns Li nab Avot Gilbert, Philadelphia. . L, 
mbracing the smaller details of surgery, which are illustrated by very aecurate engravin 

becomes one of very great importance to the practitioner in the-performance of his daily ditties. Pie wack 
information is rarely found in the general works on surgery now in uss. ? ve 


‘ 


v 
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THE GREAT ATLAS OF SURGICAL ANATOMY. 
(NOW COMPLETE.) 


SURGICAL ANATOMY. 


BY JOSEPH MACLISH, Surczon. 


IN ONE VOLUME, VERY LARGE IMPERIAL QUARTO, 


With Sixty-eight large and splendid Plates, drawn in the best style, and 
beautifully colored, 


Containing one hundred and ninety Figures, many of them the size of life, 


TOGETHER WITH COPIOUS EXPLANATORY LETTER-PRESS. 


Strongly and handsomely bound in extra cloth, being one of the best executed and cheapest surgi- 
cal works ever presented in this country. ' 

This great work being now complete, the publishers confidently present it to the attention of the 
profession as worthy in every respect of their approbation and patronage. No complete work 
of the kind has yet been published in the English language, and it therefore. will supply a want 
long felt in this country of an accurate and comprehensive Atlas of Surgical Anatomy to which 
the student and practitioner can at all times refer, to ascertain the exact relative position of 
the various portions of the human frame towards each other and to the surface, as well as their 
abnormal deviations. The importance of such a work to the student in the absence of anato- 
mical material, and to the practitioner when about attempting an operation, is evident, while the 
price of the book, notwithstanding the large size, beauty, and finish of the very numerous illustra- 
tions, is so low as to place it within the reach of every member of the profession. The: publishers 
therefore confidently anticipate a very extended circulation for this magnificent work. 

To present some idea of the scope of the volume, and of the manner in which its plan has been 


, carried out, the publishers subjoin a very brief summary of the plates. 


Plates 1'and 2.—Form of the Thoracic Cavity and Position of the Lungs, Heart, and larger Blood~ 
vessels, 

Plates 3 and 4.—Surgical Form of the Superficial Cervical and Facial Regions, and the Relative 
Positions of the principal Bloodvessels, Nerves, &c. 

Plates 5 and 6.—Surgical Form of the Deep Cervical and Facial Regions, and Relative Positions 
of the principal Bloodvessels, Nerves, &c. 

Piates 7 and 8.—Surgical Dissection of the Subclavian and Carotid Regions, and Relative Anatomy 
of their Contents. ; : 

Plates 9’and 10.—Surgical Dissection of the Sterno-Clavicular or Tracheal Region, and Relative 
Position ofits main Bloodvessels, Nerves, &c. , : 

Plates 11 and 12.—Surgical Dissection of the Axillary and Brachial Regions, displaying the Relative 
Order of their contained parts. 

Plates 13 and14.—Surgical Form of the Male and Female Axille compared. 

Plates 15 and-16.—Surgical Dissection of the Bend of the Elbow and the Forearm, showing the 
Relative Position of the Arteries, Veins, Nerves, &c. 

Plates 17, 18 and 19.—Surgical Dissections of the Wrist,and Hand, 

Plates 20 and 21.—-Relative Position of the Cranial, Nasal, Oral, and Pharyngeal Cavities, &c. 

Plate 22.—Relative Position of the Superficial Organs of the Thorax and Abdomen. 

Plate 23.—Relative Position of the Deeper Organs of the Thorax and those of the Abdomen. 

Plate 24.—Relations of the Principal Bloodvessels to the Viscera of the Thoracico-Abdominal 
Cavity. 

Plate 25 eRelations of the Principal Bloodvessels of the Thorax and Abdomen to the Osseous 
Skeleton, &e. . - 

Plate 26.—Relation of the Internal Parts to the External Surface of the Body. 

Plate 27.—Surgical Dissection of the Principal Bloodvessels, &c., of the Inguino-Femoral Region. 

Plates 28 and 29.—Surgical Dissection of the First, Second, Third, and Fourth Layers of the 
Inguinal Region, in connection with those of the Thigh, 

Plates 30 and 31.—The Surgical Dissection of the Fifth, Sixth, Seventh and Eighth Layers of the 
Inguinal Region, and their connection with those of the Thigh. . 

Platés 32, 33 and 34.—The Dissection of the Oblique or External and the Direct or Internal Ingui- 
nal Hernia. 

Plates 35, 36, 37 and 38.—The Distinctive Diagnosis between External and Internal Inguinal Hernia, 
the Taxis, the Seat of Stricture, and the Operation. 

Plates 39 and 40.—Demonstrations of the Nature of Congenital and Infantile Inguinal Hernia, and 
of Hydrocele. 

Plates 41 and 42.—Demonstrations of the Origin and Progress of Inguinal Hernia in general. 

Plates 43 and 44.—-The Dissection of Femoral Hernia, and the Seat of Stricture. 

Plates 45 and 46.—Demonstrations ofthe Origin and Progress of Femoral Hernia, its Diagnosis, the 
Taxis, and the Operation. 

Plate 47.—The Surgical Dissection of the principal Bloodvessels and Nerves of the Iliac and Fe- 
moral Regions. 

Plates 48 and 49.—The Relative Anatomy of the Male Pelvic Organs. 

Plates 50.and 51.—The Surgical Dissection of ihe Superficial Structures of the Male Perineum. 

Plates 52 and 53.—The Surgical Dissection of the‘Deep. Structures of the Male Perineum.—The 
Lateral Operation of Lithotomy. 
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Plates 54, 55 and 56.—The Surgical Dissection of the Male Bladder and Urethra.—Lateral and 
Bilateral Lithotomy compared. 

Plates 57 and 58.—Congenital and Pathological Deformities of the Prepuce and Urethra:—Struc- 
ture and Mechanical Obstructions of the Urethra. ; ; ' 
Plates 59 and 60.—The various forms and positions of Strictures and other Obstructions of the 

Urethra.—False Passages.—Enlargements and Deformities of the Prostate. ; 
Plates 61 and 62.—Deformities of the Prostate.—Deformities and Obstructions of the Prostatic 
Urethra. 

Plates 63 and 64:—Deformities of the Urinary Bladder.—The Operations of Sounding for Stone, of 
Catheterism, and of Puncturing the Bladder above the Pubes. , 
Plates 65 and 66.—The Surgical Dissection of the Popliteal Space, and the Posterior Crural Region. 
Plates 67.and 68.—The Surgical Dissection of the Anterior Crural Region, the Ankles, and the Foot. 


Notwithstanding the short time in which this work has been before the profes- 
sion, it has received the unanimous approbation of all who have examined it. From 
among a very large number of commendatory notices with which they have been 
favored, the publishers. select the following :— 


From Prof. Kimball, Pitsfield, Mass. 


Thave examined these numbers with the greatest, satisfaction; and feel bound to say that they are alto- 
gether the most perfect and satisfactory plates of the kind that I have ever seen. 


From Prof. Brainard, Chicago, Ill. “ 

The works extremely well adapted to the use both of students and practitioners, being sufficiently exten- 
sive for practical purposes, without being so expensive as to place it beyond their reach, Such a work was 
a desideratum in this country, and I shall not fail to recommend it to those within the sphere of my acquaint- 
ance, ; 

’ Y x From Prof. P. F. Eve, Augusta, Ga. 

I consider this work a great acquisition to my library, and shall take pleasure in recommending it on all 
suitable occasions. , j ‘ 


From Prof. Peaslee, Brunswick, Me. 


_ The second part more than fulfils the promise held out by the first, so far as the beauty of the illustrations 
is concerned ; and, perfecting my opinion of the value of the work, so far as it has advanced, I need add, 
nothing to what I have previously expressed to you. 


‘ s From Prof. Gunn, Ann Arbor, Mich. : 
_ The plates in your edition of Maclise answer, in an eminent degree, the purpose for which they are 
intended. I shall take pleasure in exhibiting it and recommending it to my class. 


; From Prof. Rivers, Providence, R. I. ; 
The plates illustrative-of Hernia are the most satisfactory I have ever met with. 


From Professor S. D. Gross, Louisville, Ky. 
The work, as far as.it has progressed,is most admirable, and cannot fail, when completed, to form a most 
valuable contribution to the literature of our profession. It will afford me great pleasure to recommend it to 
the pupils of the University of Louisville. . ; ' 


From Professor R. L. Howard, Columbus, Ohio. ‘ : 
In all respects, the first number is the beginning of a most excellent work, filling completely what might 
be considered hitherto a vacuum in surgical literature. For myself, in behalf of the medical profession, i 
wish to express to you my thanks for this. truly elegant and meritorious work. I am confident that it will 
meet with a ready and extensive sale. Ihave spoken of it in the highest terms to my elass and my profes- 


sional brethren, ‘i 
: From Prof. C. B. Gibson, Richmond, Va. ~ ; 
I consider Maclise very far superior, as to the drawings, to any work on Surgical Anatomy with which F 
am familiar, and I am particularly struck with the exceedingly low price at whieh it is sold. I eannot doubt 
that it will be extensively purchased by the profession. 


From Prof. Granville S. Pattison, New York. 2 Sp ae 

The profession, in my opinion, owe you many thanks for the publication of this beautiful work—a work 
which, in the correctness of its exhibitions of Surgical Anatomy, is not surpassed by any work with which 
Iam acquainted; and the admirable manner in which the lithographic plates have been executed and 
colored is alike honorable to your house and to the arts in the United States, 4 


, — From Prof. J. F. May, Washington, D. C. 
Having examined the work, I am pleased to add my testimony to its correctness, and to its value asa 
work of reference by the surgeon. , ‘ 


From Prof. Alden Marsh, Albany, N. y. 


_ From what Thave seen of it, I think the design and execution of the work admirable, and, at the proper 
time in my course of lectures, I shall exhibit it to the class, and give it a recommendation worthy ofits great 


merit. 
From H. H. Smith, M. D., Philadelphia, 


Permit me to express my gratification at the exeeution of Maclise’s Surgical Anatomy. The plates are, in 
my opinion, the best lithographs that I have seen of a medical character;.and the coloring of this number 
cannot, [ think, be improved. Estimating highly the contents of this work, I shall continue to recommend it 
to my class as I have heretofore done, ; 


From Prof, D. Gilbert, Philadelphia. ' 


Allow me to say, gentlemen, that the thanks of the profession at large, in this country, are due to you for 
the republication of this admirable work of Maclise. ‘The precise relationship of the organs in the regions 
displayed is so perfect, that even those who have daily access to the dissecting-room may, by consulting 
this work, enliven and confirm their anatomical knowledge prior to an operation. But it isto the thousands 
of practitioners of our country who cannot enjoy these advantages’ that the perusal of those plates, with 
their concise and accurate descriptions, will prove of infinite value. These have supplied.a desideratum 
which will enable them to refresh their knowledge of the'important structures involved in their surgical 
cases, thus establishing their self-confidence, and enabling them to undertake operative procedures with 
every assurance of success. And as all the practical departments in medicine rest upon the same basis, and 


are enriched from the same sources, I need hardly add that this rk should di : 
habpe cc <! ee ; ardly a at this work should be found in thé Nbrary of every 


‘ 
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From Professor J. M. Bush, Lexington, Ky. 
lam delighted with both the plan and execution of the work, and shall take all occasions to recommend it 
to my private pupils. and public classes. 


The most accurately engraved and beautifully colored plates we have ever seen in‘an American book— 
one of the best and cheapest surgical works ever published.— Buffalo Medical Journal. * 

Itis very rare that so elegantly printed, so well illustrated, and so useful a work, is offered at so moderate 
a price.—Charleston Medical Journal. 

A work which cannot but please the most fastidious lover of surgical science. In it, by a succession of 
plates, are brought to view the relative anatomy of the parts included in the important surgical divisions of 
the human body, with that fidelity and neatness of touch which is scarcely excelled by nature herself, While 
we believe that nothing but an extensive circulation can compensate the publishers for the outlay in the 
production of the work—furnished asit is at a very moderate price, within the reach of all—we desire to see 
it have that circulation which the zeal and peculiar skill of the author, the utility of the work, and the neat 
style with which itis executed, should demand for it in a liberal professioni—N; Y. Jour. of Medicine. 

This is an admirable reprint of-a deservedly popular London publication. Its plates can boast a superi- 
ority that places them almost beyond the reach of: competition. And we feel too thankful to the Philadel- 
phia publishers for their very handsome reproduction of the whole work, and at a rate within everybody’s 
reach, not to urge all our medical friends to give it, for their own sakes, the cordial welcome it deserves. in 
a speedy and extensive circulation.— The Medical Examiner. 

When the whole has been published it will be a complete and beautiful system of Surgical Anatomy, hav- 
ing an advantage which is important, and not possessed by colored plates- generally, viz., its cheapness, 
which places it within the reach of every one who may feel disposed to possess the work. Every practi- 
tioner, we think, should have a work of this kind within reach, as there are many operations requiring imme- 
diate performance in which a book ef reference will prove most valuable.—Souwthern Med. and Surg. Journ. 

No such lithographic illustrations of surgical regions have hitherto, we think, been given. While the ope- 
rator is shown every vessel and nerve where an operation is contemplated, the exact anatomist is refreshed 
by those clear and distinct dissections which every one must appreciate who has a particle of enthusiasm. 
The English medical press has quite exhausted the words of praise in recommending this admirable treatise. 
Those who have any curiosity to gratify in reference to the perfectibility of the lithographic art in delinea- 
ting the complex mechanism of the human body, are invited to examine our copy. Ifanything will induce 
surgeons‘and students to patronize a book of such rare value and every-day importance to them, it will be a 
survey of the artistical skill exhibited in these fac-similes of nature.—Boston Medical and Surg. Journal. 

These plates will form a valuable acquisition to practitioners settled in the country, whether engaged 
in surgical, medical, or general practice.—Edinburgh Medical and Surgical Journal. 

We are well assured that there are none of the cheaper, and but few of the more expensive Works on 
anatomy, which will form so complete a guide to the student or practitioner as these plates. To practitioners, 
in particular, we recommend this work as far better, and not at all more expensive, than the heterogeneous 
compilations most commonly in use, and which, whatever their value to the student preparing for examina- 
tion, are as likely to mislead as to guide the physician in physical examination, or the surgeon in the per- 
formance of an operation.—Monthly Journal of Medical Sciences. : : 

We know cfno work on surgical anatomy which can compete with it—Lamecet, 

This is by far the ablest work on Surgical Anatomy that has come under our observation. We know of 
no other-work that would justify a student, im any degree, for neglect of actual dissection. A careful study 
of these plates, and of the commentaries on them, would almost make an anatomistof a diligent student. And 
to one who has studied anatomy by dissection, this work is invaluable as a perpetual remembrancer, in niat- 
ters of knowledge that may slip from the memory. The practitioner can scarcely consider himself equipped 
for the duties of his profession without such a work as this, and this has no rival, in his library. In those 
sudden emergencies that so often arise, and which require the instantaneous command of minute anatomical 
knowledge, a work of this kind keeps the details of the dissecting-room perpetually fresh inthe memory. 
We appeal to our readers, whether any one can justifiably undertake the practice of medicine who is not 
prepared to give all needful assistance, in all matters demanding immediate relief, __ Zé 

We repeat that no medical library, however large, can be complete without’ Maclise’s Surgical Anatomy, 
The American edition is well entitled to the confidence of the profession, and should command, among them, 
an extensive sale. The investment of the amountof the cost of this work will prove to be a very profitable 
one, andifpractitioners would qualify themselves thoroughly with such important knowledge as is contained 
in works of this kind, there would be fewer of them sighing for employment, The medical profession should 
spring towards such an opportunity as is presented in this republication, to encourage frequent repetitions of 
American enterprise of this kind.— The Western Jowrnal of Medicine and Surgery. 


_ MILLER’S PRINCIPLES OF SURGERY. 
NEW AND BEAUTIFULLY ILLUSTRATED EDITION—(Now Reapy.) 


PRINCIPLES OF SURGERY. 
BY JAMES MILLER, F.R.S. E., F.R.C.S. E., 


Professor of Surgery in the University of Edinburgh. 


THIRD AMERICAN, FROM THE SECOND AND ENLARGED EDINBURGH EDITION. 


Revised, wire Appirions, By F. W. SARGENT, M.D., 
Author of “ Minor Surgery,” &c. 


In one very large and handsome octavo yelume, of seven hundred and fifty-two pages, 
WITH ABOUT TWO HUNDRED AND FIFTY EXQUISITE WOOD ENGRAVINGS. 


The very extensive additions and alterations which the author has introduced into this edition 
have rendered it essentially a new work. By common consent, it has been pronounced the most 
complete and thorough exponent of the present state of the science of surgery in the English lan- 
guage, and the American publishers in the preparation of the present edition have endeavored to 
render it in all respects worthy of its extended reputation. The press has been carefully revised 
by the editor, who has intreduced such notes and observations as the rapid progress of surgical 
investigation and pathology have rendered necessary., The illustrations, which are very numerous, 
and of a high order of merit, both artistic and practical, have been engraved with great care, and 
in every point of mechanical execution it is confidently presented as one of the most beautiful 
volumes as yet published in this country. 


BY THE.SAME AUTHOR. 


THE PRACTICH OF SURGERY. 


In one octavo volume, of 496 pages. 
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HUMAN ANATOMY. 
BY JONES QUAIN, M.D. 


FROM THE FIFTH LONDON EDITION. 
EDITED BY is 


RICHARD QUAIN, F.R.S., anv WILLIAM SHARPEY, M.D., F. B.S, 


Professors of Anatomy and Physiology in University College, London. 
REVISED, WITH NOTES AND ADDITIONS, 


BY JOSEPH LEIDY,. M.D. 


Complete in Two large Octavo Volumes, of about Thirteen Hundred Pages. 
Beautifully Illustrated with over Five Hundred Engravings on Wood. 


We have here one of the best expositions of the present state of anatomical science extant. There is not 
probably a work to be found in the English language which contains so complete an account of the progress 
and present state of general and special anatomy as this.’ By the anatomist this work must be eagerly 
sought for, and no student’s library can be complete without it.— The N. Y. Journal of Medicine. ' 

We know of no work which we would sooner see in the hands of every student of this branch of medical 
science than Sharpey and Quain’s Anatomy.— The Western Journal of Medicine and Surgery. 

It may now be regarded as the most complete and best. posted up work on anatomy in the language. It 
will be found particularly rich in general anatomy.— The Charleston Medical Journat. 

We believe we express the opinion of all who have examined these volumes, that there is no work supe- 
rior to them on the subject which they so ably describe.— Southern Medical and Surgical Journal. : 

It is one of the most comprehensive and best works upon anatomy in the English language: Itis equally 
valuable to the teacher, practitioner, and student in medicine, and to the surgeon in particular.— The Ohio 
Medical and Surgical Journal. 4 

To those who wish an extensive treatise on Anatomy, we recommend these handsome volumes as the best 
that have ever issued from the English or American Press.+The N. W. Medical and Surgical Jowrnal. 

We believe that any country mightsafely be challenged to produce a treatise on anatomy so readable, so 
élear, and so full upon all-important topics — British and Foreign Medico-Chirurgical Review. 

It is indeed a work calculated to make an era tn anatomical study, by placing before the student every de- 
partment of his science, with a view to the relative importance of each; and so skillfully have the different 
parts been interwoven, that no one who makes this work the basis of his studies will hereafter have any ex- 
euse for neglecting or undervaluing any important particulars connected with the strueture of the human 
frame; and whether the bias of his mind lead him in a more especial manner to surgery, physic, or physiole- 
gy, he will find here a work at once so comprehensive and practical as to defend him from excJusiveness on 
the one hand, and pedantry on the other.— Monthly Journal and Retrospect of the Medical Sciences. 

We have no hesitation in recommending this treatise on anatomy as the Most complete on that subject in 
the English language; and the ouly one. perhaps, in any language, which brings the slate of knowledge for- 
ward to thé most recent discoveries.— The Edinburgh Medical and Surgical Journal. 

Admirably calculated to fulfil the object for which it is imtended.— Provincial Medical Journal. - 

The most complete Treatise on Anatomy in the English language,— Edinburgh Medical Journal., 

There is no work in the English language to be preferred to Dr. Quain’s Elements of Anatomy.—Lendon 
Journal af Medicine. ‘ 


THE STUDENT’S TEXT-BOOK OF ANATOMY. 
NEW AND IMPROVED EDITION—JUST ISSUED. 


A SYSTEM OF HUMAN. ANATOMY, 
GENERAL AND SPECIAL. ° 


BY ERASMUS WILSON, M. D. 
FOURTH AMERICAN FROM THE LAST ENGLISH EDITION. 
EDITED BY PAUL B. GODDARD, A. M.,. M.D. ~ 
‘WITH TWO HUNDRED AND FIFTY ILLUSTRATIONS. 
Beautifully printed, in one large octavo volume of nearly six hundred pages. 


In many, ifnot all the Colleges of the Union, it has become a staudard text-book. This, of itself,is sufficiently 
expressive of its value. A work very desirable to the student; one, the possession of which wil! greatly 
facilitate his progress in the study of Practical Anatomy.—New York Journal of Medicine. ; 

Its author ranks with the highest on Anatomy.— Southern Medical and Surgical Journal. ~ 

It offers to the student all the assistance that can be expected from such a work.—Medical Examiner. 

fi most pe a ps Sesh manual for the student we possess.—American Journal of Med. Science. 

hn every respect this work, as an anatomical euide for the st acuiti i i 
and most decided praise.—London Medical Gazette. © weg << MRE oe 


‘SIBSON’S MEDICAL ANATOMY —(Preparing.) 


MEDICAL ANATOMY; 
Iustrating the Form, Structure, and Position of the Internal Organs in Health and Disease, 
BY FRANCIS SIBSON, M.D; F.R.8., ©». coe 
Physician to St. Mary’s Hospital. une a) 
With numerous and beautiful colored Plates. ; 
In Imperial Quarto, to match “ Maclise’s Surgical Anatomy.” |” 


‘ 
¥ 
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 RORNER’S ANATOMY. 
MUCH IMPROVED AND ENLARGED EDITION—(Just Issued.) 


SPECIAL ANATOMY AND HISTOLOGY. 


BY WILLIAM E.. HORNER, M. D., 
_ Professor of Anatomy in the University of Pennsylvania, &c. 
; . EIGHTH EDITION. ; 
EXTENSIVELY REVISED AND MODIFIED To 1851. 


In two large octavo volumes, handsomely printed, with several hundred illustrations. 


This work has enjoyed a thorough and laborious revision on the part of the author, with the 
view of bringing it fully up to the existing state of knowledge on the subject of general and special 
anatomy. To adapt it more perfectly to the wants of the student, he has introduced a large number 
of additional wood engravings, illustrative of the objects described, while the publishers have en- 


deavored to render the mechanical execution of the work worthy of the extended reputation which: 


it has acquired. ‘The demand which has carried it to an EIGHTH EDITION isa sufficient evidence 
of the value of the work, and of its adaptation to the wants of the student and professional reader. 


- ‘ 


. NEW AND CHEAPER EDITION OF ‘ : 
\  CMIITH & HORVER’S ANATOMICAL ATLAS. 


AN ANATOMICAL ATLAS, 


ILLUSTRATIVE OF THE STRUCTURE OF THE HUMAN BODY.. 


BY HENRY H. SMITH, M.D., &c. 
UNDER THE SUPERVISION OF | 
WILLIAM E. HORNER, M.D., 


__ Professor of Anatomy in the University of Pennsylvania. : 
In one volume, large imperial octavo, with about six hundred and fifty beautiful figures. 


With the view of extending the sale of this beautifully executed and complete “Anatomical Atlas,” the 
publiskers have prepared a new edition, printed on both sides of the page, thus materially reducing its cost, 
and enabling them to present it at a price about forty per cent. lower than former editions, while, at the same 
time, the execution of each plate is in no respect deteriorated, and not a single figure is omitted. 

These figures: are well selected, and present a complete and aecurate representation of that wonderful 
fabric, the haman body. . The planof this Atlas. which renders it so peculiarly convenient for the student, and 
its superb artistical execution. have been already pointed out. We must congratulate the student, upon the 
completion of this Atlas, as it is the most convenient work of the kind that has yet appeared; and we must 
add, the very beautiful manner in which it is “got up” is so creditable to the country as to be flattering 
to our national pride.—American Medical Journat. 


HORNER’S DISSECTOR. 


THE UNITED STATES DISSECTOR; 


Being ajnew edition, with extensive modifications, and almost re-written, of 


“HORNER’'S PRACTICAL ANATOMY.” 
-In one very neat volume, royal 12mo., of 440 pages, with many illustrations on wood. 


WILSON’S DISSECTOR, New Edition— (Just Issued.) 


THE DISSECTOR: 
OR, PRACTICAL AND SURGICAL ANATOMY. 


BY ERASMUS WILSON. 
MODIFIED AND RE-ARRANGED BY 
PAUL BECK GODDARD, M. D. 


A NEW EDITION, WITII REVISIONS AND ADDITIONS. 
In one large and handsome volume, royal 12mo., with one hundred and fifteen illustrations. 


In passing this work again through the press, the editor has made such additions and improve- 
ments as the advance of anatomical knowledge has rendered necessary to maintain the work in the 
high reputation which it has acquired in the schools of the United States as a complete and faithful 
guide-to the student of practical anatomy. A number of new illustrations have been added, espe- 
cially in. the portion relating to the complicated anatomy of Hernia. In mechanical execution the 
work will be found superior to former editions. 


sy 


’ . . . 
14 BLANCHARD & ‘LEA’S PUBLICATIONS.—(Physiology.) 


WORKS BY W. B. CARPENTER, M.D. _ ; 


> 


NEW AND IMPROVED EDITION—(Just Ready.) 


PRINCIPLES OF HUMAN PHYSIOLOCY, 
WITH THEIR CHIEF APPLICATIONS TO . i 
PATHOLOGY, IHXYGIENE, AND FORENSIC MEDICIN KE. 
Pifth American from a New and Revised London Edition. 
Revisep, wira Norss, sy F. G..SMITH, M. D., 


Professor of Institutes of Medicine in the Pennsylvania Medical College- 
Wiru over THREE HUNDRED ILLUSTRATIONS. 
In one very large and handsome octavo volume. 


This edition of Dr. Carpenter?s very popular work will be issued simultaneously with the new Lon- 
. don edition, and therefore may be regarded as fully up-to the most recent state of the subject. it will 
thus be found materially altered and improved, the author having used every exertion to incorpo- 
rate ip'it all the changes which the very numerous and;important observations of the last few years 
have caused’in this rapidly advancing science. .To accomplish this, he has been compelled to 
re-write mamy’portions, and to-re-cast others, so that the present edition may be looked upon as 
almosta new book. The passage of the work through the press bas been carefully superintended 
by Prof. Smith, who has made such additions as were required to adapt it more particularly to the 
‘wants-of the American student; and, with a greatly improved series of illustrations, and very 
superior style of mechaniea} execution, the publishers confidently present this edition as worthy 
a continuance of the universal faver with which this work has been received asa standard text- 
book for the.student andpractitioner. “'\* f° ' °° ' *\. 
As a text-book it has been received intoall eur Colleges, and from a eareful perusal we ean recommend it 


to the student and to the profession at large. ds the bestexposition of the preseut condition of Physiology 
within theirs reach—_V. YoJournal of Medicine. r ’ 


COMPARATIVE PHYSIOLOGY Now Ready.) 


PRINCIPLES OF PHYSIOLOGY, 
GENERAL AND COMPARATIVE. — 


THIRD, EDITION, GREATLY ENLARGED. 


In one very handsome octavo volume, of over 1100 pages, with 321 beantifil wood-cuts. 
A truly magnificent work. In itself a perfect physiologieal study.— Ranking’s Abstract. 


are 


i+ CARPENTER’S MANUAL OF PHYSTFOLOGY.| 
NEW AND IMPROVED EDITION—(Jusr Issvep.) 


ELEMENTS OF PHYSIOLOGY 
. rd 
‘ ~ INCLUDING PHYSIOLOGICAL: ANATOMY. i 
SECOND AMERICAN, FROM A NEW AND REVISED LONDON EDITION. 
With One Hundred and Ninety Illustrations, In one very handsome octavo volume. 

In publishing the first-edition of this work, its title was altered from that of the London volume, 
by the substitution of the word ‘* Elements”? for that of ‘* Manual,?? and with the author’s sanction, 
the title of “* Elements” is still retained as being more expressive of the scope of the treatise. A 
comparison of the present edition with the former one will show a material improvement, the au- 
thor having ‘revised it thoroughly, with the view of rendering it completely ona level with the 
most advanced state of the science. By condensing the less important portions, these numerous 
additions have been introduced without materially increasing the bulk of the volume, and while 
numerous illustrations have been added, and the general execution of the work improved, it has 
been kept at its former very moderate price. - — ; 

To say that itis the best manual of Physiology now before the publie, wonld not do sufficient justice to the 
author —Buffalo Med. Journal. P 


In his former works.it would seem that he had exhausted the subjeet of Physiology. In the present, he 
gives the essence, as it were, of the whole.— WV. Y. Journal of Medieine. ' 

The best and most complete exposé of modern physiology, inone volume, extant inthe English language. 
— St. Louis Med. Journal. . ' 


Those who have oecasion for an elementary treatise on physiology, cannot do better than to possess them- 
selves of thé manual of Dr. Carpenter.—Medical Examiner, 


f 


A New Work. by Dr. Carpenter—(Preparing.) 


THE VARIETIES OF MANKIND; 
Or, an Account of the Distinetive Charaeters of the Various Races of Men. 
WITH NUMEROUS ILLUSTRATIONS ON WOOD. , , 
In one handsome royal 12mo. volume. - 


wae 


“i 
BLANCHARD & LEA’S PUBLICATIONS.“ (Prysiology.) . 


DUNGLISON’S. PHYSIOLOGY. 
~~ New and much Improved Edition.—(Sust Issued.) 


HUMAN PHYSIOLOGY. 
BY ROBLEY DUNGLISON, M. D., 
Professor ofithe Institutes of Medicine, in the Jefferson Medical College, Philadelphia, etc. etc. 
SEVENTH EDITION... * ‘ 
Thoroughly revised and extensively modified and enlarged, 
i With nearly Five Hundred Allustrations. 
In two large and handsomely printed octavo volumes, containing nearly 1450 pages. 


On no previous revision of this work has the author bestowed more care than-on the present, it 
having been subjected to an entire scrutiny, not only as regards the importantimatters of which it 
treats, but also the language in which they are conveyed; and on’ no former, occasion has he felt 
as satisfied with his endeavors to have the work on a level with the existing’ state of the science. 
Perhaps at no time in the history of physiology have observers been. more numerous, energetie, 
and discriminating than within the last few years. Many modifications of fact and inference have 
eonsequently taken place, which it has been necessary for the author to record, and to express his 
views in relation thereto. On the whele subject of physiology proper, as it applies. to the functions 
executed by the different organs, the present:edition, the author flatters himself, will therefore be 
found to contain the views of the most distinguished physiologists of all periods. 

The amount of additional matter contained. in this edition may be estimated from the fact that 
the mere list of authors referred to in its preparation alone extends over nine large and closely printed 
pages. The number of illustrations has been largely increased, the present edition containing four 
hundred and seventy-feur, while the last had but three hundred and sixty-eight; while, in addition 
to this, many new and superior wood-cuts have been substituted for those which were not deemed 
sufficiently accurate or satisfactory. The mechanical execution of the work has also been im- 
proved in every respect, and the whole is confidently presented as worthy the great and continued 
favor which it has so long received from the profession. 

ft has long since taken rank as one of the medical classics of our language.’ To say thatit is by farthe best 
text-book of physiology ever published in this country, is butechoing the general testimony of the profession. 
—N. Y. Journal of Medicine. ee ‘ 

The most full and complete system of Physiology in our language.— Western Lancet. 

Themost complete and satisfactory system of Physiology in the English language.—Amer. Med. Journal. 

The best work of the kind in the English language.—Sildiman’s Jowrnal. 

We have, on two fermer occasions, brought this excellent work under the notice of our readers, and we 
have now only to say that, instead of failing behind in the rapid march of physiological science, each edition 
brings it nearer to the van.— British and Foreign Medical Review. y 

A review of such a well-known work would be out of place at the present time. We have looked over it, 
and find, what we knew would be the case, that Dr. Dunglison has kept pace with the science to which ke 
has devoted so much study, and of which he is one of the living ornaments. We recommend the.work to the 
medical student asa valuable text-book, and to all inquirers into Natural Science, as one which will wel! 
and deligitfully repay perusal._-The New Orleans Medical and Surgical Journal. é 


‘ 


KIRKES AND PAGET'S PHY SIOLGGY.—(Lately Issued.), 


A MANUAL OF PHYSIOLOGY, 
FOR THE USE OF STUDENTS. 


BY WILLIAM SENHOUSE KIRKES, M.D., 
Assistep py JAMES PAGET, 


Lecturer on General Anatomy and Physiology in St. Bartholomew’s Hospital. 
In one handsome volume, royal 12mo., of 550 pages, with 118 wood-cuts. 


An excellent work, and for students one of the best, within reach.— Boston Medical and Surgical Journal. 

One of the best little books on Physiology which wé possess.— Braithwaite’s. Retrospect. } 

Particularly adapted to those who desire to possess a concise digest of the facts of Human Physiology.— 
British and Foreign Med.-Chirurg. Review. t F : 

One of the best treatises which can be put into the hands of the student. London Medical Gazette. 

We conscientiously recommend it as an admirable ‘“‘ Handbook of Physiology.”—London Jour. of Medicine. 


SOLLY ON THE BRAIN. 
THE HUMAN BRAIN; ITS STRUCTURE, PHYSIOLOGY, AND DISEASES. 


WITH A DESCRIPTION OF THE TYPICAL FORM OF THE BRAIN IN THE ANIMAL KINGDOM. : 
BY SAMUEL SOLLY, F.R.S., &c., 
Senior Assistant Surgeon to the St. Thomas’ Hospital, &e. 
From the Second and much Enlarged London Edition. In one cctavo volume, with 120 Wood-cuts. 


HARRISON.ON THE NERVES.—An Essay towards a correct theory of the Nervous System. In one 
octavo volume, 292 pages. F sal : 

MATTEUCCI ON LIVING BEINGS.—Lectures on the Physical Phenomena of Living Beings. Edited 
by Pereira. In one neat royal 12mo. volume, extra cloth, with euts—385 pages. : r 

ROGET'S PHYSIOLOGY.—A Treatise on Animal and Vegetable Physiology, with over 400 illustrations on 
wood. In two octavo volumes, cloth. _ 

ROGEWS OUTLINES.—Gutlines of Physiology and Phrenology. In one octavo volume, cloth—516 pages. 
ON THE CONNECTION BETWEEN PHYSfOLOGY AND INTELLECTUAL SCIENCE, ‘In one 
12mo. volume. paper, price 25 cents. ron } r , 
TODD & BOWMAN’S PHYSIOLOGY.—Physiological Anatomy and Physiology of Man. With numerous 


handsome weod-cuts. Parts I, II, and IIL, in one Svo. volume, 552 pp. Part IV will complete the work. 


SY 


16 BLANCHARD & LEA’S PUBLICATIONS.—(Pathology.) 


NEARLY READY.. 


AN ATLAS OF PATHOLOGICAL HISTOLOGY. 


_ BY GOTTLIEB: GLUGE,. M: D., 


Professor of Physiology and Pathological Anatomy in the University of Brussels. 


TRANSLATED, wird Norzs, By JOSEPH LEIDY, M. D. 
In one volume, very large imperial quarto, 
WITH THREE HUNDRED: AND TWENTY FIGURES, PLAIN AND COLORED, 0N TWELVE PLATES. —— 

The great and increasing interest with which this important subject is now regarded by the profession, 
aud the rapid advances which itis making by the aid of the microscope, have induced the publishers to pre- 
sent this volume, which contains allthe most recent, observations and results of European investigations. 
The text contains a complete exposition of the present state of microscopical pathology, while the plates are 
considered as among the most truthful and accurate representations which have been made of the pathologi- 
eal conditions of the tissues, and the volume as a whole may be regarded as a beautiful specimen of mechan- 
ieak execution, presented at a very reasonable price. 


WILLIAMS’ PRINCIPLES—New and Enlarged Edition. 


PRINCIPLES OF MEDICINE; 


Comprising General Pathology and Therapeutics, 
AND A ‘BRIEF GENERAL VIEW OF 
ETIOLOGY, NOSOLOGY, SEMEIQLOGY, DIAGNOSIS, PROGNOSIS, AND HYGIENICS, 
BY CHARLES J. B. WILLIAMS, M.D., F. R.S., 
t Fellow of the Royal College of Physicians, &c. 
Epitep, wita Appitrons, BY MEREDITH CLYMER, M. D., 


Consulting Physician tothe Philadelphia Hospital, &c. &c. % 
THIRD AMERICAN, FROM THE SECOND AND ENLARGED LONDON EDITION. 
In one octavo volume, of 440 pages. 


BILLING’S PRINCIPLES, NEW EDITION—dust Issued.) 


THE PRINGIPLES OF MEDICINE. 


. BY ARCHIBALD BILLING,.M. D., &e. : 
Second American from thé Bifth and Improved London Edition. 
In one handsome octavo volume, extra cloth, 250 pages. 
We can strongly recommend Dr. Billing’s “Principles” as a code of instruction whieh should be eon- 
siantly present to the mind of every well-informed.and philosophical practitioner vf medicine.— Lancet. 


MANUALS ON THE BLOOD AND URINE, 


In one handsome volume royal 12mo,, extra cloth, of 460 large pages, with numerous illustrations, 
_ CONTAINING 
I, A Practical Manual on the Blood and Seeretions of the Human Body. BY JOHN WILLIAM 
‘GRIFFITH, M. D., &c. ar 
II. On the Analysis of the Blood and Urine in health and disease, and on the treatment of Urinary 
diseases. BY G, OWEN REESE, M.D., F.R.S., &c. &e. : } 
Ill, A Guide to the Examination of the Urine in health and disease. BY ALFRED MARKWICK. 


NEW EDITION—(Jvusr Issuep.) 


URINARY DEPOSITS; 


THEIR DIAGNOSIS, PATHOLOGY, AND THERAPEUTICAL INDICATIONS. 
~. BY GOLDING BIRD, A. M:, M. D., &. | 


A NEW AMERICAN, FROM THE THIRD AND IMPROVED LONDON EDITION. 
In one very neat volume, royal 12mo., with over sixty illustrations. 

Though the present edition of this well-known work is but litle increased in size, it will be found essen- 
nally modified throughout, and fully up to the present state of knowledge on its subject. The unanimous tes- 
umony of the medical press warrants the publishers;in presenting it as a complete and reliable manual for 
the student of this interesting and important branch of medical science. 


ABERCROMBIE ON THE BRAIN.— Pathological and Practical Researches on Diseases of the Brain and 
Spinal Cord. .A new edition, in one small 8vo. volume, pp. 324. 

BURROWS ON. CEREBRAL CIRCULATION.—On Disorders of the Cerebral)Circulation, and on the 

' Connection between Affections of the Brain and Diseases of the Heart. In 1 §vo. vol., with cold pls, pp. 216. 

BLAKISTON ON THE CHEST.—Practical Observations on certain Diseases of the Chest; and on thé 
Principles of Auscultation. In one volume, 8vo,, pp. 384. ; 

HASSE’S PATHOLOGICAL ANATOMY.—An Anatomical Deseéription of the Diseases of Respiration and 
Cireulation, Translated and Edited by Swaine. In one volume, 8vo., pp. 379. 

FRICK ON THE URINE.—Renal Afiections, their Diagnosis and- Pathology. In one handsome volume, 

c royal 12mo., with illustrations. ony q 

COPLAND ON PALSY.—Of the Causes, Nature, and Treatment of Palsy and Apoplexy. In one volume, 
royal 12mo. (Just Issued.) ‘ . : 

VOGEL’S PATHOLOGICAL ANATOMY.—Pathological Anatomy of the Human body. ‘ Translated by 
Day. Inone octavo volume, with plates, plain and colored.- 


SIMON’S PATHOLOGY .—Leetures on General Pathology. Publishing in the “ Medical News*and Li- 
brary,” for 1852. 


BLANCHARD & LEA’S PUBLICATIONS.—(Practice of Medicine.) WW 


THE PRACTICE OF MEDICINE. 


A TREATISE ON : 


SPECIAL PATHOLOGY AND THERAPEUTICS. 
THIRD EDITION. 


BY ROBLEY DUNGLISON, M. D., 


Professor of the Institutes of Medicine in the Jefferson Medical College; Lecturer on Clinical Medicine, &e. 
* In two large octavo volumes, of fifteen hundred pages. 


The student of medicine will find, in these two elegant volumes, a mine of facts, a gathering 
of precepts and advice from the world of experience, that will nerve him with courage, and faith- 
fully direct him in his efforts to relieve the physical sufferings of the race.—Boston Medical and 
Surgical Journal. ' 

Upon every topic embraced in-the work the latest information will be found carefully posted up. 
Medical Examiner. ‘ 

_It is certainly the most complete treatise of which we have any knowledge. There is scarcely a 
disease which the student-will not find noticed.— Western Journal of Medicine and Surgery. 

One of the most elaborate treatises of the kind we have.—Southern Medical and Surg. Journal. 


NEW AND IMPROVED EDITION~—(Now Ready.) 
THE. HISTORY, DIAGNOSIS, AND TREATMENT OF THE 


FEVERS OF THE UNITED STATES. - 
BY, ELISHA BARTLETT, M.D., . 
Professor of Materia Medica and Medical Jurisprudence in the College of Physicians and Surgeons, N. Y. 
Third Edition, KBevised and Improved. 
In one very neat octavo volume, of six hundred pages. 


In preparing a new edition of this standard work, the author has availed himself of such obsery- 
ations and ‘investigations as have appeared since the publication of hislast revision, and he has 
endeavored in every way to render it worthy of a continuance of the very marked favor with which 
it. has been hitherto received. 

The masterly and elegant treatise by Dr. Bartlett is invaluable to the American student and practitioner. 
— Dr. Holmes’s Report to the Nat. Med. Association. , 

We regard it, from the examination we have made of it, the best work on fever extant, in our language, 
and as such cordially recommend it to the medical public.—St. Louis Med. and Surg. Journal, 


DISEASES OF THE HEART, LUNGS, AND APPENDAGES 
THEIR SYMPTOMS AND TREATMENT. . 
, BY W. H. WALSHE, M.D.,: , 


Professor of the Principles and Practice of Medicine in University College, London, §c. 
In one handsome volume, large royal 12mo. . : 


THE CYCLOPEDIA OF PRACTICAL MEDICINE: 


COMPRISING 
Treatises on the Nature and Treatment of Diseases, Materia Medica, and Thera- 
peutics, Diseases of Women and Children, Medical Jurisprudence, &c. &c. 
: EDITED BY : 4 
JOHN FORBES, M.D., F. R.S., ALEXANDER TWEEDIBE, M.D., F.R.S., | 


AND JOHN CONOLLY, M. D.} f 
Revised, with Additions, 


BY ROBLEY DUNGLISON, M. D. 


THIS WORK IS NOW COMPLETE, AND FORMS FOUR LARGE SUPER-ROYAL OCTAVO VOLUMES, 


Coniaining Thirty-two Hundred and Fifty-four unusually large Pages in Double Columns, Printed 
on Good Paper, with a new and clear type. 


THE WHOLE WELL AND STRONGLY BOUND, WITH, RAISED BANDS AND DOUBLE TITLES. 
This work contains no Jess than FOUR HUNDRED AND EIGHTEEN DISTINCT TREATISES, 
By Sixty-eight distinguished Physicians. te 
The most complete work on Practical Medicine extant; or, at least, in our language:—Buffalo Medical 
and Surgical Journal. : 
For reference, it is above all price to every practitioner.— Western Lancet. 
One-of the most valuable medical publications of the day--as a work of reference it is invaluable.— 
Western Journal of Medicine and Surgery. 
Ithas been-to us, both as learner and teacher, a work for ready and frequent reference, one in which 
modern English medicine is exhibited in the most advantageous light.—Medical Examiner, 
We rejoive that this work is to be placed within the reach of the profession in this country, it being unques- 
tionably one of very gréat value to the practitioner. This estimate of it has not been formed from a hasty ex- 
_ amination, but after an intimate acquaintance derived from frequent consultation of it during the past nine or 
ten years. The editors are practitioners of established reputation, and the list of contributors embraces many 
of the most eminent professors and teachers of London, Edinburgh, Dublin, and Glasgow. Itis, indeed, the 
great merit of this work thatthe principal articles have been furnished by practitioners who have not only 
devoted especial atteution to the diseases about which they have written, but have also enjoyed opportunities 
for an extensive practical acquaintance with themm,—and whose reputatiom carries the assurance of their 
* competency justly to appreciate the opinions of others, while it stamps their own doctrines with high and just 
authority.— American Medical Journal, 


18 BLANCHARD. & LEA’S PUBLICATIONS.—(Practice of Medicine.) 


WATSON’S PRACTICH OF MEDICINE—New Edition. 


LECTURES ON THE / 


PRINCIPLES AND PRACTICE OF PHYSIC. 


BY THOMAS WATSON, 'M. Di, &c. &¢. 
Third American, from the last London Edition. 
REVISED, WITH ADDITIONS,.BY D, FRANCIS CONDI, M. D., 


Author of ‘A Treatise on the Diseases of Children,” &c. 
. IN ONE OCTAVO VOLUME, ‘ 
Of nearly ELEVEN HUNDRED LARGE PAGES, strongly bound with raised bands. 


To say that it is the very best work on the subject now extant, is but to echo the sentiment of the medical 
press throughout the country.— NV. O. Medical Journal. ~ ’ , eat 
Regarded on all hands as one of the very best, if not the very best, systematic treatise on practical medi- 
cine extant.— St. Lowis Med. Jowrnal. 2 : : f 
As a text-book it has no equal; as a compendium of pathology and practice no superior.—N. Y. Annalist. 
We know of no work better calculated for being placed in the hands of the student, and for a text-book; 
on every important point the author seems to have posted up his knowledge to the day.—Amer. Med. Journal, 
One of the most practically useful books that ever was presented to the student.—NV, Y. Med. Journal. 


‘ 


NEW AND IMPROVED EDITION—(Now Ready.) 


‘ON DISEASES OF THE SKIN. 


BY ERASMUS WILSON, F.R.S., 


Author of‘ Human Anatomy,” &e. 
THIRD AMERICAN FROM THE THIRD LONDON EDITION. 
; In one neat octavo volume, extracloth, 4£0 pages. 
Also, to be had with fifteen beautiful steel plates, embracing 165 figures, plain 
and colored, representing the Normal Anatomy and Pathology of the Skin. 
ALSO, THE PLATES SOLD SEPARATE, IN BOARDS. ‘ ; 


This edition will be found in every respect much improved over the last. Considerable addi- 
tions have been made, the arrangement altered, and the whole revised so as to make it fully on a 
Yevel with the existing state of knowledge on the subjects treated. 

As a practical guide to the classification, diagnosis, and treatment of the diseases of the skin. the book is 
complete. We know nothing, considered in this aspect, better in our language; itis a safe authority on.all 
the ordinary matters which, in this range of diseases, engage the practitioner’s attention, and possesses ihe 
high quality—unknown, we believe. to every older manual—of being ona level with seience’s high-water 
mark—a sound book of practice.—London Medical Times. ‘ : 


WILSON ON SYPHILIS=(Now Ready.) 


ON CONSTITUTIONAL AND HEREDITARY SYPHILIS; 


AND. ON SYPHILITIC ERUPTIONS. 
BY ERASMUS WILSON, F.B.S., 
Author of “ Human Anatomy,” “ Diseases of the Skin,” &c. 
In one very handsome volume, small Svo., with four beautiful colored plates, | 
Presenting accurate representations of more than thirty varieties of Syphilitic Diseases of the Skin. 


This’ work is the result of extensive practical experience in the treatment of this disease, and 
presents some new views on this difficult and important subject, illustrated by numerous cases, 


BENEDICT’S CHAPMAN.—Compendium of Chapman’s Lectures on the Practice of Medicine. One neat 
volume, 8vo., pp. 258. ay 

peo ON TEP UY ER op Diseases of the Liver, In one very neat Svo. vol., with colored plates and 
wood-cuts, pp. 392. ro 

lac eee eRe ae on Fevers, Dropsy, Gout, Rheumatism; &c. &c. In one neatSvo. . 
volume, pp. 450. ‘ ss ' 

THOMSON ON THE SICK ROOM.—Doniestic management of the sick Room, necessary in aid of Medical 
Treapneet for me er of Diseases. Edited by R. E. Griffith, M. D. Inone large royal 12mo. volume, with 
wood-euts, pp. 360. 

HOPE ON THE HEART.—A Treatise on the Diseases of the Heart and Great Vessels. Edited by Pen- 
nock. In one volume, 8vo.,-with plates, pp. 572. ; ; 

LALLEMAND ON SPERMATORRHGA.—The Causes, Symptoms, and Treatment of Spermatorrhea. 
Translated and Edited by Henry J. McDougal. In one volume, 8vo., pp. 320. ; 

PHILIPS ON SCROFULA.—Scrofula: its Nature, its Prevalence, its Causes, and the Principles, of its 

: Treatment, In one volume, 8vo., with a plate, pp. 350. ‘ 

WHITEHEAD ON ABORTION, &¢.—The Causes and Treatment of Abortion and Sterility; being the 
Result of an Extended Practical Inquiry into the Physiological and Morbid Conditions of the Uterus. In 
one volume, 8vo., pp. 368. ' 

WILLIAMS ON RESPIRATORY ORGANS.—A Practical Treatise on Diseases of the Respiratory Or- 
‘ans; including Diseases of the Larynx, Trachea, Lungs, and Pleuree. With numerous Additions and 
otes by M. Clymer, M.D. With wood-cuts. In one octavo volume, pp. 508. . 

DAY ON OLD AGE.—A Practical Treatise on the Domestic Management and more important Diseases of 


Advanced Life. . With an Appendix on a new and successful mode of treating’ Lumbago and other forms 
of Chronic Rheumatism. 1 vol. 8vo., pp. 226. 

CLYMER ON FEVERS.—Fevers, their Diagnosis, Pathology, and Treatment. Prepared, with 1 
ditions, from “Tweedie’s Library of Practical Medicine.» a one vol 8vo., pp. 604. = vi at 


BLANCHARD & LEA’S PUBLICATIONS.(Diseases of Females.) 19 


MEIGS ON FEMALES, New and Improved Edition—(Lately Issued.) 


WOMAN; HER DISEASES AND THEIR REMEDIES: 


A SERIES OF LETTERS TO HiS CLASS. 
BY 6. D. MEIGS, M. D., 


Professor of Midwifery and Diseases of Women and Children in the Jefferson Medical College of 
Philadelphia, &c. &c. ¥ 


In one large and beautifully printed.octavo volume, of nearly seven hundred large pages. 


‘*T am happy to offer tomy Class an enlarged and amended edition of my Letters on the Dis- 
eases of Women; and I avail myself of this occasion to return my heartfelt thanks to them, and 
to our brethren generally, for the flattering manner in which they -have accepted this fruit of my 
labor.??—PREFACE. 


The value attached to this work by the profession is sufficiently proved by the rapid ex- 
haustion of the first edition, and consequent demand for a second. In préparing this the 
author has availed himself of the opportunity thoroughly to revise and greatly to improve 
it. The work-will therefore be found completely brought up to the day, and in every way 
worthy of the reputation which ‘it has so immediately obtained. aces 


Professor Meigs has enlarged and amended this great work, for such it unquestionably is, having passed 
the ordeal of criticism at home and abroad, but been.improved thereby; for in this new edition the author 
has introduced real improvements, and increased the value and utility of the book immeasurably. ‘It presents 

_ So many novel, bright and sparkling thoughts; such an exuberance of new ideas on almost every page, 
that we confess ourselves to have become enamored with the book and its author;.and cannot withhold 
our congratulations from our Philadelphia confreres, that such a teacher is in their service.. We regret that 
oor limits willnot allow of a more extended notice of this work,-but must content ourselves with thus com- 
mending it as worthy of diligent perusal by physicians as well as students, who. are seeking to be thoroughly 
instructed in the important practical subjeets of which ittreats—N., Y. Med. Gazette. ‘ : 

It contains a vast amount of practical knowledge, by one who has accurately observed and retained the 
experience of many years, and who tells the result in a free, familiar, and pleasant mamner.— Dublin Quar- 
terly Journal. ‘s oa cns 

There is an off-hand fervor, a glow and a warm-heartedness infecting the effort of Dr. Meigs, which is en- 
tirely captivating, and which absolutely hurries the reader through from beginning to end. Besides, the 
book teems with solid instruction, and it shows the very highest evidence.of ability, viz., the clearness with 
which the information is presented. We know of no better test of one’s understanding a subject than the 
evidence of the power of lucidly explaining it.. ‘The most elementary, as well.as the obscurest subjects, un- 
der the pencil of Prof. Meigs, are isolated and made to stand out in such bold relief, as to produce distinct 
impressions upon the mind and memory of the reader.—The Charleston Medical Journal. 

The merits of the first edition of this work were so generally appreciated, and with such a high degree of 
favor by the medical profession throughout the Union, that we are not surprised in seeing a second edition 
of it. Itis a standard work on the diseases of females, and in many respects is one of the very best of its 
kind in the English language. Upon the appearance of the first edition, we. gave the work a cordial recep- 
tion, and spoke of itin the warmest terms of commendation.. Time has not changed the favorable estimate 
we placed upon it, but has rather increased our convictions of its superlative merits. But we do not now 
deem it necessary to say more than to commend this work, on the diseases of women, and the remedies 
for them, to the attention of those practitioners who have not supplied themselves with it. The most select 
library would be imperfect without it—The Western Journal of Medicine and Surgery. 

He is a bold thinker, and possesses more originality of thought and style than almost any American writer 
on medical subjects. If,he is not an elegant writer, there is at least a freshness—a raciness in his mode of 
expressing himself—that cannot fail to draw the reader after him, even to the close of his work: you cannot 
nod over his pages;. he stimulates rather than narcolises your senses, and the reader cannot lay aside these 
letters when once he enters into their merits. This, the second edition, is much amended and enlarged, and 
affords abundant evidence of the author’s talents and industry.— NV. O. Medical and Surgical Journal. 

The practical writings of Dr. Meigs are second to none — The N. Y. Journal of Medicine. 

The excellent practical directions contained in this volume give it great utility, which we trust will not be 
Jost upon our older colleagues ; with some condensation, indeed, we should think it well adapted for trans- 
lation into German.—Zeitschriftfur die Gesammte Medecin. ‘ 


) 


NEW AND IMPROVED BDITION—(Lately Issued.) 


A TREATISE ON THE DISEASES OF FEMALES, 


“AND ON THE SPECIAL HYGIENE OF THEIR SEX, 
BY COLOMBAT DE L’ISERE, M.D. 
TRANSLATED, WITH MANY NOTES AND ADDITIONS, BY C..D. MEIGS, M. D. 


SECOND EDITION, REVISED AND IMPROVED. 
In one large volume, octavo, of seven hundred and twenty pages, with numerous wood-cuts. 


We are satisfied it is destined to take the front rank in this department of medical science. Itis in fact a 
complete exposition of the opinions and practical methods of all the celebrated practitioners of ancient and 
modern times.— New York Journ. of Medicine. 


ASHWELL ON THE DISEASES OF PEMALES. 


A PRACTICAL TREATISE ON THE DISEASES PECULIAR TO WOMEN. 


ILLUSTRATED BY CASES DERIVED FROM HOSPITAL AND PRIVATE PRACTICE. 
BY SAMUEL ASHWELL, M.D. Wurst Apprtions sy PAUL BECK GODDARD, M. D. 
Second American edition. In one octavo volume, of 520 pages, 
One of the very best works ever issued from the press on the Diseases of Females.— Western Lancet. 


ON THE CAUSES AND TREATMENT OF ABORTION: AND STERILITY. By James Whitehead, 
M. D., &c. In one volume octavo, of about three hundred and seventy-five pages. 
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NEW AND IMPROVED EDITION. 


‘THE DISEASES OF FEMALES. — 


INCLUDING THOSE OF PREGNANCY AND GHILDBED. — 
BY FLEETWOOD CHURCHILL, .M.D., M.R.1. A., 


Author of “Theory and Practice of Midwifery,” “ mga of Females,” &c. 
A New American Edition, Revised by the Author. 
In one large and handsome octavo volume of 632 pages, with wood-cuts. 


To indulge in panegyric, when announcing the fifth edition of any acknowledged medical authority, were 
to attempt to“ gild refined gold.” ‘The work annouliced above, has too long been honored with the terra 
‘ classical” to leave any doubt as to its true worth, and we content ourselves with remarking, that ihe author 
has carefully retained the notes of Dr. Huston, who edited the former American edition, thus really enhane- 
ing the value of the work,and paying a well-merited compliment. All who wish to be ‘posted up” on all 
that relates to the diseases peculiar to the wife, the mother. Or-the maid, will hastén to secure a copy of this 
most admirable treatise.— The Ohio Medical and Surgical Journal. ‘ 

We know of no author who deserves that approbation, on “ the, diseases of females,” to the same extent 
that Dr. Churchill does. His, indeed, is the only thorough treatise we know of on the subject, and it may be 
commended to practitioners and siudents as a masterpiece in iis particular department. ‘The former ediuons 
of this work have been commended strongly in this journal,.and they have won their way to an extended, 
and a well deserved popularity. ‘This fifth edition, before us, is well calculated to maintain Dr. Churchill’s 
high reputation. Jt was revised and enlarged by the author. for his American publishers, and it seems to us, 
that there is scarcely any species of desirable information on its subjects, that may not be found in this work. 
—The Western Journal of Medicine and Surgery. | 

We are gratified to announce a new and revised edition of Dr. Churchill’s valuable work on the diseases. 
of females. We have ever regarded it as one of ihe very best works on the subjects embraced within its 
scope, in the English language; and the present edition, enlarged and revised by the author, renders it still 
more entitled to the confidence of the profession. ‘The valuable notes of Prof. Huston have been retained, 
and contribute, in no small degree, to enhance the value of the work, Itis asouree of congraiulation that, 
the publishers have permiited the author to be, in this instance, his own editor, thus securing all the revision 
which an author alone is capable of making —The Western Lancet. * : r 

As a comprehensive manual for students,or a work of reference for practitioners, we only speak with 
common justice when we say that itsurpasses any other that has ever issued on the same subject from the 
British press— The Dublin Quarterly Journal. : : i 


4 


, 


Churchill’s Monographs on\ Females —(Lately Issued.) ~ 


ESSAYS ON THE PUERPERAL FEVER, AND OTHER DISEASES 


PECULIAR TO WOMEN. ; 


SELECTED FROM THE WRITINGS OF BRITISH AUTHORS PREVIOUS TO THE CLOSE OF 
THE EIGHTEENTH CENTURY. 


Edited by FLEETWOOD CHURCHILL, M.D. M.R.1. A, 
Author of “Treatise on the Diseases of Females,” &c. 
In one neat octavo volume, of about four hundred and fifty pages. 


To these papers Dr. Churchill has appended notes, embodying whatever information has been laid before 
the profession since their authors’ time. He has also prefixed to the essays on puerperal fever, which occu- 
py the larger portion of the volume, an interesting historical! sketch of the principal epidemics of that disease. 
The whole forms a very valuable collection of papers by professional writers of eminence, on some of the — 
most important accidents to which the puerperal female 1s: liable.— American Journal of Medical Sciences. 


BENNETT ON THE UTERUS—(.New Edition, Wow Ready:) 


A PRACTICAL TREATISE ON 


INFLAMMATION OF THE UTERUS AND ITS APPENDAGES 
AND ON ULCERATION AND INDURATION OF THE NECK OF THE UTERUS. 
| -. BY HENRY BENNETT, M. D., 


Obstetric Physician to the Western Dispensary. 
Third American Edition. 


In one neat octavo volume of 350 pages, with wood-cuts. 


Few works issue from the medical press which are at once original and sound in doctrine: but such, we 
feel assured, is the admirable treatise now before us. The important practieal precepts which the author 
inculcates are all rigidly deduced from tacts. . . .. Every page of the book is good, and eminently practical. 


So far as we know and believe, it is the best work on the subject on which it treats— Monthly Journal of 
Medical Science. r ; : 


A TREATISE ON THE. DISEASES’ OF FEMALES. 


BY W. P. DEWEES, M. D. 


NINTH EDITION. 
In one volume, octavo, 532 pages, with plates. 


* le 
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MEIGS ON CHILDREN—Just Issued. — 


OBSERVATIONS ON 


CERTAIN OF THE DISEASES OF YOUNG CHILDREN, 


BY CHARLES D. MEIGS, M.D., 


Professor of Midwifery and of the Diseases.of Women and Children in the Jefferson 
Medical College of Philadelphia, &c. &c. 


In one handsome octavo volume of 214 pages. 


While this work is not presented to the profession as a systematic and complete treatise on In- 
fantile disorders, the importance of the subjects treated of, and the interest attaching to the views 
and opinions of the distinguished author must command for it the attention of all who are called 
upon to treat this interesting class of diseases. 


Tt puts forth no elaims as a systematic work, but contains an amount of valuable and useful matter, 
scarcely to be found in the same space in our home literature. It can not but prove an acceptable offering 
to the profession at large. —N. Y. Journal of Medicine. 


The work before us is undoubtedly a valuable addition to the fund of information which has already been 
treasured up on the subjects in question. It is practical, and therefore eminently adapted to the general 
practitioner. Dr. Meigs’ works have the same fascination which belongs to himself.— Medical Examiner. 


This is a most excellent work on the obscure diseases of childhood, and will- afford the practitioner and 
student of medicine much aid in their diagnosis and treatment.—The Boston Medical and Surgical Journal, 


We take much pleasure in recommending this excellent little work to the attention of medical practition- 
ers, Itdeserves their altention, aud after they commence its perusal, they will not willingly abandon it, 
until they have mastered its contents. We read the work while suffering froma carbunele, andits fasci- 
nating pages often beguiled us into forgetfulness of agonizing pain. May it teach others to relieve the afflic- 
tions of the young.— The Western Journal of Medicine and Surgery. 


All of which topics are treated with Dr Meigs” acknowledged ability and original diction. The work is 
neither a systematic nora complete treatise upon the diseases of children, but a fragment which may be con- 
sulted with much advantage.— Southern Medical and Surgical Journal. : 


; ' NEW WORK BY DR. CHURCHILL. 


ON THE 


DISEASES OF INFANTS AND CHILDREN. 


BY FLEETWOOD CHURCHILL, M.D, MRA, 


Author of “ Theory and Practice of Midwifery,” “ Diseases of Females,” &c. 
In one large and handsome octavo volume of over 600 pages. 


From Dr. Churchill’s known ability and industry, we were led to form high expectations of this work; not 
were we deceived. Itslearned author seems to have set no bounds to his researches in collecting informa- 
tion which. with his usual systematic address, he has disposed of in the most clear and concise manner, so 
as.to lay before the reader every opinion of importance bearing upon the subject under consideration. 

We regard this volume as possessing more claims to completeness than any other of the kind with which 
we are acquainted. Most cordially and earnestly, therefore, do we bomnleua st to our professional brethren, 
and we feel assured that the stamp of their approbation will in due time be impressed upon it. 

After an attentive perusal of its contents, we hesitate not to say, that itis one of the most comprehensive 
ever written upon the diseases of children, and that, for copiousness of reference, extentof research, and per- 
spicuity of detail, it is “scarcely to be equalled, and not to be excelled in any language.—Dublin Quarterly 
Journal. 


The present volume will-sustain the reputation acquired by the author from his previous works. The 
reader will find in it full and judicious directions for the management of infants at birth, and a compendious, 
but clear, accountof the diseases to which children are liable, and the most successful mode of treating them. 
We must not close this notice without calling attention to the author’s style, whieh is perspicuous and 
polished to a degree, we regret to say, not generally characteristic of medical works. We recommend the 
work of Dr Churchill most cordially, both to students and practitioners, as a valuable and reliable guide in’ 
the treatment of the diseases of children.—Am. Journ. of the Med. Sciences. 


- Afier this meagre, and we know, very imperfect notice, of Dr. Churchill’s work, we shall conclude by 
saying, that itis one that cannot fail from its copiousness, extensive research, and general accuracy, to exalt 
still higher the reputation of the author in this country. The American reader will be particularly pleased 
to find that Dr. Churchill! has done full justice throughout his work. to the various American authors on this 
subject. The names of Dewees, Eberle, Condie, and Stewart, occur on nearly every page, and these authors 
are constantly referred to by the author in terms of the highest praise, and with the most liberal courtesy. — 
The Medical Examiner. é 


We know of no work on this department of Practical Medicine which presents £0 candid and unpreju- 
diced a statement or posting up of our actual knowledge as this.—V. Y. Journal of Medicine. 

Its claims to merit, both as a scientific and practical work, are of the highest order. Whilst we would 
not elevate it above every other treatise on the-same subject, we certainly believe thatvery few are equal 
to it, and none superior.— Sowthern Med. and Surg. Journal, 


. a 
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New and Improved Edition. 
A PRACTICAL TREATISE ON THE ; 


DISEASES OF CHILDREN. 


BY D. FRANCIS CONDIE, M. D., 


Fellow of the College of Physicians, &e. &c, 
Third edition, revised and augmented. In one large volume, Svo., of over 700 pages. 


Tu the preparation ofa third edition of the present treatise, every portion of it has been subjected 
to a careful revision. A new chapter has been added on Epidemic Meningitis, a disease which, 
although not contined to children, occurs fer more frequently in them, than in adults. In the other 
chapters of the work, all the more important facts that have been developed since the appearance 
of the last edition, in reference to the nature, diagnosis, and treatment of the several diseases of 
which they treat, have been incorporated. The great object of the author has been to present, in 
each succeeding edition, as full.and connected a view as possible of the actual state of the pa- 
thology and therapeuties of those affections which most usually occur between birth and puberty. 

To the present edition there is appended a list of the several works.and essays quoted or referred 
to in the body of the work, or which have been consulted in its preparation or revision. 


Bvery important feet that has been verified or developed since the publication of the previous edition, 
either in relation to the nature, diagnosis, or treatment of the diseases of children, have been arranged and 
Incorporated nto the body of the work : thus post up to date, to use a counting-house phrase, all the 
valuable ets and useful Information on the subject. To the American practitioner, Dr. Condie’s remarks 
on the diseases of children will be Invaluable, and we accordingly advise those who have failed to read this 
work to procure & copy, andmake themselves familiar with its sound principles.— The New Orleans Medical 
ane Surgical Jowrnal, » 

We feel persuaded that the American Medical profession will soon regard it, not only as a very good, bu 
asthe vary esst © Preetical Treatise on the Diseases of Spildren.* —danecsaten edical Journal, - 

We pronounced the first edition to be the best work on the Diseases of Children in the English language, 
and, notwithstanding all that has been published, we still regard it in that light —Medtcal Examintr..~ . 


From Professor Win. P. Johnston, Washingion, D.C. > | 

Tmake use of it aga text-book, and place it invariably in the hands of my privatepupils, 

From Proyessor D. Humphreys Storer, of Boston. : bd 

L consider it to.be the dest work on the Diseases of Children we have access to, and as such recommend it 

to all who ever refer to the sadjeet. : 
. From Professor M. M. Palien, of St. Lowis. 

I consider it the best treatise on the Diseases of Children that we possess, and as such have been in the” 
habit ofreeemmending it to my classes. , 

Dr. Condie's scholarship, seamen, industry, and practical sense are manifested in this, as in all his nu- 
merous contributions te seience.— Dr, Holmes’s Report io the American Medical Association. : 

Taken as a whole, in our Judgment, Dr. Condie’s Treatise is the one from “the perusal of which the practi- 
toner in ukis country will rise with the greatest satisfaction. — Western Journal of Medicine and Surgery. 

Oxe of the best works upon the Diserses of Children in the English language.— Western Lancet. ~~ | 

We feel assured front xetaal experience that no physician's library ean be complete without a copy ofthis 
work. — NV. Y. Journal y® Medicine. . 

Perhaps the mest fall and complete work now béfore the profession of the United States; indeed, we may 
xe Baglish language. Tris vastly superior to most of its predecessors —Transwlvania Med Journal. 


table pediatric eneyelopedia, and an honor to American medical literature.— Ohio Medical and Sur- 
jada 


WEST OV DISEASES OF CHILDRE.Y. 
LECTURES ON THE 


DISEASES OF INFANCY AND CHILDHOOD. 


BY CHARLES WEST, M. D.,; 
Senior Physician to the Royal Infirmary for Children, &c. &e. 
In one volume, octavo. 


Every portion of these leetures is marked by a general accuracy of description, and by the soundness of 
the views set forth in relation to the pathology and therapeuti¢s of the several maladies treated of. ‘The lec- 
tures on the disesses of the respiratory apparatus, about one-third of the whole number, are particularly 
excellent, Omming oue of the fullest and most able accounts of these affections, as they present themselves 
&ney and childhood, iu the English language. The history of the séveral forms of phthisis during 

American 


these pe 
Fourmal of @ 


The Leet 


lods - oe with their management, will be read by all with deep interest— The 
he Medical Sciences. 4 

of Dr. West, originally published in the London Medical Gazette, form a most valuable 

‘© this braach of practieal medicine. For many years physician to the Children’s Infirmary, his 

: lues fer observing their diseases have been most extensive, no less than 14,000 children having been 

Sugai under his notice during the past niue years. These have evidently been studied with great care, 

thas been the production of the very best work in our l So far as it goes, on the Gis- | 

Ss of our padents, The symptomatology and pathology of their diseases are especially 

iclearly; and we are convinced that no one can read with care these lectures without deriv- 

‘rem Instruction of the most important kind. — Charleston Med. Journal. ‘ 

. 
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A TREATISE 


ON THE PHYSICAL AND MEDICAL TREATMENT OF CHILDREN. 
i. BY W. P. DEWEES, M. D. 
Ninth edition. In one volume, otiavo, of 48 pages. 
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NEW AND IMPROVED EDITION—(Now Ready.) 


OBSTETRICS; 


THE SCIENCE AND THE ART. 
BY CHARLES D. MEIGS, M.D., 


Professor of Midwifery and the Diseases of Women and Children in the Jefferson Medical College, 
Philadelphia, &c. &e. 


Second Edition, Revised and Improved, with 131 Illustrations. 
In one beautifully printed octavo, volume, of seven hundred and fifty-two large pages. 


The rapid demand for a second edition of this work isa sufficient evidence that it has supplied 
a desideratum of the profession, notwithstanding the numerous treatises on the same subject which 
have appeared within the last few years. Adopting a system of his own, the author has combined 
the leading principles of his interesting and difficult subject, with a thorough exposition of its rules 
of practice, presenting the results of long and extensive experience and of familiar acquaintance 
with all the modern writers on this department of medicine. As an American treatise on Mid- 
wifery, which has at once assumed the position of a classic, it possesses peculiar claims to the at- 
tention and study of the practitioner and student, while the numerous alterations and revisions 
which it has undergone in the present edition are shown: by the great enlargement of the work, 
whichis not only increased as to the size of the page, but also in the number. Among other addi- 
tions'may be mentioned 

A NEW AND IMPORTANT CHAPTER ON “CHILD-BED FEVER.” 


As an elementary treatise—concise, but, withal, clear and comprehensive—we know of no one better 
adapted for the use of the student; while the young practitioner will find in it a body of sound'doctrine, 
and a series of excellent practical directions, adapted to all the conditions of the various forms of.labor 
aE results, which he will be induced, we are persuaded, again and again to consult, and always with 
proht. 

It has seldom been our lot to peruse a work upon the subject, from which we have received greater satis- 
faction, and which we believe to be better caleulated to communicate to the student correct and definite 
were upon the several topics embraced within the scope of its teachings.— American Journal of the Medical 

ciences. 

z We ce acquainted with no work on midwifery of greater practical value.—Boston Medical and Surgical 
ournal, 

Worthy the reputation of its distinguished author.—Medical Examiner. 

We most sincerely recommend it, both to the student and practitioner, as a more complete and valuable 
work on the Science and Artof Midwifery, than any of the numerous reprints and American editions of 
European workson the same subject.—NV. Y. Annalist. 

We have, therefore, great satisfaction in bringing under our reader’s notice the matured views of the 
highest American authority in the department to which he has devoted his life and talents.—London Medical 

azelte. 

An author of established merit, a professor of Midwifery, and a practitioner of high reputation and immense 
experience—we may assuredly regard his work now before us as representing the most advanced state of 
obstetric science in America up to the time at which he writes. We consider Dr. Meigs’ book as a valuable 
acquisition to obstetric literature, and one that will,very much assist the practitioner under many circum- 
stances of doubt and perplexity.— The Dublin Quarterly Journal. “ 

These various heads are subdivided so well, so lucidly explained, that a good memory is all thatis neces- 
sary in order to put the reader in possession of a thorough knowledge of this important subject. Dr. Meigs 
has conferred a great benefit on the profession in publishing this excellent work.—St. Lowis Medical and 
Surgical Journal. ' 


TYLER SMITH ON PARTURITION. 


ON PARTURITION, 


AND THE PRINCIPLES AND PRACTICE OF OBSTETRICS. 
BY W. TYLER SMITH, M. D., 


Lecturer on Obstetrics in the Hunterian School of Medicine, &c. &e. 
In one Jarge duodecimo volume, of 400 pages. 


The work will recommend itself by its intrinsic merit to every member of the profession.— Lancet. 

We can imagine the pleasure with which William Hunter or Denman would have welcomed the present 
work; certainly the most valuable contribution to obstetrics that has been made since their own day. For 
ourselves, we consider its appearance as the dawn of a new era in this department of medicine. We do 
most cordially recommend the work as one absolutely necessary to be studied by every accoucheur. It will, 
we may add, prove equally interesting and instructive to the student, the general practitioner, and pure ob- 
stetrician. It was a bold undertaking to reclaim parturition for Reflex Physiology, and it has been well per- 
formed.—London Journal of Medicine. j 


LEE’S CLINICAL MIDWIFERY. 


CLINICAL MIDWIFERY, 


COMPRISING THE HISTORIES OF FIVE HUNDRED AND FORTY-FIVE CASES OF DIFFI- 
CULT, PRETERNATURAL, AND COMPLICATED LABOR, WITH COMMENTARIES, 


BY ROBERT LEE, M. D., F.R.8., &o. 
From the 2d London Edition. 
-In one royal 12mo. volume, extra cloth, of 238 pages. 


More instructive to the juvenile practitioner than a score of systematic works,—Lancet. 
An invaluable record for the practitioner—N. Y. Annalist. ‘ : 
A storehouse of valuable facts and precedents.— American Journal of the Medical Sciences. 
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CHURCHILL'S MIDWIFERY, BY CONDIS, NEW AND IMPROVED EDITION—(Just Issued.) | 
ON THE 


THEORY AND PRACTICE OF MIDWIFERY. 


BY FLEETWOOD CHURCHILL, M. D., &e. 
A NEW AMERICAN FROM THE LAST AND IMPROVED ENGLISH EDITION, 


EDITED, WITH NOTES AND ADDITIONS, 


BY D. FRANCIS CONDIE, M.D., 


Author of a“ Practical Treatise en the Diseases of Children.” &e. 
BUTH ONE HUNDRED AND THIRTY.NENE TELUSTRI TIONS. 


Tn one very handsome octavo volume. . 


In the preparation of the last English edition, from-which this is printed, the author has spared 
no pains, with the desire of briaging it thoroughly up te the present state of obstetric science. 
The labors of the editor have thus‘been light, bat he has endeavered to supply whatever he has 
thought necessary to the work, either as respects obstetrical practice m this country, oF its 
progress in Europe since the appearance of Dr. Churchill*s last edition. Most of the notes of the 
former editor, Dr. Huston, have been retained by him, where they have not been embodied by the 
author in his text. The present edition of this favorite text-book is therefore presented to the pro- 
fession in the full confidence of its meriting a continuance of the great reputation ‘which it:has 
acquired as a work equally well fitted for tha student and practitioner. 


To bestow praise on a book that has reeeived such marked approbation would be Superfinous. We need 
ouly say, therefore, that ifthe first edition was thought worthy of a favorable reception by the medical pub- 
hie, we can confidently affirm that this willbe found mach more se. The lecturer, the practitioner, and the 
student, may all have recourse to its pages, ang derive from their perusal much interest and instraction in 
everything relating to theoretical and preetical midwifery. — Dublin Querrey al of Medical 4 

A work of very great mérit, and sack as we ean confidently recommend te the study of every obstetric 
practitioner — Londen Medical Gazette. : =: 

‘This 18 certainty the most perfeet system extant. Tt is the best adapted for the purposes of a text-book, and 
thatwhich he whose necessities confine him to one beak, should seleet in preference to all others.—. 

Medical and Surgical Journal. 5 ‘ \ 

Phe most popular work on Midwifery ever issued from the American press — CRanlaion Medical Journal, 

Certainly, in eur opinion, the very best wark on the subject which exisis— N.Y. Annals, _ 

Were we redueed to the necessity ofhaving but eng Work on Midwifery, and penmtiied ie choose, we would 
unhesitatingly take Churchill — Western Medical and Surgical Journal. . 2 — 

Ic is Impossible to eaneeive a more usefal'and elegant Manual than Dr. Ghurehill's Practice of Midwifery. 
— Provincial Medical Journal. = 

No work holds a higher position, or is more deserving of being placed in the handsof the tyro, the advanced 
student, or the practhioner.— Medical Braminer. : ; 


NEW EDITION OF RIMSROTHAM ON PARTURITION (New Ready, 1851). 
THE PRINCIPLES AND PRACTICE OF sae 


OBSTETRIC MEDICINE AND SURGERY, 


In reference to the Process of Parturition. - 


BY FRANCIS H. RAMSBOTHAM,-N-D., 
Physician to the Royal Maternity Charity, &e. &e. 
SIXTH AMBRICAN, FROM THE LAST LONDON EDITION. : 
Mhustrated with One Hundred and Forty-eight Figures on Fifty-five Lithographic Pistes. 
‘ In one large and handsomely printed volume, imperial octavo, with 520 pages. : 


In this edition the plates have all been redrawn, and the text carefelly read and corrected. It 
is therefore presented as in-every way worthy the faver with which it has so long been received. 


Frem Prosser Hodes, yf the University of Pennsyloania. 
Te the American public, it is most valuable, from its intrinsic undoubted excellence, and as being the best 
authorized exponent of Bnuish Midwifery, Its cireulation will, ] trast, be extensive throughout oar country. 


We recommend the student, who desires to master this didicalt subject with the least possible trouble, t6 
possess himself atonee ofa copy of this work.— American Jowrnal of the Medial Sciences. 

Ty stands at the head of the long list of excallen: obsietrie works published in the last few years in Great | 
Britain, Ireland, and the Continent of Rarope. We consider this beok indispensable to the brary of every 
sed in the practice of Midwittry.—Seuthern Medical and Surgical Journal. 

te profession is thus unanimors in placing Such a work m the very first rank as reganis the- 
cimess of all the detsils of the theory and practice of so important & branch of learning, eur 
or condemmation would boof line consequence; regarding as the mosi usefulof sll s 
we think i bat an set of justice to urge pifabaines the prit NO. Bed. Jow 
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' DEWEES'S MIDWIFERY. _ 
A COMPREHENSIVE SYSTEM OF MIDWIFERY. 
ILLUSTRATED BY QCCASIONAL CASES AND MANY ENGRAVINGS, ~ 
BY WILLIAM P. DEWEES, M.D. 


Tenth Haition, with the Author's lssi Improvements and Corrections. In one octave volume, of GO pages. 4 


. 
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PEREIRA S MATERIA MEDICA—VWol. 1.—(WVow Ready.) 
NEW EDITION, GREATLY IMPROVED AND ENLARGED. 


THE BLEMENTS oF 


MATERIA MEDICA AND THERAPEUTICS, 
BY JONATHAN PEREIRA, M.D., F.R.S. anv L. 8. 


THIRD AMERICAN EDITION, 


ENLARGED AND IMPROVED BY THE AUTHOR, INCLUDING NOTICES OF MOST OF THE MEDICINAL SUB- 
STANCES IN USE IN THE CIVILIZED WORLD, AND FORMING AN ENCYCLOPEDIA OF 
MATERIA MEDICA. 


EDITED BY JOSEPH CARSON, M.D., 


Professor of Materia Medica and Pharmacy in the University of Pennsylvania. 
In two very large volumes, on small type, with about four hundred illustrations. 


The demand for this new edition of <‘ PerErra’s Marerra Mepica” has induced the publishers 
to issue the First Volume separately. The Second Volume, now at press, and receiving important 
corrections and revisions from both author and editor, may be shortly expected for publication. 


The third London edition of this work received very extensive alterations by the author. Many 
portions of it were entirely rewritten, some curtailed, others enlarged, and much new matter in- 
troduced in every part. The edition, however, now presented to the American profession, in 
addition to this, not only enjoys the advantages of a thorough and accurate superintendence by the 
editor, but also embodies the additions and alterations suggested by a further careful revision by 
the author, expressly for this country, embracing the most recent investigations, and the result of | 
several new Pharmacopeias which have appeared since the publication of the London edition of 
Volume I. The notes of the American editor have been prepared with reference to the new edi- 
tion of the U. S. Pharmacopeia, and contain such matter generally as is requisite to adapt it fully 
to the wants of the profession in this country, as well as such recent discoveries as have escaped 
the attention of the author. In this manner the size of the work has been materially enlarged, 
and the number of illustrations much increased, while its mechanical execution has been greatly 
improved in every respect. The profession may therefore rely on being able to procure a work 
which, in every point of view, will not only maintain, but greatly advance the very high reputation 
which it has everywhere acquired. 


The work, in its present shape, and so far as can be judged from the portion before the public, forms the 
most comprehensive and complete treatise on materia medica extant in the English language. : 

Dr. Pereira has been at great pains to introduce into his work, not only all the information on the natural, 
chemical, and commercial history of medicines, which might be serviceable to the physician and surgeon, 
but whatever might enable his readers to understand thoroughly the mode of preparing and manufacturing 
various articles employed either for preparing medicines, or for certain purposes in the arts connected with 
materia medica and the practice of medicine. 

The accounts of the physiological and therapeutic effects of remedies are given with great clearness and 
accuracy, and in a manner calculated to interest as well as instruct the reader.— Lhe Edinburgh Medical 
and Surgical Journal. 


ROWLE’S MATERIA MEDICA. 


MATERIA MEDICA AND THERAPEUTICS; 


INCLUDING THE 
Preparations of the Pharmacopeias of London, Edinburgh, Dublin, and of the United States, 
WITH MANY NEW MEDICINES. 
BY J. FORBES ROYLE, M.D., F.R:8., 
Professor of Materia Medica and Therapeutics, King’s College, London, &c. &e. 
EDITED BY JOSEPH CARSON, M.D., 
Professor of Materia Medica and Pharmacy in the University of Pennsylvania. 
WITH NINETY-EIGHT ILLUSTRATIONS. 
In one large octavo volume, of about seven hundred pages. 
Being one of the most beautiful Medical works published in this country. 


This work is, indeed, a most valuable one, and will fill up an important vacancy that existed between Dr, , 
Pereira’s most learned and complete system of Materia Medica, and the class of productions.on the other ex- 
treme, which are necessarily imperfect from their small extent— British and Foreign Medical Review. 


POCKET DISPENSATORY AND FORMULARY. 


A DISPENSATORY AND THERAPEUTICAL REMEMBRANCER. Comprising the entire lists 
of Materia Medica, with every Practical Formula contained in the three British Pharmacopeias. 
With relative Tables subjoined, illustrating by upwards of six hundred and sixty examples, the 
Extemporaneous Forms and Combinations suitable for the different Medicines. By JOHN 
MAYNE, M. D., L. R. C. S., Eprn., &c. &c. Edited, with the addition of the formula of the 
United States Pharmacopeia, by R. EGLESFELD GRIFFITH, M.D. In one 12mo. volume, 
of over three hundred large pages. 


The neat typography, convenient size, and low price of this volume, recommend it especially to 
physicians, apothecaries, and students in want of a pocket manual, 
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NEW UNIVERSAL FORMULARY.—(Lately Issued.) . 


A UNIVERSAL FORMULARY, 


CONTAINING THE ; 
METHODS OF PREPARING AND ADMINISTERING 


OFFICINAL AND OTHER MEDICINES, 
THE WHOLE ADAPTED TO PHYSICIANS AND PHARMACEUTISTS. 
BY R. EQLESFELD GRIFFITH, M.D., 


Author of “ American Medical Botany,” &e. 
In one large octavo volume of 568 pages, double columns. 


In this work will be found not only a very complete collection of formule and pharmaceutic 
processes, collected with great care from the best modern authorities of all countries, but also a 
¥ast amount of important information on all collateral subjects. To insure the accuracy so neces- 
sary to a work of this nature, the sheets have been carefully revised by Dr. Robert Bridges, while 
Mr. William Procter, Jr., has contributed numerous valuable formule, and useful. suggestions. 

The want of'a work like the present has long been felt in this country, where the physician and 
apotheeary have hitherto had access to no complete collection of formulas, gathered from the 
pharmacopaias and therapeutists of all nations. Not only has this desideratum been thoroughly 
accomplished in this volume, but it will also be found to contain a very large number of recipes for 
empirical preparations, valuable to the apothecary and manufacturing chemist, the greater part ef 
which have hitherto not been accessible in this country, It is farther enriched with accurate ta- 
bles of the weights and measures of Europe; a vocabulary of the abbreviations and Latin terms 
used in Pharmacy}; rules for the administration of medicines; directions for officinal preparations ; 
remarks on poisons and their antidotes; with various tables of much practical utility. To facili- 
tate reference to the whole, extended indices have. been added, giving to the work the advantages 
of both alphabetical and systematic arrangement. 


To show the variety and importance of the subjects treated of} the publishers subjoin a very 
condensed 


SUMMARY OF THE CONTENTS, IN ADDITION TO THE FORMULARY PROPER, 
WHICH EXTENDS TQ BETWEEN THREE AND FOUR HUNDRED LARGE DOUBLE- 
COLUMNED PAGES. 


PREFACE. |DIETETIC PREPARATIONS NOT INCLUDED 
INTRODUCTION, | AMONG THE PREVIOUS PRESCRIPTIONS. 
\W'stexts anp MSasv RES. LIST OF INCOMPATIBLES, 


Weights of the United States and Great Britain— |POSOLOGICAL TABLES OF THE MOST IM- — 
Foreign Weights— Measures. ! PORTANT MEDICINES. 


Spsciric GRAVITY, |TABLE OF PHARMACEUTICAL NAMES © 
TSNPSRATURSS FOR CERTAIN PHARMACSUTICAL OPE: | WHICH DIFFER IN THE U. STATES 
RATIONS. ; AND BRITISH PHARMACOPGIAS. 
HYDROMETRICAL BQurvaLsnts. /OFFICINAL PREPARATIONS AND DIREC- 
Sescisic GRAVITISS OF SONS OF THS PREPARATIONS | TIQNS. ; 
os THE Pra Rwacorsias, : ee ye te ade ad = 
Sy Ree . | Powders—Pills 8 uses.—Emtracts.— Con- 
—_ . oi BECWAEN MEEERENS THEE OMnTesONy fplioas. Conserves, Bieciasios —Pulns-—Gy-® 
: |  YTaps—Mellites or Honeys—Infusions—Decoe- | 
ast ona OF PRINCIPAL ABSRSVIATIONS USSD IN| ions —Tinetures —Wines.--Vinegars— Mixtures. 
ORMULA, 


Medicated Waters. — Distilled, Essential, or Vola- 


Vooasciary oF WoOrDSSMPLOYED IN PRESCRIPTIONS, | ule Qils—Fixed Oils and Fats.— Alkaloids — _ 
|), dle Oi : 
OBSERVATIONS ONTHS MANAGEMENT OFTHE Stes Room, | __ SPirits—Troches or Lozenges —Inhalations. 
Ventilation of the Sick room.—Temperature of | Exrssnan Raoesprss, 
the Sick roam—Cleantiness In the SieK reom—/ Baths —Cold Bath —Cool Bath —Temperate Bath. 
Quiet in the Sick room.—Examination and Pre-/ = —Tepid Bath —Warm Bath—Hot Bath.—Shower 
servation of the Exeretions—Administration of | Bath-—eeal Baths —Vapor Bath—Warm Air 
Medieine.—Furniture of a Sick room—Proper Bath.— Deuches —Medicated Baths —A fusion — 
use of Utensils for Evacuations. 5 Se or Poul- 
Dosss or Msnreinss, tiees.—Lotiens, Liniments, Embrocations — Vesi- 
‘age — Sex. — Temperament, — Idiesynerasy.— eatones, or Blisters.—Issues.— Setons —Oint 
eee Roe of =. System—Time of day.—In- menis.—Cerates —Plasters—Fumigations. 
tervals between Doses, Biooprstims. . 
Ress FOR ADMINISTRATION OF MOSDrcINES, General Bloodletting. —Venesection. — Arterio- 
Acids —Antacids—Antilithies and Lithoatripties | f™Y-— Topical Bloodletting —Cupping. —Leeeh- 
2 asmodies— Antheuminties — Catharties. — MS TNeanaqae 20° 
eee ee or Emol- |POISONS. : 
Rents.—-Diaphereties — Dilvents — Diureties— | INDEX SES S 
Emetics. — Emmenagogues. —Bpispasties. — Br Sarkar cad cg ey Soa THEIR REMEDIES. — 
rh ~— Escharoties. — Expectorants.— Nareo- | 5 STICAL AND BOTANI- 
ties — Refrigerants — Sedatives.—Sialagogues— CAL NAMES . 
Suimuisats—Toenies. art : INDEX. R . 
Manaceuenrt oF CONVALESCENCE anD Renarsss | . ;  t 
ye. , teat °Nis - 
From the condensed summary of the contents tose ‘given it will be seen that the completeness 


of this work renders it of much practical value t ed i : a eS 
efuasinal ie ue to in the sein 5 or dispensing 
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GRIFFITH’S. MEDICAL FORMULARY—(Continued.) 


From a vast number of commendatory notices, the publishers select a few. 


A valuable acquisition to the medical practitioner, and a useful book of reference to the apothecary on 
numerous occasions.—American Journal of Pharmacy. 

Dr. Griffith’s Formulary is worthy of recommendation, not only on account of the care which has been 
pt es on it by its estimable author, but for its general accuracy, and the richness of its details.— Medical 

caminer. br 

Most cordially we recommend this Universal Formulary, not forgetting its adaptation to druggists and 
apothecaries, who would find themselves vastly improved by a familiar acquaintance with this every-day 
book of medicine.— The Boston Medical and Surgical Journal. 

Pre-eminent among the best and most useful compilations of the present day will be found the work before 
us, which can have been produced only at a very great cost of thought and labor. A short description will 
suffice to show that we do not put too high an estimate on this work. We are not cognizant of the existence 
ofa parallel work. Its value will be apparent to our readers from the sketch of its contents above given. 

We strongly recommend it to all who are engaged either in practical medicine, or _more exclusively with 
its literature.—London Medical Gazette. 

A very useful work, and a most complete compendium on the subject of materia medica. We know of no 
work in our language, or any other, so comprehensive in all its details London Lancet. 

The vast collection of formulee which is offered by the compiler of this volume, contains a large number 
which will be new to English practitioners, some of them from the novelty of their ingredients, and others 
from the unaccustomed mode in which they are combined; and we doubt not that several of these might be 
advantageously brought into use. The authority for every formula is given, and the list includes a very nu- 
merous assemblage of Continental, as well as of British and American writers of repute. It is, therefore, 
a work to which every practitioner may advantageously resort for hints to increase his stock of remedies 
and of forms of prescription. 

The other indices facilitate reference to every article in the “Formulary ;” and they appear to have been 
drawn up with the same care as that which the author has evidently bestowed on every part of the work.— 
The British and Foreign. Medico-Chirurgical Review. 

The work before us is all that it professes to be, viz.: ‘a compendious collection of formule and pharma- 
ceulic processes.” Jt is such a work as was much needed, and should be in the hands of every practitioner 
who is in the habit of compounding medicines.— Transylvania Medical Journal. 

This seems to be a very comprehensive work, so far as the range of its articles and combinations is cone 
cerned, with a commendable degree of brevity and condensation in their explanation. 

It cannot fail to be a useful and convenient book of reference to the two classes of persons to whom it 
particularly commends itself in the title-page,—The N. W. Medical and Surgical Journal. 

- It contains so much information that we very cheerfully recommend it to the profession.— Charleston Med. 
ournal. 
meee adapted to supply the actual wants of anumerous and varied class of persons.—NV. Y. Journal of 
edicine. 


CHRISTISON & GRIFFITH’S DISPENSATORY.—(A New Work.) 


A DISPENSATORY, 


OR, COMMENTARY ON THE PHARMACOPQGIAS OF GREAT BRITAIN AND THE UNITED 
STATES: COMPRISING THE NATURAL HISTORY, DESCRIPTION, CHEMISTRY, 
PHARMACY, ACTIONS, USES, AND DOSES OF THE ARTICLES OF 
THE MATERIA MEDICA. 


BY ROBERT CHRISTISON, M. D., V. P. B.S. E., 


Presidentof the Royal College of Physicians of Edinburgh; Professor of Materia Medica in the University 
of Edinburgh, etc. 
Second Edition, Revised and Improved, 
WITH A SUPPLEMENT CONTAINING THE MOST IMPORTANT NEW REMEDIES. 


WITH COPIOUS ADDITIONS, 
AND TWO HUNDRED AND THIRTEEN LARGE WOOD ENGRAVINGS, 
BY R. EGLESFELD GRIFFITH, M.D., 
Author of “A Medical Botany,” etc. ; 
In one very large and handsome octavo volume, of over one thousand closely-printed pages, with 
numerous wood-cuts, beautifully printed on fine white paper, presenting an immense 
quantity of matter at an unusually low price. 


It is enough to say that it appears to us as perfect as a Dispensatory, in the present state of pharmaceuti- 
cai science, could be made.—The Western Journal of Medicine and Surgery. 


CARSON’ S SYVOP SIS—(NVow Ready.) 
SYNOPSIS OF THE 


COURSE OF LECTURES ON MATERIA MEDICA AND PHARMACY, 


Delivered in the University of Pennsylvania. 
‘ BY JOSEPH CARSON, M. D., 
Professor of Materia Medica and Pharmacy in the University of Pennsylvania. 
In one very neat octavo volume of 208 pages. 


This work, containing a rapid but thorough outline of the very extensive subjects under consideration, will 
be found useful, not only for the matriculants and graduates of the institution for whom it is more particu- 
larly intended, but also for those members of the profession who may desire to recall their former studies, 


THE THREE KINDS OF COD-LIVER OIL, 


Comparatively considered, with their Chemical and Therapeutic Properties, by L. J. DE JONGH, 
M.D. Translated, with an Appendix and Cases, by EDWARD CAREY,M.D. To which is 
added an article on the subject from ‘‘ Dunglison on New Remedies.?? In one small 12mo. 


volume, extra cloth. 
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DUNGLISON’S THERAPEUTICS. 
NEW AND IMPROVED EDITION.—(Lately Issued.) 


GENERAL THERAPEUTICS AND MATERIA MEDICA; 


ADAPTED FOR A MEDICAL TEXT-BOOK, 


BY ROBLEY DUNGLISON, M.D., 


Professor of Institutes of Medicine, &c., in Jefferson Medical College; Late Professor of Materia Medica, &e. 
in the Universities of Maryland and Virginia, and in Jefferson Medical College. 


FOURTH EDITION, MUCH IMPROVED. 


With One Hundred and Highty-two Illustrations. 


In two large and handsomely printed octavo volumes. 


The present edition of this standard work has been subjected to a thorough revision both as re- 
gards style and matter, and has thus been rendered a more complete exponent than heretofore of 
the existing state of knowledge on the important subjects of which it treats. The favor with which 
the former editions have everywhere been received seemed to demand that the present should be 
rendered still more worthy of the patronage of the profession, and of the medical student in particu- 
lar, for whose use more especially it is proposed; while the number of impressions through which 
it has passed has enabled the author so to improve it as to enable him to present it with some de- 
gree of confidence as well adapted to the purposes for which it is intended. In the present edition, 
the remedial agents of recent introduction have been inserted in their appropriate places; the 
number of illustrations has been greatly increased, and a copious index of diseases and remedies 
has been appended, improvements which can scarcely fail to add to the value of the work to the 
therapeutical inquirer. 

The publishers, therefore, confidently present the work as it now stands to the notice of the 
practitioner as a trustworthy book of reference, and to the student, for whom it was more especially 
prepared, as a full and reliable text-book on General Therapeutics and Materia Medica. 

Notwithstanding the increase in size and number of illustrations, and the improvements in the 
mechanical execution of the work, its price has not been increased. 

In this work of Dr. Dunglison, we recognize the same untiring industry in the collection and embodying of 
facts on the several subjects of which he treats, that has heretofore distinguished him, and we cheerfully 
point to these volumes, as two of the most interesting that we know of. In noticing the additions to this, the 
fourth edition, there. is very little in the periodical or annual literature of the profession, published in the in- 
terval which has elapsed since the issue of the first, that has escaped the careful search of the author. As 
a book for reference. it is invaluable.— Charleston Med. Journal and Review. 

Itmay be said to be the work now upon the subjects upon which it treats.— Western Lancet. 


As a text book for students, for whom it is particularly designed, we know ox none superior to it.— St. 
Louis Medical and Surgical Journal. 

It purports 1o be a new edition, but itis rather a new book, so greatly has it been improved both in the 
amount and quality of the matter which it contains.—N. O. Medical and Surgical Journal. 

We bespeak for this edition from the profession an increase of patronage over any of its former ones, on 
account of iis increased merit.—N. Y. Journal of Medicine. 

We consider this work unequalled.— Boston Med. and Surg. Journal. 


NEW AND MUCH IMPROVED EDITION—Brought up to 1851.—(Just Issued.) 


NEW REMEDIES, 


WITH FORMULA: FOR THEIR ADMINISTRATION, 
BY ROBLEY DUNGLISON, M. D., 


PROFESSOR OF THE INSTITUTES OF MEDICINE, ETC. IN THE JEFFERSON MEDICAL.COLLEGE OF PHILADELPHIA. 
Sixth Edition, with extensive Additions. 
In one very large octavo volume, of over seven hundred and fifty pages. 


The fact.that this work has rapidly passed to a SIXTH EDITION is sufficient proof thatit has supplied a 
desideratum to the profession in. presenting them with a clear and succinct account of all new and impor- 
tant additions to the materia medica, and novel applications of old remedial agents. In the preparation of 
the present edition, the author has shrunk from no labor to render the volume worthy of a continuance of the 
favor with whieh it has been received, as is sufficiently shown by the increase of about one hundred pages 
in the size of the work. The necessity of such large additions arises from the fact that the last few years 
have been rich in valuable gifts to Therapeutics; and amongst these, ether, chloroform, and other so éalled 
anesthetics, are worthy of special attention. They have been introduced since the appearance of the last 
edition of the ‘ New Remzpres.” Otber articles have been proposed for the first time, and the experience of 


observers has added numerous interesting facts to our knowledge of the virtues of remedial agenis pre- _ 


viously employed. 


_ The therapeutical agents now first admitted into this work, some of which have been newly introduced 
into pharmacology, and the old agents brought prominently forward with novel applications, and which may 
consequently be regarded as New Remedies, are the following :— Adansonia digitata, Benzoate of Ammonia, 
Valerianate of Bismuth, Sulphate of Cadmium, Chloroform, Collodion, Cantharidal Collodion, Cotyledon Um- 
bilicus, Sulphuric Ether, Strong Chlorie Ether, Compound Ether, Hura Braziliensis, Iberis Amara, Iodie 
Acid, Iodide of Chloride of Mercury, Powdered Iron, Citrate of Magnetic Oxide of Iron, Citrate of Tron and 
Magnesia, Sulphate of Iron and Alumina, Tannate of Iron, Valerianate of fron, Nitrate of Lead, Lemon 


Juice, Citrate of Magnesia, Saltsof Manganese, Oleum Cadinum, Arsenite of Quini ydri 
Quinia, Sanicula Marilandiea, and Sumbul. A j Ceres 


Par 


I 


- 


2 


“BLANCHARD & LEA’S PUBLICATIONS.—(Materia Medica, he. 29 


MOHR, REDWOOD, AND PROCTER)S PHARMACY.- Lately Issued. 


PRACTICAL PHARMACY. 


COMPRISING THE ARRANGEMENTS, APPARATUS, AND MANIPULATIONS OF THE 
“Y PHARMACEUTICAL SHOP AND LABORATORY. 


BY FRANCIS MOHR, Pa. D., 


Assessor Pharmacie ofthe Royal Prussian College of Medicine, Coblentz; 


AND THEOPHILUS REDWOOD, 
Professor of Pharmacy in the Pharmaceutical Society of Great Britain. 


EDITED, WITH EXTENSIVE ADDITIONS, BY PROFESSOR WILLIAM PROCTER, 
Of the Philadelphia College of Pharmacy. 


In one handsomely printed octavo volume, of 570. pages, with over 500 engravings on wood. 


To physicians in the country, and those at a distance from competent pharmaceutists, as well as 
to apothecaries, this work will be found of great value, as embodying much important information 
which is to be met with in no other American publication. 


After a pretty thorough examination, we can recommend it as a highly useful book, which should 
be in the hands of every apothecary. Although no instruction of this kind will enable the beginner to 
acquire that practical skill and readiness which experience only can confer, we believe that this work will 
much facilitate their acquisition, by indicating means for the removal of difficulties as they occur, and sug- 
gesting methods of operation in conducting pharmaceutic processes which the experimenter would only 
hit upon afier many unsuccessful trials; while there are few pharmaceutists, of however extensive expe- 
rience, who will not find in it valuable hints that they can turn to use in conducting the affairs of the shop 
and laboratory. The mechanical execution of the work is ina style of unusual excellence. It contains 
about five hundred and seventy large octavo pages, handsomely printed on good paper, and illustrated by 
over five hundred remarkably well-executed wood-cuts of chemical and pharmaceutical apparatus. It 
comprises the whole of Mohr and Redwood’s book, as published in London, rearranged and classified by 
the American editor, who has added much valuable new matter, which has increased the size of the book 
more than one-fourth, including about one hundred additional wood-cuts.— The American Journ. of Pharmacy. 

It is a book, however, which will be in the hands of almost every one who is much interested in pharma- 
ceutical operations, as we know of no other publication so well calculated to fill a void long felt.— The Medi- 
eal Examiner. 

The country practitioner who is obliged to dispense his own medicines, will find it a most valuable assist- 
ant.— Monthly Journal and Retrospect. 

The book is strictly practical, and describes only manipulations or methods of performing the numerous 
processes the pharmaceutist has to go through, in the preparation and manufacture of medicines, together 
with allthe apparatus and fixtures necessary thereto. On these matters, this work is very full and com- 
plete, and details, in a style uncommonly clear and lucid, not only the more complicated and difficult pro- 
eesses, but those not less important ones, the most simple and common. The volume is an octavo of five 
hundred and seventy-six pages. It is elegantly illustrated with a multitude of neat wood engravings, and 
is unexceptionable in its whole typographical appearance and execution. We take great satisfaction in 
commending this so much needed treatise. not only to those for whom itis more specially designed, but to 
the medical profession generally—to every one, who, in his practice, has occasion to prepare, as well as ad- 
minister medical agents.—Buffalo Medical Journal. 


WHEW AVD COMPLETE MEDICAL BOTANY. 


- MEDICAL BOTANY: 


OR, A DESCRIPTION OF ALL THE MORE IMPORTANT PLANTS USED IN MEDICINE, AND 
OF THEIR PROPERTIES, USES, AND MODES OF ADMINISTRATION, 


BY R. EGLESFELD GRIFFITH, M.D., &c. &c. 


In one large 8vo. vol. of 704 pages, handsomely printed, with nearly 350 illustrations on wood. 


One of the greatest acquisitions to American medical literature. It should by all means be introduced, at 
the very earliest period, into our medical schools, and occupy a place in the library of every physician in the 
land.—South western Medical Advocate. 

Admirably calculated for the physician and student—we have seen no work which promises greater ad- 
vantages to the profession.—V. O. Medical and Surgical Journal. ; ¢ 

One of the few books which supply a positive deficiency in our medical literature.— Western Lancet. 

We hope the day is not distant when this work will not only be a text-book in every medical school and 
eollege in the Union, but find a place in the library of every private practitioner.—N. Y. Journ, of Medicine, 


ELLIS’S MEDICAL FORMULARY.—Improved Edition. 


THE MEDICAL FORMULARY: 


BEING A COLLECTION OF PRESCRIPTIONS, DERIVED FROM THE WRITINGS AND PRACTICE OF MANY OF THE MOST 
EMINENT PHYSICIANS OF AMERICA AND EUROPE, ' 


To which is added an Appendix, containing the usual Dietetic Preparations and Antidotes for Poisons. 
THE WHOLE ACCOMPANIED WITH A FEW BRIEF PHARMACEUTIC AND MEDICAL OBSERVATIONS. 


BY BENJAMIN ELLIS, M. D. 
NINTH EDITION, CORRECTED AND EXTENDED, BY SAMUEL GEORGE MORTON, M. D, 
In one neat octavo volume of 268 pages. 


CARPENTER ON ALCOHOLIC LIQUORS.—(A New Work.) 


A Prize Essay on the Use of Alcoholic Liquors in Health and Disease. By William B. Carpenter, 


M. D., author of ‘¢ Principles of Human Physiology,” &c. In one 12mo. volume, 


: > ie 
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VE w EDITION OF GRABS CHE WISTRY—(Vow Ready.) —_ 


ELEMENTS OF CHEMISTRY; — 
INCLUDING THE APPLICATIONS OF THE SCIENCE IN THE 
BY THOMAS GRAHAM, F.R.S., &c. . 


Second American, from the Second, entirely Revised, and greatly Enlarged London Edition. _ 
Wrrn Norss anv Apprrrons sy ROBERT BRIDGES, M. D. - * 


Ty de complete tn one very large octave volume, teith several hundred beautiful Wustrations. - 
PART I, now ready, of about 450 large pages, with 189 illustrations. . 
PART II, completing the work, preparing for early publication. 


The great changes whieh the selence of chemistry has undergone within the last few years, render a new 
edition of a treatise like the present almost a new work. The author has devoted several years to the revi- 
sion of his treatise, and has endeavored to embody in it every fxet and inferenee of importanee which has 
deen observed and recorded by the great body of chemical investigators. who are so rapidly changing the 
face ofthe science. In this manner the work has been greatly increased in size, and the number of ilus- 
trations doudled; while the labors of the editor have been directed towards the Introduction of such matters 
as have escaped the attention of the author, or as have arisen sinee the publication of the first portion of this 
edition aon tons in 1850. Printed in handsome style, and ata very low price, itis therefore confidently pre- 
sented to the profession and the student as a very complete and thorough text-book of this important subject. 


A 


THEORETICAL AND PRACTICAL. 


(BY GEORGE FOWNES, Px. D., 
Chemical Lecturer in the Middlesex Hospital Medical ae &e. 


WITH NUMEROUS ILLUSTRATIONS. — 
THIRD AMERICAN, FROM A LATE LONDON EDITION, EDITED, WITH ADDITIONS, 


BY ROBERT BRIDGES, M. D., 
Professor of General and Pharmaceutical Chemisiry in the Philadelphia College of Pharmacy, &e. &e. 
In one large royal 12mo. vol., of over 500 pages, with about 180 wood-cuts, sheep or extra cloth. 


The work of Dr. Fownes has long been before the pudlic, and its merits have been fully appreciated as 
the best text-book on Chemistry new In existence, We do not, of course; place it Ina rank superior to the 
works of Brande, Graham, Tamer, Gregory, or Gmelin, but we say that, as 8 work fer students, it is prefer- 
able to any of them.— Leadon Journal of Medicine, 

The rapid sale of this Manual evinees its adaptation to the wants of the student of chemistry, whilstthe 
well known merits of its lamented author have constituted a guarantee for its value, asa faithfal exposition 
of the general principles and most important facts of the seience to which it professes to be an Introductioa. 

— The British and Foreign Medico-Chtrurgical Review. 

A work well adapted to the wants of the student. It is an excellent exposition of the chief doctrines and 
facts of modern chemistry, originally intended as a guide to the lectures of the author, corrected by his own 
hand shortly before bis death m 18f9, and reeenily revised by Dr. Benee Jones, who has made some additions ¢ 
to the chapter on animal ehemistry.» Although not intended to supersede the more extended treatises ox < 
chemistry, Professor Fewnes’? Manual may, we think, be often used as a work of reference, evel by those 
advanced In the study, who may be desirous of refreshing their memory on some forgotten point. The size 
of the work, and sull more the condensed yet perspievous style in which itis written, absolve it from the 
charges Very properly urged against most manuals termed popular, viz., of omitting details of indispensable 
“mporiance, of avoiding teehnieal dificulties, Instead of explaining them, and of treating subjects of high sei- 
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auife interest in an unselentifie way — Edinburgh Monthly Journal of Medical Sctences. 


BOWMAN'S MEDICAL CHEMISTRY— (Lately Issued.) 7 


PRACTICAL HANDBOOK OF MEDICAL CHEMISTRY. | 
BY JOHN E. BOWMAN, M. D. 7 


Tn one neat volume, royal [2mo., with numerous illustrations, 


Mr. Bowman has succeeded in supplying a desideratam in medical literature. In the imc volume before 
us be has given a concise but comprehensive aceount of all matters in chemistry which the man in praetice 
may desire to know.— Lancet. : 


BY THE SAME AUTHOR—(Lately Issued.) _ 
INTRODUCTION TO PRACTICAL CHEMISTRY, Including Analysis. 


With Numerous Illustrations, In one neat volume, royal’ 18mo. } 
GARDNER'S MEDICAL CHEMISTRY. 


MEDICAL CHEMISTRY, | 
FOR THE USE OF STUDENTS AND THE PROFESSION: , 


BEING A MANUAL OF THE SCEENCE. WITH ITS APPLICATIONS TO TOX * 
PHYSIOLOGY, THERAPEUTICS, HYGIENE, &e. prore 


BY D. PEREIRA GARDNER, M. D. 


In ene handsome royal 12me. volume, with illustrations, “ Res 
SIMON’S ANIMAL CHEMISTRY, with Reference to the Physiol an : = h 
ef Man. By G.E. Dar. One yol. Sve.,700 Si Set om d Pathology” ‘ 
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_ TAYLOR'S MEDICAL JURISPRUDEYWCE. 


MEDICAL JURISPRUDENCE. 


BY ALFRED 8. TAYLOR, 


SECOND AMERICAN, FROM THE THIRD AND ENLARGED LONDON EDITION. 
With numerous Notes and Additions, and References to American Practice and Law, 


BY R. E. GRIFFITH, M. D. 


In one large octavo volume. 

This work has been much enlarged by the author, and may now be considered as the standard 
authority on the subject, both in England and this country. It has been thoroughly revised, in 
this edition, and completely brought up to the day with reference to the most recent investigations 
and decisions. No further evidence of its popularity is needed than the fact of its having, in the 
short time that has elapsed since it originally appeared, passed to three editions in England, and 
two in the United States. " 

We recommend Mr. Taylor’s work as the ablest, most comprehensive, and, above all, the most practically 
useful book which exists on the subject of legal medicine. Any man of sound judgment, who has mastered 
the contents of Taylor’s “ Medical Jurisprudence,” may go into a court of law with the most perfect confi- 
dence of being able to acquit himself creditably.—Medico- Chirurgical Review. 

The most elaborate and complete work that has yet appeared. It contains an immense quantity of cases 
lately tried, which entitle it to be considered what Beck was in its day— Dublin Medical Journal, 


TAYLOR on POISONS. 
ON POISONS, | 
IN RELATION TO MEDICAL JURISPRUDENCE AND MEDICINE, 
' BY ALFRED S. TAYLOR, F.R. 8.5: &e. 
Enpitep, with Notes anp Appitions, BY R. E, GRIFFITH, M.D. 


In one large octavo volume, of 688 pages. 


The most elaborate work on the subject that ourliterature possesses.— Brit. and For. Medico-Chirur. , 

One of the most practical and trustworthy works on Poisons in our language.— Western Journal of Med. 

It contains a vast body of facts, which embrace all that is important in toxicology, all that is necessary to 
the guidance of the medical jurist, and all that can be desired by the lawyer.—Medico-Chirurgical Review. 

It is, so far as our knowledge extends, incomparably the best upon the subject; in the highest degree credit- 
able to the author, entirely trustworthy, and indispensable to the student and practitioner.—lV. Y. Annalist. 


A NEW WORK ON THE SKIN—(Nearly Ready.) 


A PRACTICAL TREATISE ON DISEASES OF THE SKIN. 


BY J. M. NELIGAN, M.D., 


Author of “Medicines, their Uses and Modes of Administration,” &c. 
In one neat volume, royal 12mo. 


THE LAWS OF HEALTH IN RELATION TO MIND AND BODY. 


A SERIES OF LETTERS FROM AN OLD PRACTITIONER TO A PATIENT. 
BY LIONEL JOHN BEALE, M.R.C.S., &c. 


In one handsome volume, royal 12mo., extra cloth. 


LETTERS TO A CANDID INQUIRER 
ON ANIMAL MAGNETISM. 


~ BY WILLIAM GREGORY, M. D., F. RB. 8. E., 
Professor of Chemistry in the University of Edinburgh, &ce. 
In one neat volume, royal 12mo., extra cloth. 


PROFESSOR DICKSON’S ESSAYS, 


ESSAYS ON LIFE, SLEEP, PAIN, INTELLECTION, HYGIENE, AND DEATH. 
: BY SAMUEL HENRY DICKSON, M.D., 


Professor of the Institutes and Practice of Medicine in the Charleston Medica] College. 
* In one very handsome volume, royal 12mo. 


DUNGLISON ON HUMAN HEALTH.—HUMAN HEALTH, or the Influence of Atmosphere and Locality, 
Change of Airand Climate, Seasons, Food, Clothing, Bathing, Exercise, Sleep, &c. &c. &e., on healthy 
man; constituting Elements of Hygiene. Second edition, with many modifications and additions. By 
Robley Dunglison, M, D,, &c. &c. In one octavo volume of 464 pages. “ah : 

PUNGLISON’S MEDICAL STU DENT.—The Medical Student, or Aids to the Study of Medicine. Revised 
and Modified Edition. 1 vol. royal 12mo.. extra cloth. 312 pp. ; : 

BARTLETT’S PHILOSOPHY OF MEDICINE.—An Essay on the Philosophy of Medical Science. In 


one handsome 8vo. volume. 31 
BA 


2 pp. , —- 
RILECT ON CERTAINTY IN MEDICINE.—An Inquiry into the Degree of Certainty in Medicine, 
and into the Nature and Extent of its Power over Disease. In one vol. royal12mo, 84 pp. 
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THE GREAT AMERICAN M EDICAL DICTIONARY. 
New and Enlarged Edition—(Now Ready-) 


MEDICAL LEXICON; — 
A DICTIONARY OF MEDICAL SCIENCE, 


Containing a Concise Explanation of the various Subjects and Terms of — 


PHYSIOLOGY, PATHOLOGY, HYGIENE, THERAPEUTICS, PHARMACOLOGY, 
OBSTETRICS, MEDICAL JURISPRUDENCE, &c. 


WITH THE FRENCH AND OTHER SYNONYMES. 
NOTICES OF CLIMATE AND OF CELEBRATED MINERAL WATERS; 


Formule for various Officinal, Empirical, and Dietetic Preparations, &c. 


BY ROBLEY DUNGLISON, M. D., 


Professor of Institutes of Medicine, &c. in Jefferson Medical College, Philadelphia, &c. 


EIGHTH EDITION, 
~ REVISED AND GREATLY ENLARGED. 
In one very thick 8vo. vol., of 927 large double-columned pages, strongly bound, with raised bands. 


Every successive edition of this work bears the marks of the industry of the author, and of his determina- 
tion to keep it fully on a level with the most advanced state of medical science. Thus the last two editions 
contained about NINE THOUSAND SUBJECTS AND TERMs not comprised in the one immediately preceding, and the 
present has not less than roe THOUSAND not in any former edition. As acomplete Medical Dictionary, 
therefore, embracing over FIFTY THOUSAND definitions, in all the branches of the science, it is presented as 
meriting a continuance of the great favor and popularity which have carried it, within no very long space of 
time, to an eighth edition. was fe y ‘ 

Every precaution has been taken in the preparation of the present volume, to render its mechanical exe- 
cution and typographical accuracy worthy of its extended reputation and universal use. The very exten- 
sive additions have been accommodated, without materially increasing the bulk of the volume, by the employ- 
ment of a small but exceedingly clear type, cast for this purpose. The press has been watched with great 
care, and every effort used to insure the verbal accuracy so necessary to a work of this nature. The whole 
is printed on fine white paper; and while thus exhibiting in every respect so great an improvement over 
former issues, it is presented at the original exceedingly low price. 
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On the appearance of the last edition of this valuable work, we directed the attention of our readers to its 
peculiar merits; and we need do little more than state, in reference to the present re-issue, that notwith- 
standing the large additions previously made to it, no fewer than four thousand terms, not to be found in the 
preceding edition, are contained in the volume before us. Whilstit isa wonderful monument of its author’s 
erudition and industry, it is also a work of great practical utility, as we can testify from our own expe- 
rience; for we keep it constantly within our reach, and make very frequent reference to it, nearly always 
finding in it the information we seek.—British and Foreign Medico-Chirurgical Review, April, 1852. 

Dr. Dunglison’s Lexicon has the rare merit that it certainly has no rival in the English language for ac- 
curacy and extent of references. The terms generally include short physiological and pathological de- 
scriptions, so that, as the author justly observes, the reader does not possess in this work a mere dictionary, 
but a book, which, while itinstructs him in medical etymology, furnishes him with a large amount of useful 
information. ‘That we are not over-estimating the merits of this publication, is proved by the fact that we 
have now before us the seventh edition. This, at any rate, shows that the author's labors have been pro- 
perly appreciated by his own countrymen; and we can only confirm their judgment, by recommending this 
most useful volume to the notice of our cisatlantic readers. No medical library will be complete without it. 
—The London Med. Gazette. 

It is certainly more complete and comprehensive than any with which we are acquainted in the English 
language. Few, in fact, could be found better qualified than Dr. Dunglison for the production of such a work. 
Learned, industrious, persevering, and accurate, he brings to the task all the peculiar talents necessary for 
its successful performance: while, at the same time, his familiarity with the writings of the ancient and 
modern “ masters of our art,” renders him skilful to note the exact usage of the several terms of science, and 
the various modifications which medical terminology has undergone with the change of theories or the pro- 
gress of improvement.—American Journal of ihe Medical Sciences. 

One of the most complete and copious known to the cultivators of medical science.—Boston Med. Journal. 

This most complete Medical Lexicon—certainly one of the best works of the kind in the lansuage.— 
Charleston Medical Journal. as 

The most complete Medical Dictionary in the English language.— Western Lancet. 


Dr. Dunglison’s Dictionary has not its superior, it indeed its equal, in the English language.— St. Louis 


Med. and Surg. Journal. 7% , 2 

Familiar with nearly all the medical dictionaries now in print, we consider the one before us the most 
complete, and an indispensable adjunct to every medical library.— British American Medical Journal. 

We repeat our former declaration that this is the best Medical Dictionary in the English language,— 
Western Lancet. Bix 7 

We have no hesitation to pronounce it the very best Medical Dictionary now extant.—Southern Medical 
and Surgical Journal. 


The most comprehensive and best English Dictionary of medical terms extant.—Buffalo Med. Journal. 


HOBLYN’S MEDICAL DICTIONARY. © 


A DICTIONARY OF THE TERMS USED IN MEDICINE 


AND THE COLLATERAL SCIENCES, 


-, Siaee RICHARD D. HOBLYN, A. M., Oxon. 
,» WITH NUMEROUS ADDITIONS, FROM THE SECOND LONDON EDIT 
BY ISAAC HAYS, M.D., &c. In one large royal 12mo. volume of 402 pages, double Pate 


We cannot too strongly recommend this small and cheap volume to the li ra 
titioner.—Medico-Chirurgical Review. ‘ ity : brag eh erst eetudset gad Pree: 
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